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: aetiology ofa a 
Most psychiatric diso 
‘semi-continuous variables’. The c 
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be í "at unaffected i 
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"with aa to the definition of spectrum 


i The M ultifactorial Model at ae 


factorial | Mode! requires th 


following features in common: (a) they are 
familial, though to varying degrees; (b) they 


o show variable ages of onset; (c) they do not | 


and (d) 


follaw simple Mendelian patterns; 
although severe cases may be easily diagnosed, 





mild .or borderline cases may be difficult to : 


diagnose. Ds 
Many geneticists have dealt with the trans. 
mission of semi-continuous traits by assuming 


that all individuals in a population — can n be À 


Classified by some underlying variable 
cannot be directly measured, This variable has 


been termed the ‘liability to develop the dis. ` 
order’ by Falconer, and is assumed to be the — | 
sum of all genetic and environmental influences © 


with respect to the trait. Individuals whose 
liability is greater than a certain threshold 
suffer the ona, 

The Maultifactorial Medel’ discussed in this 
paper is a modification by Reich ef al. (13) of the 
Model proposed by Falconer in 1965 (6). In its 
basic assumptions, however, it is similar to 
Multifactorial Models of inheritance proposed 
by other authors (1, 3, 4, 5, 6, 12, 15). In 
what follows, the Model and its assumptions 
are descr Béd first when only one threshold is 

available for analysis, that i is, when individuals 


> ean only be classified as affected or unaffected. 


The uses to which the Model in this form 


are discussed. The introduction of multiple 
thresholds into the Multifactorial Model in- 
creases its usefulness and enables the Model 

fi ychiatric data with greater 
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uitand the limitations of the Mode 





3. The p opulation i is divided into an aand = 

class and an unaffected class by the presence 

ofa threshold in the underlying distribution, 
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disorder are each of small effect in 

n to the total variation; 

; s are > assumed to act Aae 
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== the population prevalence 

-= prevalence in the relativesof — 
_ probands 

p = deviation of threshold of 
relatives and probands from 
population mean 

mean deviation or probands 

| population mean 
elation between relatives in 


Ay a + given by Falconer (6). 
phenotypic correlation measured in this 





a K, Ni Iti is ‘important to note ae the 
tion in liability, 7, 1s a single paramete 
ates both the population prevalence of 


a a disorder and the incidence of that disorder 


among the relatives of affected individuals. 


== No assumptions about the aetiology of the correlation É 


are made. The correlation can be used as an 
e estimate of the degree to which a disorder is 
familial, or, if data are available over several 

generations, to measure the degree to which a 
disorder is transmitted between generations. 
2 > value of r is a measure of the relative 
> of factors which cause individuals 
> each other: the ere the estimate 










mode of transmission, the Multifactorial , Model 
at a single threshold can never be excluded.» 
Any estimate of K, and Ap will result in a | 
correlation, and there is no extra information — 

to test whether or not the model fits the data. 
_ The model illustrated in Fig. 1 is not a hy pothesis 

` in the sense that assumptions can be tested but 
=: iS a means of calculating a convenient parameter. 







bles which enable xp xr and ato be found | 


sion varies from o to 1 where r = 1 indicates a tology of a: 
that all relatives are affected, and r = o indi- “among first-degree relatives. 


at the relatives of affected individuals, 

















fhe relation between the population pre- 


valence. and the incidence of the disorder 
among the relatives of affected individuals for 
varying. correlations is displayed in Fig. 2. _ l 
The graph may be used to estimate the value of | 
_rif K, and Kp are known. 


Only f it is assumed that transmission of a 


trait between parents and offspring is entirely 
due to additive genetic factors can the correla-. 


tions in Fig. 2 be used to estimate the heritability 
(the degree of genetic determination). Under 
these conditions the Multifactorial Model defines 
the relationship between the correlations for 
monozygotic twins, for parents and offspring, 
and for sibs; viz. the correlation between parents 
and offspring equals the correlation between 
sibs and is one half the correlation between 
monozygotic twins. If the similarity between rel- 
atives is entirely due to additive genes, ‘and 
environmental events play no role in the 

; of a disorder, then the value ofr is 0-5 
However, this — 
genetic assumption cannot be made for any of 
e common disorders, and the use of the. 
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whether schizophrenia, which i 
in lower social classes, is mor > tr rans nist ismissible i 
this environment, 0 0 ai a 
The correlation is a measure sof the degree to 
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from the general population mean than the 
other. The liability to develop the disorder 
may be viewed as having two thresholds, more 
and less deviant from the mean. The position 
of the two thresholds in relation to each other 
and in relation to the population mean can be 
defined by the population prevalence of each 
of the two subforms of the disorder. More 
deviant probands would be expected to have a 
greater proportion of affected relatives than less 
, deviant probands. Examples of traits in which 

two thresholds have been demonstrated are 





RELATIVES OF 
“WIDE PROBANDS 






-a-----)-- 0 
tx 

ou 

= 


4 


juvenile and adult diabetes (16) and unilater4] 


and bilateral cleft-lip (17). The notations w, 


wn, and n are used to refer to the ‘wide’ form of 
the illness -(all affected individuals), the ‘wide- 
but-not-narrow’ form of the illness (the less 
deviant group), and the ‘narrow’ form (the 
more deviant group), respectively. Graphical 
representation of the liability distribution in the 
population and the relatives of affected indi- 
viduals is displayed in Fig. 3. 

From Fig. 3 it can be seen than when affected 
individuals are subdivided a population esti- 


Tw h 


RELATIVES OF 
~~ “NARROW” PROBANDS 
AOS 





R, 


Fic. 3.-—-Distribution of the liability in the general population and in the 
relatives of probands. Two thresholds are present. The subscript w refers to 
all affected individuals and, n refers to individuals whose diaprder is 


| 


more deviant on the liability scale. 
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yaate for each form can be made. Furthermore, 
each type of proband can be used to estimate 
the prevalence of both types of illness in his 
relatives. Accordingly, when a family study of 
two subforms of a disorder is carried out, at 
least six observations are made: the two popula- 
tion prevalences and the prevalences in the four 
classes of affected relatives. The arrangement of 
data suitable for analysis is displayed in Fig. 4. 

In general it is most convenient to estimate 
the correlations for the wide and narrow forms 
of the illness (from probands and relatives with 
the same form of the disorder) and to compare 
them with the cross-correlations estimated from 
probands and relatives with opposite forms of the 
disorder. 

Using equation 2, estimates of r can be made 
for probands and relatives with the same form 
of the illness. An estimation of the correlations 
between relatives with different forms can be 
made by using the following equations. 


Xpn —XRn afi — (pa = XR2) (1— —Xpw/4w) (3) 


= ayt XRn (lw— Xpw) 


Xpw —yxrwV I = (Aow — xRw) (1 —Xpn/%n) ( 
pax Xow XW 1 pw knw) a (4) 
a, +- XRw (a,— Von) 
where Kpy = prevalence of the wide form of 
the disorder in relatives of 
probands with the narrow 
_ form 
Kga = prevalence of the narrow form 
of the disorder in relatives of 
probands with the wide form 
xrw and xran = normal deviates for Ky, and 
we Kia 


and 


If the assumptions of the Miultifactorial 
Model are correct, that is, if the underlying 
liability distribtition is normal and if each 
subform can be represented by a threshold in 
this distribution, all four correlations between 
relatives estimated by means of equations 2, 3, 
and 4 are expected to be equal. It can be seen 
from equations 2, 3, and 4, that the Model is 
completely defined by only three parameters: 
the population prevalence of the wide form of the 
illness (Kw) and population prevalence of the 


# 


Relatives 


w w-n n UN 


Probands 
7 
3 


n 


Fic. 4.—The arrangement of data suitable for analysis. 

UN refers to unaffected relatives. W-n refers to individuals 

with an intermediate form of the disorder. A separate 

matrix is available for cach type of relatives, i.e. parents, 
sibs, offspring. 


narrow form of the illness (Kpn), and the 
correlation between relatives (r). If the values 
of these three parameters are known, an 
expected value can be calculated for all values 
of Á R and Rp. 

In the two threshold model, the six measure- 
ments from the family study are used to esti- 
mate three parameters, leaving three degrees of 
freedom for testing the goodness of fit of the 
Model to the data. As a consequence, when the 
Multifactorial Model is defined at two thresholds 
there is sufficient information to estimate the 
parameters and also to test how well the 
assumptions of the Model fit the data. A state- 
ment can be made giving the probability that 
such a fit would be found by chance alone. In 
addition, the range of parameter values which 
agree with the observed family data can be. 
determined for various probability levels. 


Lhe Multifactonal Model when sex effect is used as 
a second threshold 

For disorders in which the prevalence is 
different in males and females or in which 
affected males and females have different 
familial patterns, a slightly different version of 
the Multifactorial Model may be used (1 
In this version it is assumed that the underlyi 
liability distribution of males and females is 
congruent but that the threshold for the two 
sexes differs. This formulation of the Model is, 


. described in Fig. 5. 
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Fic. 5.—The two threshold Multifactorial Model when a different threshold 
is defined for each sex. Only the male relatives of male and female probands 
are displayed. The subscripts f, m, refer to the sex of the proband and relatives. 


If a sex effect is evident, data may be sub- 
divided according to the sex of the probands and 
relatives. As with the previous formulation of 
the Model, this formulation offers six measure- 
ments and requires the same three parameters 
to define the Model. Accordingly, disorders in 
which a sex effect is present can be used to fit 
the Multifactorial Model to the data. Equations 
2, 3 and 4 can be used without modification. 
The conclusions which may be drawn from 
fitting the Model in this form to the data are 
similar to those described above. 

An alternative formulation for a sex effect 
is that there is only one threshold and that the 
entire distribution of one sex, relative to the 


Distribution of Liability 
in Female Population 








other, is more deviant. This situation is described 
in Fig. 6 and is perhaps a more common way of . 
viewing the sex effect. 

The liability distribution of males and females 
can be scaled so that the two distributions are 
congruent, and if this is done Figs. 5 and 6 
become functionally equivalent. Rather than 
one threshold with two distributions there is one 
distribution with two thresholds, 


Properties of the Multifactorial Model at two 
thresholds 


The most important property of the Multi- 
factorial Model at two thresholds is that it 
provides a testable hypothesis without making 


Distribution of Liability 
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Fic. 6.—The distribution of liability in a general population assuming that males are, 
on the average, phenotypically more deviant than females, One threshold is present. 
This Model is functionally equivalent to that displayed in Fig. 5. 


tł 


¢ 
$ 


t e 


tions about the relative importance of 


‘Senetic and environmental factors in the 


‘aetiology and transmission of a disorder. If the 
data fit this Model other hypotheses are not 
excluded but the assumptions of the Model 
become statistically acceptable. The observa- 
tion that the Model at two thresholds fits 
the data is strong support for the view that the 
two subforms of the illness are drawn from the 
same normally distributed additive process and 
that the degree of familial determination of the 
disorder is the same at either of the two 
thresholds. Furthermore, the proportions of 
transmissible factors which are genetic and 
non-genetic are very likely to be the same at 
both thresholds, since otherwise it must be 
assumed that relative changes occur only in 
strict inverse proportion to one another. 

If the Multifactorial Model does not fit the 


" data when affected individuals are subdivided, 


some or all of the assumptions of the Model may 
be false. For example, the two subforms of the 
disorder may be to some extent transmitted by 
independent factors, genetic or cultural. Alter- 
natively, the degree of genetic determination 
of the trait at each of the two thresholds may 
differ, and environmental factors may be more 
influential at one of the two thresholds. 


Uses of the Multifactorial Model when two 
thresholds are fitted to family data 
(a) Discrimination between modes of transmission 
Reich and co-workers (13) have shown that 
analysis of population and family data at two 
thresholds can be used to distinguish between 
Multifactorial and Single Major Locus* Models 
of disease transmission. under certain conditions. 
This discrimination is possible when ‘ the 
distance between the thresholds is great (i.e. 
Kow >>>Km) and when the proportion of 
affected relatives compared to the population 
prevalence is large. In general, comparisons 
between Single Major Locus and Multifactorial 
Models at two thresholds have shown that 


* The Single Major Locus Model describes a mode of 
transmission in which there is one locus with two alleles 
which are largely responsible for genetic variation with 
respect to the trait. Any or all of the genotypes may be 
incompletely penetrant, 
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traits which are transmitted by a single major 
locus generally do not fit the Multifactorial 
Model, but that traits which are transmitted 
by a multifactorial mechanism will often fit the 
Single Major Locus Model. It is expected that 
among multifactorial traits a Single Major 
Locus Model can often fit the data and that 
exclusion of the Single Major Locus Model 
may require further data. Reich showed that if 
Multifactorial and Single Major Locus Models 
fitted the data at two thresholds predictions 
about the concordance between monozygotic 
twins could be made which might enable one 
of the models to be excluded. Prediction of the 
proportion of affected relatives at a third 
threshold, based upon the analysis of family 
data at two thresholds, also improved discrimi- 
nation between the models. 


(b) Analysts of heterogenous subforms of a disorder 
Most psychiatric disorders vary in age of 
onset and severity. The causes of these hetero- 
geneities are largely unknown. If affected 
individuals can be subdivided according to one 
or more such variables, patients can be tested 
using the Multifactorial Model at two or more 
thresholds. The correlations between relatives 
and probands when both are affected by the 
same form of the disorder can be compared with 
estimates of the cross-correlations (i.e. the 
correlation when probands and relatives have 
different forms of the illness). Finding that all 
the correlations are equal offers strong support 
for the view that the subforms of the disorder 
can be represented by several thresholds in a 


single dimension composed of the same pro- ' 


portions of genetic and environmental (or 
transmissible and non-transmissible) factors at 
each threshold. The unity of the entity is thereby 
strengthened, and the variable is to some extent 
under the control of transmissible factors. If 
genetic factors are important in the transmission 
of the disorder the analysis indicates that the 
more deviant forms of the disorder are g 
typically more deviant than the less devian 
forms. If environmental factors are important in 
the transmission of the disorder ‘the analysis 
indicates that the more deviant forms of the 
disorder must be more frequently or more 
severely affected by these factors also. 
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(c) Definition of spectrum disorders 

Two phenotypically distinguishable entities 
may be referred to as spectrum disorders if they 
tend to occur more often than expected by 
chance in the same individual and if they tend 
to aggregate more often than expected by chance 
in the same families. One way in which spectrum 
disorders may be related is that one of the 
disorders is a less deviant form of the other on 
an underlying liability scale. For example, it 
, might be that schizoid personality is a less 
deviant form of process schizophrenia or that 
cyclothymic personality is a less deviant form 
of manic-depressive illness. The question can be 
studied by assuming that the compound entity 
(schizoid personality and process schizophrenia 
together) represents the wide form of the trait 
and that the more severe form of the illness 
(process schizophrenia) represents the narrow 
form. Finding that the Multifactorial Model fits 
these data and that the wider and narrower 
form are both thresholds in the same dimension 
would provide strong support for the view that 
schizoid personality is a less deviant form of 
schizophrenia. 

The frequent observation that functional 
psychological disorders are strongly familial 
suggests that important aetiological factors are 
present which increase the similarity: between 
relatives. The increased resemblance between 
relatives has been used as a validative test of the 
classification of some of these disorders. The 
hypothesis that two subforms of a disorder (or 
two separate disorders) share a common 
aetiology can be quantified and tested by the 
- techniques outlined in this article, thus pro- 
viding a systematic procedure for devising a 
classification of psychiatric disorders based on 
their-familial relationships. . 

The Multifactorial Model presented here 
makes the assumption that the proportions of 
the variance explainable by transmissible and 
non-transmissible factors are the same at each 
ofAhe two thresholds. At the present time we 
are extending the Model so that this assumption 
may be dropped and two subforms of an illness 
may be identified ifnon-familial factors influence 
them differently but the familial factors im- 
* portant in their pathogenesis are the same or 
overlapping. 






DISCUSSION 
The first step in understanding the tr 


mission of a psychiatric disorder is a wan S ji 


logically sound estimate of the degree to which 
that disorder is transmitted from parent to 
offspring when both genetic and environmental 
factors are operating. The degree to which a 
disorder is transmitted can be measured by a 
single parameter, the correlation between 
relatives. This index provides a means for 
identifying subforms of a disorder which are 
most familial regardless of variations in popula- 
tion prevalence. An illness which is transmissible 
to a great degree (or a set of diagnostic criteria 
which yield high correlations between relatives) 
is likely to be homogeneous and related to a 
major familial factor. 

The next step in understanding the trans- 
mission is to partition the correlation into a 
portion determined by genetic factors and a ° 
portion determined by non-genetic or environ- 
mental factors. This may be done by comparing 
the value of the correlation estimated from 
probands and relatives who share an environ- 
ment with the correlation obtained when 
probands and relatives are separated early in 
life. The presence of major genetic factors in 
transmission of the disorder is suggested when 
both correlations are similar. The influence of 
familial environmental factors is indicated by 
the magnitude of ae difference between the 
correlations. 

The division of affected individuals intò those 
with more and less deviant forms of the disorder 
may reveal an association between variables 
often considered independent: severity of illness 
in the proband, severity of illness in the rela- 
tives, and proportion of relatives affected. 
Individuals who are affected with the more 
deviant form of an illness ‘are expected to be 
more severely ill, to have more relatives affected 
with any form of the disorder, and to have a 
greater proportion of more severely affected 
relatives. Division of probands enables high-risk 
and low-risk families to be defined and specifies 
the risk for the more deviant (and often more 
severe) form of the illness in the relatives. 

A major difficulty in performing these 
analyses is that affected relatives are divided 
into four groups. Studies must therefore be 







x enough to describe the relationship 
Æi MBtween these four groups in a statistically 
~ Ahia manner. A second difficulty arises 
"=> “when probands are chosen from hospital in- 
‘ patients. These patients are often more severely 
ete ill than their affected relatives, and if severity is 
to some extent transmissible the threshold which 
defines the probands will be more deviant than 
that which defines the relatives. The effect will 
be to increase the estimate of the correlation 
between relatives. ‘This bias would be lessened 
if probands were chosen from out-patients as 

well as in-patients. 

The Miultifactorial Model with multiple 
thresholds is particularly useful in the study of 
psychiatric disorders, where the relative im- 
portance of genetic and environmental factors 
is unknown. Many familial disorders, however, 
fit both the Multifactorial and Single Major 

* Locus Model. The relationship between two 
subforms may be studied by applying the 
multiple threshold method to both models. If 
the relationship is the same whether the under- 
lying mechanism is a single gene or multifac- 
torial trait, conclusions about the relationship 
between the subforms are strengthened. 
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The Multifactorial Model of Disease Transmission: 
II. Sex Differences in the Familial ‘Transmission of Sociopathy 
(Antisocial Personality) 


By C. ROBERT CLONINGER, THEODORE REICH and SAMUEL B. GUZE 


Summary 
Sociopathy is highly familial in both white and black families. Sociopathy in men and women 
clusters in the same families, but is much more frequent in men than in women. It is more 
prevalent among relatives of sociopathic women than among relatives of sociopathic men. The sex 
difference in its prevalence appears to be due to sex-related cultural or biological factors causing 
the threshold to be more deviant in women. There is no evidence of a genetic difference in its 
prevalence and transmission according to race. 

The two-threshold Multifactorial Model of Disease Transmission provides an explanation 
for the striking sex difference in the transmission of sociopathy. Such a pattern of transmission 
is obtained only in diseases whose genetic component is polygenic or, if only one or a few 
genotypes are relevant, wheré each of these has a small effect relative to environmental factors. 

Assortative mating accounts for a large proportion of the observed similarity between 
relatives. However, the familial clustering of male and female sociopaths is not dependent on 
assortative mating. 

The high correlation among siblings that is expected under conditions of random mating 
indicates that environmental factors common to siblings contribute to the aetiology of socio- 
pathy. The greater deviance of the parental home experiences of sociopathic women compared 


to sociopathic men is further evidence of the importance of familial environment. 


INTRODUCTION 

Sociopathy (antisocial personality) presents 
a characteristic clinical picture and natural 
` history (32). In addition, consistently high 
frequencies of criminality, alcohol and drug 
abuse, and other antisocial behaviour have 
been found in the relatives of sociopaths (4, 11, 
15, 26, 28, 34, 40). Both genetic and environ- 
mental factors appear to be important in the 
aetiology and familial nature of sociopathy. 

powe has studied female criminals’ children 
who were separated from their biological 
parents at a mean age of less than four months. 
He reported that these children had signifi- 
cantly more criminal convictions than a group 
of adopted controls (5) and nearly all those 
convicted were sociopaths (6). Similarly, Schul- 
singer has emphasized the importance of the 


biological father in the transmission of ‘psycho- 
pathy’ in this report of a large Danish record 
study of adoptees (38). 

Hutchings and Mednick described the criminal 
records of biological and- adoptive - parents 
of both criminal and non-criminal men in the 
Danish adoption study (16). They found that 
if both the biological and adoptive fathers were 
criminals a greater proportion of the adopted 
sons were criminal than if only the biological 
father was a criminal (36 per cent vs. 21 per 
cent). In contrast, if neither father or only the 
adoptive father was a criminal, only 104 per 
cent and 11-2 per cent, respectively, of the sons 
were criminal. Rosanoff et al. (36) and Humm 
(15) found that dizygous twitis were less often 
concordant for criminality or ‘criminalism’ than 
monozygous twins and more concordant than 





full siblings. These data are consistent 
ith an interaction between genetic and en- 


wwe! vironmental factors, which is further supported 
A : by Lee Robins’ finding that strict and consistent 


ere 
M 
C 


discipline diminishes the proportion of severely 
antisocial children who go on to develop 
sociopathy as adults (33). The relative im- 
portance of genetic and environmental factors is 
still uncertain, however, and any description of 


_the mode of transmission of sociopathy must 


take this into account. 

One of the most striking features about socio- 
pathy is the unvarying preponderance of men. 
Ratios of from four to eight men to one woman 
have consistently been found in different 
countries, socio-economic conditions and age 
groups (I, 14, 15, 23, 27, 28). A variety of 
explanations for this sex difference have been 
offered. Rutter hypothesized that boys are 
more susceptible than girls to intrafamilial 
disharmony and biological stress, because he 
could show a correlation between parental 
discord and antisocial behaviour in boys but 
not in girls (37). Kagan and Moss hypothesized 
that, as a result of cultural expectations of 
gender-role behaviour, aggressiveness in women 
rarely persists into adulthood (20). Others have 
hypothesized that androgenization and muscle 
mass or body build are critical features in the 
aetiology and the sex difference (10, 22). These 
explanations apparently share the view that 
intrafamilial differences between men and 
women are important relative to non-familial 
factors. 

The striking sex difference in the prevalence 


. of sociopathy provides a basis for testing the 


mode;of transmission of sociopathy according to 
alternative hypotheses about the relative im- 
portance of familial and non-familial factors. 
As already noted, some workers have suggested 
that non-familial factors account for the sex 
difference in the prevalence of sociopathy. 
This hypothesis fits the transmission of alco- 
holism according to sex: alcoholism is four or 
five times more prevalent in men than in 
women, but male alcoholics and female alco- 
holics do not differ in the proportion of their 
relatives who are alcoholic (30). Thus, in terms 
of genotypic or other transmissible familial 
influences, alcoholic women are no more 
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potent or deviant than alcoholic men. In 
contrast, a different mechanism has been 
proposed to account for the transmission of 
congenital pyloric stenosis, which is also less 
common in women but in which affected 
women have a greater proportion of affected 
relatives than have affected men (8). The hypo- 
thesis here is that the same proportion of 
genetic and environmental factors are important 
in the aetiology in each sex but that the lower 
prevalence in women is due to the threshold for 
women being more deviant than for men. 
Under the conditions of this hypothesis, female 
sociopaths should have a greater proportion of 
sociopathic relatives than male sociopaths. Also, 
if the transmission of sociopathy is to some 
degree due to intrafamilial environmental 
factors then the hypothesis would require 
affected women to have home experiences more 
severely or more frequently deviant than those of 
affected men. 

The method pf analysis used in the study to 
be presented here is based on the principles of 
multifactorial transmission (8, 2c’ 31). The 
correlation between relatives (r) im liability to 
develop the disorder provides a quantitative 
estimate of the magnitude of the increased 
prevalence of a disorder among relatives of 
affected individuals compared to the prevalence 
in the general population. The prevalences 
themselves, without further analysis, provide a 
more limited index to the extent of familial 
clustering. A simple comparison of the pre- 
valence in relatives with the prevalence in the 
general population will give a different im- 


+ 


pression according to whether the simple: 


difference or the relative increase is taken as a 
measure of the importance of familial clustering. 
For example, disorders where the correlation 
between relatives is 0-50 would give the results 
shown in Table I, according to the prevalence 
in the general population. Thus as the popula- 
tion prevalence of the disorders incre the 
increase in the relatives proportionally decr 

At the same time the difference between the 
prevalences increases, though the correlation 
between relatives remains constant regardless 
of the magnitude of the population prevalence. 


Since the prevalence of sociopathy varies from * 


0'5 per cent to g-o per cent according to sex 
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TABLE I 


Prevalence Prevalence Difference 


in general in relatives of Relative 
population (r = 0:50) prevalences increase 
(%) (%) (%) 
0'5 10 9'5 20-fold 
1'5 15 13°5 10-fold 
3'0 20 17 -fold 
g'o gI 22 3-fold 


- and race, subjects will be divided according to 
sex and race. The extent of familial transmission 
will be expressed in terms of the correlation 
between relatives, which has the same scale 
(standard deviations from the population mean) 
whether or not the subjects being compared 
have the same population prevalence. 

The goal is to describe a quantitative and 
testable hypothesis about the mode of trans- 
mission of sociopathy. Data on the transmission 
of sociopathy according to sex will be tested 
against. the expectations of the Multifactorial 
Model (29, 31). The following data are avail- 
able: the prevalence of sociopathy in both men 
and women in the general population, in male 
and female relatives of male sociopaths, and in 
male and female relatives of female sociopaths. 
These data directly or indirectly provide the 
values of three variable parameters of the 
Multifactorial Model: the population pre- 
valence in men (Kpm), the population prevalence 
in women (K r), and the correlation between 
relatives (r). Thus the assumptions of the 
Multifactorial Model may be tested for their 
acceptability as a description of the mode of 
' transmission of sociopathy. Specially, the hypo- 
theses tested are that: (1) the pathogenetic 
factors relevant to sociopathy are multiple and 
additive; (2) sociopathic men and women occur 
in the same families; (3) the lower prevalence 
in women is due to the threshold for women 
being more deviant than the threshold for men; 
ang (4) the same proportion of familial and 
non-familial factors is important in the aetiology 
in both men and women. 


METHOD 
Selection of family data 
The data are from parallel studies of convicted 
male and female felons and their families (2, 4, 11, 12). 


Both studies used similar ascertainment pe 

the same structured interview, and the same 

nostic criteria. The data selected for analysis peed 
were from those male or female felons: 


had at least one first-degree relative interviewed; 
and (3) for whom the identity of both biological 
parents appeared certain on the basis of interviews 
with the subjects, putative parents, and parole 
records. This selection yielded 58 men and 28 women. 

The biological first-degree relatives of these pro- 
bands were included in the present analyses if they 
had been at least 18 years old at the time of the 
study or had died after reaching their eighteenth 
birthday. Step-parents and half siblings were ex- 
cluded. This yielded 272 first-degree relatives for the 
male probands and 115 first-degree relatives for the 
female probands. Personal interviews had been 
conducted with 156, or 57 per cent, of the relatives 
of the male probands and with 65, or 57 per cent, of 
the relatives of female probands, and extensive 


information was available about all relatives from ° 


records and family history obtained during inter- 
views. The similarity of the ascertainment procedures 
and the amount of information about the two groups 
of subjects make suitable comparisons between groups 
possible. Thus some comparisons were based on data 
from all sources (interviews, family history, records), 
whether or not the relative had been interviewed. 
Whenever possible, hower, comparisons were also 
made using only relatives who were personally 
interviewed. 


Diagnostic procedure 

Sociopathy 1s defined as a personality disorder 
characterized by the early onset of repeated antisocial, 
delinquent, and criminal behaviour. licit criteria 
were uniformly applied to all subjects regardless of 
sex (4, 12). Diagnoses were made without knowledge 


of the diagnosis of other family members. While 


multiple diagnoses were permitted, the. only- con- 
sideration here is whether or not a subject fulfilled the 
criteria for sociopathy on the basis of all available 
information. 

Since sociopathy as defined here has its onset 
before age 15, the prevalence of sociopathy among 
the relatives, all of whom were 18 or older, probably 
needs no correction for age of risk (33). 


Population prevalence of sociopath 

The population prevalence of sociopathy has been 
shown to vary according to sex, race and socio- 
economic conditions. The population data on the 
variation in prevalence.of sociopathy according to sex 
and socioeconomic condition in white North Ameri- 


(1) who” od 


received an interview diagnosis of sociopathy; (2) who . 


{ 


«<s 
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mage presented in Table II. Few data are available 
line blacks and these will be presented separately. 
relevant studies involve surveys of general 
"populations unselected for antisocial behaviour (17, 
18, 19, 23, 25, 35) and surveys of relatives of non- 
sociopathic probands (15, 19). Both methods gave 
similar results, as shown in Table IT. Similar criteria 
for diagnosis were used in all the studies, but the 
names varied: sociopathy (25, 41), antisocial reaction 
(23, 35), criminalism (15), and psychopathy (17, 18, 
19). The prevalence of sociopathy appears to vary 
from about 2 to 6 per cent of white men and from 
about 0-5 to 1 per cent of white women. The large 
study by Hyde deserves special comment. He and 
his co-workers studied the variation in prevalence of 
sociopathy among nearly 60,000 men born between 
1898 and 1920 who were all interviewed by a 
psychiatrist at the Boston Armed Forces Induction 
Center in 1941-1942. There was little variation 
(3:1 to 3°g per cent) between wealthy urban areas 
and tenement areas. In addition, the prevalences in 


` Hyde’s subjects, all born before 1920, do not differ 


from the prevalences found in later studies. Alto- 
gether these studies suggest that population estimates 
between 3 and 4 per cent are reasonable for the white 
men in our study regardless of age. 

Robins studied the adult status of St. Louis school- 
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boys and found that 9-6 per cent of the 115 black 
subjects were sociopaths (35). Preliminary un- 
published data on the first-degree relatives of a 
random sample of psychiatric out-patients indicated 
that sociopathy occurs in about 9 per cent of black 
men. The out-patient sample and the family survey 
have been described elsewhere (42). 

No direct estimates of the prevalence of sociopathy 
are available for black women. Sex ratios of from 
4 to 8 men to 1 woman have, however, consistently 
been found in different countries, socio-economic 
groups and age groups, as previously noted. Prelim1- 
nary unpublished data on the relatives of a random 
sample of psychiatric out-patients indicate that the 
ratio of sociopathic men to sociopathic women in 
St. Louis is about 7 to 1. This sex ratio is supported 
by the finding that among serious criminals reported 
to the Federal Bureau of Investigation men out- 
number women 7 to 1 (27). Thus, the population 
prevalence of female sociopathy is estimated to be 
about 0°5 per cent of white women and from 1 to 2 
per cent of black women. 


The Multjfactorial Model and statistical procedures 

The data were analysed using the Multifactorial 
Model of Disease Transmission as modified by Reich 
(31) and Kidd (21). The derivation and application 


Taare IT 
The prevalence of soctopathy in the general population of white North American men and women 





Men Women 
Community location pA yA Author, year 
N Sociopathy N Sociopathy 
St. Louis 2 — 65 3-1 — — Robins et al., 1971+ 
— 264 3°4 259 1-2 Winokur et al., 1971} 
— — — 59 0-0 Murphy et al., 1962T 
be a Total .. ai 329 3°3 308 0'9 
Stirling’ County l 463 2'0 537 0'4 Leighton et al., 1963t 
California 69 2°8 59 0'5 Humm, 1932ł l 
Massuchusetts* Hyde et al., 194.4T 
A 7 6,250 2'4 > — 
B 6,450 3'3 is ii 
C 16,900 3-1 —- — \ 
D 15,000 3°6 -== ~= 
E 8,650 3'9 ge ae 
F 4,538 5'9 = ss 


* Prevalences subdivided according to community socioeconomic level: A denotes wealthy suburbs; 
B wealthy urban areas; C and D middle class communities; E large cities with tenement areas; F slum areas. ¢ 


t Survey of general po 


+ Survey of relatives o POT panpa probands. 


$ 


ulation unselected for sociopathic behaviour. 
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of the model has been described in detail elsewhere 
(29). In brief, this model makes the following assump- 
tions and restrictions: (1) All genetic and environ- 
mental causes of the disorder may be combined into 
a single continuous variable termed the liability; (2) 
individuals whose liability exceeds a threshold are 
affected; (3) the distribution of liability in the general 
population is normal or can be transformed to a 
normal distribution; (4) genes which are relevant to 
the aetiology of the disease are each of small effect in 
relation to the total variation, and are additive; (5) 
environmental factors common to relatives may 
contribute to the liability to develop the disorder; 
(6) environmental factors include many events whose 
effects are additive. 

The Multifactorial Model was tested by choosing a 
wide range of possible values for the population 
prevalence of sociopathy in each sex and a wide 
range of values for the correlation between relatives, 
and then predicting the value for the prevalence in 
relatives which corresponds uniquely to each combi- 
nation of the other two parameters. These values 
for the prevalence in relatives expected according to 
the model were then compared with the values 
actually observed by means of a chi-square goodness- 
of-fit test (29). Yates’ correction of the chi-square 
was used where appropriate. 

The parameter values were iterated (i.e. all possible 
combinations of the three parameters are tested in 
sequence over a wide range of values for each 
parameter) until the chi-square was minimized 
(i.e. no other combination of values for the three 
parameters gave a smaller chi-square). Thus the 
minimized chi-square corresponds to that combina- 
tion of values which defines the point of best fit of the 
model with the observed data. If the best fit chi-square 
is small, that is if the expected values are not signifi- 
cantly different from the observed values, the Multi- 
factorial Model may be considered to describe the 


' data acceptably well. On the other hand, if the best 


chi-square is large, the model may be rejected. An 
example of the variation in chi-square over a range 
of parameter combinations is shown later in Table VI. 
Estimates of standard errors of the parameters of 
the model were calculated using the method of the 
best-asymptotic normal estimator (24, 29). 


Medsurement of assortative mating 

Data on the spouses of sociopaths were taken from 
reports of the husbands of the index female felons (3) 
and the wives, of index male felons (13). Additional 
data about assortative mating among other groups of 
sociopaths have been described (26, 28) and provide 
similar results, 

The effect of assortative mating on polygenic traits 





has been described by Fisher (9). If it is found 
parents of either sex are equally influential 
aetiology of a disorder, Fisher’s method may be 

applied to multifactorial traits. The MultifactorialL 
Model predicts that the four correlations between two 

subforms (male and female) of a disorder are equal; 

e.g. among sociopaths, transmission from father to son, 

from mother to daughter, from father to daughter, 

and from mother to son should be equal. Thus, if two 

subforms of a disorder are equally transmissible, 

assortative mating should increase the mean value of 
the observed correlation between relatives, and the 

four individual correlations should remain equal to 

one another. 


RESULTS 


Familial prevalences according to sex and race 

The prevalence of sociopathy in the first- 
degree relatives of male and female sociopaths 
according to race and sex are shown in Table 
III. Male relatives were sociopaths significantly . 
more often than female relatives. Combining 
black and white subjects, the sex difference was 
greater for relatives of male sociopaths (17 per 
cent vs. 4 percent, y? = 13°2,d.f.=1,p < or) 
than for relatives of female sociopaths (36 per 
cent us. 19 per cent, x? = 4'4, p < 05). 

The most striking finding was that female 
sociopaths had a much greater proportion of 
sociopathic relatives than did male sociopaths. 
This difference was found for both white and 
black subjects separately (33 per cent os. 8 per 
cent for blacks and 19 per cent vs. 11 per cent 
for whites), but only the difference for blacks 
achieved significance (x? = 8-1, d.f. i 
p < ‘005). Combining the black and white 
subjects, sociopathic women had significantly 
more male sociopathic relatives than did socio- 
pathic men (36 per cent vs. 17 per cent, x? = 
8-4, d.f. = 1, p < +005). Sociopathic women 
also had more female sociopathic relatives than 
did sociopathic men (19 per cent vs. 4 per cent, 
x? = 11°8,d.f. = 1, p < -oor). 
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Transmission of sociopathy in white families 

The observations on the relatives of white 
male and female sociopaths were compared to 
those expected according to multifactorial 
transmission. The data from gall sources (inter- 
views, family history, records) about both 
interviewed and non-interviewed relatives are 
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. in Table IV and the data about inter- centin women based on either all-available-data 
; ed subjects only in Table V. At the point or on the interview data alone. ‘The’ expected 
* of best fit of the Multifactorial Model to the correlation is about 0-4 based on'all dyailable 
“observed data the prevalence of sociopathy was data and about 0-5 from the interview data. 
about 3°5 per cent in men and about 0-7 per The Multifactorial Model fits the data on the 


Tase IHI 
Prevalence of soctopathy in first-degree relatives according to the sex and race of sociopathic probands} 


First-degree relatives with sociopathy** 


Sex of 
sociopathic proband* Men Women Total 

| f/n %, fn % fin %, 

Male probands (total) .. 23/195 17 5/137 4 28/272 10 
White .. p$ sy 20/120 17 5/115 4 25/235 II 
Black .. ae “es 3/15 20 o/22 o 3/37 8 
Female probands ie 22/61 36 10/54 19 32/115 28 
White .. v 6/22 27 2/20 10 8/42 19 
Black .. yi i 16/39 4I 8/34 24 24/73 33 


t Data obtained from all available sources: personal interviews, family histories, records. 
* Female probands have a greater proportion of affected relatives than male probands (x7 = 111-0; 
at. = 7; p < 0:0005). 


: * Male relatives are more often affected than female relatives ( x? = 20°39; df. = 7;p< 0 peek 
Taste IV 
t, Sociopathy in the first-degree relatives of white sash soa observed data from all sources compared to that expected 
B from multifactorial transmission according to sex 
Sociopathic probands Prevalence of sociopathic first-degree relatives 
Prevalence (%) 
in general population % of Men % of Women 
Sex i a, E eT 
Observed Expected Observed Expected Observed Expected 
Men z 3:3 (N=329) 3:508 16:7 (N=120) iyı 4:3 (N=115) 5'2 
Women .. 0:94 (N=318) 0°75+0:28 27:3 (N=22) 24°3 10°0 (N==20) 8+4 
et hata _ Best fit x? = 0:5290; d.f. = 3; p > 0°90; r = 0°425+0°'050 
Sea 
TABLE V 


Sociopathy in the first-degree relatives of white sociopaths: observed data on interview subjects compared to that aped 
Jrom multifactorial transmission according to sex 


Probands Prevalence of sociopathic first-degree relatives 
Prevalence (%) N, 
in general population % of Men %, of Women 
Sex $$$ i ii aaae 
l Observed Expected Observed Expected Observed Expected 
Men .. | 3°34 (N=g29) 3-61t0-91 2519 (N=54) 249 6-3 (N=79) 7:6 
Women .. ~\arg4 (N=318) 0730-28 40-0 (N=5) 37:9 15'4(N=13) 14°33 


Best fit x3 = 0-5069; d.f. = 3; p > 0590; r = 0°5550-+0-0634 
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white ee well at the point of best fit 
(p > -g0)..: 

The data v were subdivided into those dealing 
with siblings and with parents and offspring, in 
order to determine if siblings were significantly 
more alike than other first-degree relatives. 
Because of small numbers, this analysis could 
be made only for white subjects, using all 
available data. When the correlation between 
parents and offspring (rpo) was required to be 
the same as the correlation between siblings 
(Tab), the fit of the model to the data was good 
(best fit y* = 8'33, d.f = 7, p > +30). 
The parameters at the point of best fit with 
Ipo = Tap Werer = 0°45-+0°05, Kem = 3'5 0'8 
per cent, and Kpr = 0:8 0*3 per cent. 

When rpo was allowed to differ from r,m the 
fit of the model was not improved (best fit 
x? = 6:92, d.f. = 6, p > +30). In addition, the 
expected parameters at the point of best 
fit were not significantly different: rpo 
0-35 +008, 7,3, = 0°48 +0 +06, Kpm =4'0 0'9 
per cent, and K e = 0-08+0-3 per cent. Thus 
the most parsimonious description of the 
observed prevalence requires only one r, and 
all categories of first-degree relatives may 
reasonably be combined here, and parents of 
either sex seem equally influential. 


— 
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The value range of the parameters 
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Multifactorial Model which fit the observed? «fy, 1. 


data is displayed in Table VI. Placing nob — 
restriction on the correlation between relatives, 
the minimized chi-square of each combination 
of a wide range of population prevalences was 
calculated. Assuming that a chi-square of less 
than 4°6 (d.f. = 3, p = - 20) would be considered 
an acceptable fit, it was found that the Multi- 
factorial Model would have to be rejected if the 
prevalence of sociopathy was not between 2 and 
6 per cent of white men and between 0-3 and 
1+9 per cent of white women. Inspection of the 
empirical estimates of the population preva- 
lences reveals that the ranges of observed and 
acceptable hypothetical prevalences are similar. 


Transmission of soctopathy in black families 
The observations on the relatives of black 


male and female sociopaths were compared to ’ 


those expected according to multifactorial 
transmission. The data from all sources about 
both interviewed and non-interviewed relatives 
are shown in Table VII. The data about 
interviewed subjects only are shown in Table 
VIII. At the point of best fit the prevalence of 
sociopathy is 8-5-+2-o0 per cent of black men 
and 2:o-++1°! per cent of black women, based 


Tas VI 
The Multifactorial Model and soctopathy in whites (data from all sources): the distribution of the best fit Chi-square over 
a wide range of population prevalences for soctopatiry* 


Prevalence in men 





Prevalence in women 





rA o'I 0°3 0'5 08 1-0 1'8 1°6 1'9 2'2 

1:0 417 apo 243 282 33g 362 bI = 458 508 
2'0 3I- 75 5:0 6-90 7°6 10°6 13°7 16:8 20°1 

. 3'0 33°9 8-5 IO 
4'0 39°6 6-0 8-0 
5:0 46-6 5'90 77 
6-0 54:7  I59 8-3 5'1. 47 5'i Gg 7'8 9'5 
7:0 62-1 20-8 124 8-5 gay 77 8-3 9'4 10:6 
8-0 70°3 26-1 16-9 12°39 II-°2 10'9 , eg 12'i 19°2 

* df. = 3; p = 0:20; xf = 4'6 
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E ae 
~ Tasis VII 
-Mociopathy in the first-degree relatives af black soctopaths: observed data from all sources compared to tae ced from 
í multifactorial transmission according to sex 
Probands Prevalence of sociopathic EER relatives 
Population Prevalence (%) % Men % Women 
Sex $$ 
Observed Expected Observed Expected Observed Expected 
Men 9:0 (N=115) 8-5+2:0 20:0 (N=15) 30°7 o-o (N=22) IOI 
Women — 2°O+1°1 41-1 (N=39) 43°2 23°5 (N=34) 17°*2 


Best fit x? = 2-4382; d.f. = 2; p > 0°25; r = 0'505 0'058 


Taste VIH 
Sociopathy in first-degree relatives of black sociopaths : observed data on interviewed subjects compared to that expected 
multifactorial transmission according to sex 





Probands 
Population prevalence (%) 
ai Observed Expected 
Women O SOOD agns 


Best fit x? = 1:618; d.f. = 2; p > 0140; r = 


upon all the available data. Based on the inter- 
view data, the prevalence of sociopathy is 
g:0+3°9 for black men and 2:5+1°5 for black 
women. The correlation between relatives is 
estimated at about 0-5, whether based on all 
available data or on those from interviewed 
subjects only. The fit of the Multifactorial Model 
to the observed data is good (p > -25 for all 
available data; p > -40 for interview data). 
Since there are few data on the observed pre- 
valence of sociopathy in blacks, the range of 
acceptable prevalence values in blacks is not 
presented. It should be noted that the standard 
errors of the expected prevalences are large, 
and the best fit values are similar to the pre- 
valences estimated directly for blacks. 


Assortative mating among soctopaths 

Four of 27 wives of white sociopathic men 
were sociopaths themselves, giving a correlation 
between mates of about 0-7. Similarly four of 
ten husbands of white sociopathic women were 
also sociopaths, giving a correlation between 
mates of about o-6. © `. 


Prevalence of sociopathic first degree relatives 


% Men % Women 
Observed Expected Observed Expected 
20°0 (N=5) 31-0 | o(N=16) , 11-7 
36:8 (N=19) 42:2 25:0 (N=28) 18°5 
0*500-+0°078 


The effect of assortative mating of this 
magnitude on the four correlations between 
relatives (male to male, male to female, female 
to male, and female to female) was analysed by 
Fisher’s method (9). Using all available data 
and correcting for assortative mating, the corre- 
lations remained equal to one another but 
were reduced in magnitude from a mean of 
0°38-+0-08 to a mean of 0-25-+0:06, a reduc- 
tion of about 30 per cent. In the interview data , 
the four correlations also remained equal but 
were reduced from a mean of 0-51-+0:06 toa 
mean of 0:34-0:04. Taking assortative mating 
into account reduces the mean correlation, but 
the four individual correlations remain equal 
to one another, as expected according to the 
assumptions of the Multifactorial Model. 

Assortative mating increases the similarity 
between parents and offspring more than it 
increases the similarity between siblings (9). 
Using all available data, the correlation between 
siblings was o-+51-+-0-06, and analysis by 
Fisher’s method indicates that under conditions ẹ 
of random mating the correlation would be 
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0:38-+0'04, a reduction of about 26 per cent. 
In comparison, the correlation between parents 
and offspring was 0:38-+0-:08, whereas under 
conditions of random mating the correlation 
would be 0-23-+0'06, a reduction of about 
38 per cent. 


Parental home experience according to sex and race 
The difference in correlations, under condi- 
tions of random mating, between parents and 
offspring and between siblings can only be 
explained by assuming that environmental 
factors common to siblings contribute to the 
aetiology of sociopathy. This hypothesis can be 
tested by comparing the parental home experi- 
ences of male and female sociopaths (Table IX). 
Female sociopaths were exposed to deviant 
parental behaviour more often than male socio- 
paths. The women were significantly more likely 
to have had at least one parent or parent surro- 
gate who had been a heavy drinker (p < -05), 
physically abusive or cruel (p, < +05), in jail 
(p < -o1), neglectful (p < +01), or absent 
from the home (p < 05). More women had 
been in foster homes or orphanages, though 


TABLE IX 
A comparison of the parental home experience of male 
and female sociopaths 
Male Female 
socio- socio- Signifi- 
Home experience paths paths cance 
N=58 N=28 level 
% % p 
Parents divorced or 
separated... sy 48 64 N.S. 
Parents’ or surrogates’ 
behaviour: 
Heavy drinking .. 38 64 "05 
Physical cruelty s4 5 21 “O05 
Jailed ee oe 10 39 "OI 
Not a steady worker .. 3 II N.S. 
Neglectful .. .. I2 39 “Ol 
Absent from home*.. 28 54 "05 
Subject reared in: 
Foster home or 
orphanage sa 19 2I N.S. 
Home of relative or 
friend ue .. 29 39 N.S. 


* Duration greater than three months and not due 
to ill health. 


these differences were not significant. Both ganle 
and female sociopaths had high rates of parental 


divorce and separation; differences between the 


sexes were not significant, however. White and 
black subjects are combined in Table IX 
because of sample size, but the women’s homes 
were more disturbed than the men’s when white 
and black subjects were analysed separately. 


DISCUSSION 

Sociopathy in men and women clusters in 
the same families, though it is much more 
frequent in men than women. Sociopathy is 
more prevalent among relatives of sociopathic 
women than among relatives of sociopathic 
men, and sociopathic women have more dis- 
turbed parental home experiences than male 
sociopaths. These observations suggest that 
the sex difference in the prevalence of socio- 


pathy is due to sex-related cultural or biological ° 


factors causing the threshold for sociopathy to 
be more deviant in women than in men. 

Few systematic family data about sociopathy 
according to sex are available in the literature, 
though the results of two family studies are 
pertinent. Humm studied the siblings of 25 
male recidivists from California prisons in 1932 
(15). Taking age of risk into account, he found 
that about 16 per cent of 63 brothers and about 
2 per cent of 61 sisters were similarly affected. 
Rath presented a careful pedigree analysis 
covering three to five generations of the families 
of 98 male recidivists selected from German 
prisons in 1914 (28). He found that 35 per cent 
of 417 male first-degree relatives (fathers and 
brothers) and 8 per cent of 302 female first- 
degree relatives (mothers and sisters) were 
similarly affected. Most important, Rath found 
that both parents of female criminals were 
usually criminal, and at least one parent was 
almost always criminal, whereas fewer than 
half of male criminals had even one criminal 
parent. Using the family and general population 
data provided by Humm and Rath, the correla- 
tions between male probands and their male and 
female relatives are approximately the same as 
those found in this study. The similarity of 
results in studies done in different countries over 
a span of 55 years suggests that the findings 
have general significance. 
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~ Tke good fit of the Multifactorial Model of 


Disease Transmission to the striking sex differ- 
ence in the data suggests that the assumptions 


‘of the model may be considered acceptable as a 


description of the mode of transmission of 
sociopathy. The observation that the correla- 
tions are equal among parents and offspring of 
either sex indicates that parents of either sex 
are equally influential in the transmission of the 
disorder. 

The Multifactorial Model is based on the 
assumption that the liability to develop the 
disorder is normally distributed. Multifactorial 
transmission is thus obtained only in diseases 
whose genetic component is based upon many 
genes, or, if only one or a few genotypes are 
relevant, where each of these has a small effect 
relative to environmental factors. If environ- 
mental factors are actiologically relevant, they 


- must include many events whose effects are 


additive. 

The existence of many kinds of more frequent 
disruptive home experiences in female socio- 
paths compared to male sociopaths is com- 
patible with the Miultifactorial Model. In 
contrast, a discontinuous variation in liability 
(all or none), such as that produced by a single 
major gene, chromosomal abnormality or 
critical traumatic event, such as rape or head 
injury, would not be compatible with multi- 
factorial transmission. 

The hypothesis that female sociopathy is a 
more deviant manifestation of the same actio- 
logical process involved in male sociopathy is 
supported by results of psychometric tests 
recently reported by Eysenck (7). Eysenck found 
that felons had the same pattern of elevated 
scores on the N, E, and P scales of the Maudsley 
Personality Inventory regardless of sex. Most 
important, the scores of the female felons were 
higher than those of the male felons. ‘These 
findings also suggest that the liability to develop 
sociopathy is not distributed in an all-or-none 
fashion. 

The criteria for diagnosis used in this report 
are necessarily arbitrary fo some extent. Com- 
parable analyses could be made based on 
subjects grouped according.to scores on con- 
tinuous variablés such as those Eysenck has 
used. The criteria: used here were selected 
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because they are easy to apply and have been 
validated by follow-up and family: studies. 
However, other thresholds, more or legs, deviant, 
could be defined. For hypothesis testing it is 
important only that uniform criteria should be 
applied regardless of sex. 

The magnitude of the correlation between 
relatives for sociopathy is similar regardless of 
race. Hyde (17, 18, 19) and Shaw (39) have 
presented data suggesting that variation in the | 
population prevalence of sociopathy according , 
to race is predominantly secondary to variation 
in socio-economic conditions. Our data indicate 
that there is no difference in the transmissibility 
of sociopathy between whites and blacks. 
This is similar to Lee Robins’ finding that 
juvenile delinquency is more common in lower 
social class families, but delinquents from 
families of lower social class are not more likely 
to have sociopathy as adults than delinquents 
from families of higher social status (33). 

In light of the controversy concerning racial 
differences and the genetics of behavioural traits, 
our data suggest no genetic differences between 
blacks and whites for sociopathy. The advantage 
of studying and reporting both whites and 
blacks is that each has provided an independent 
confirmation of the hypothesis being tested. 

Under conditions of random mating the 
correlation between siblings is much greater 
than the correlation between parents and off- 
spring (0-38 vs. 0°23), indicating that environ- 
mental factors common to siblings contribute 
to the actiology of sociopathy. The greater 
deviance of the parental home experiences of 
sociopathic women compared to sociopathic- 
men also supports this hypothesis. Both assorta- 
tive mating and familial environment contri- 
bute to the similarity between relatives in the 
liability to sociopathy, but the former influences 
similarities between parents and offspring more 
than between siblings, whereas the latter exerts 
a greater influence on similarities between 
siblings. 
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_ The Multifactorial Model of Disease Transmission: 
IHI. Familial Relationship between Sociopathy and Hysteria 
(Briquet’s Syndrome) 


By C. ROBERT CLONINGER, THEODORE REICH and SAMUEL B. GUZE 


Summary 

Hysteria (Briquet’s Syndrome) and sociopathy cluster in the same families instead of segre- 
gating as independent traits. Assortative mating between hysterics and sociopaths increases 
the observed similarity between relatives, but the familial association between sociopathy and 
hysteria remains after taking assortative mating into account. The Multifactorial Model of 
Disease Transmission with three thresholds related to severity and sex accounts for population 
and family data about sociopathic men, sociopathic women, and women with hysteria. ‘The 
data were obtained for 227 first-degree relatives and for 800 subjects in the general population. 

Depending on the sex of the individual and its severity, the same aetiological process may 
lead to different, sometimes overlapping, clinical pictures. Specifically, analysis indicates that 
hysteria in women is a more prevalent and less deviant manifestation of the same process that 


causes sociopathy in women. - 


INTRODUCTION 

Hysteria, also called Briquet’s syndrome in 
recognition of the Frenchman who first de- 
scribed it comprehensively in 1859, has been 
defined as a polysymptomatic disorder seen 
nearly always in women and characterized by 
recurrent or chronic il health, frequently 
described dramatically (13, 15). Characteristic 
features of the history, most of which are seen 
in all patients, include many and varied pains, 
anxiety symptoms, gastrointestinal disturbances, 
urinary symptoms, menstrual difficulties, sexual 
and marital maladjustment, nervousness and 
mood, disturbances, and other conversion symp- 
toms. Criteria for its diagnosis are based on 
controlled systematic observations and follow- 
up studies (7, 22, 23). The consistency of the 
clinical picture and its validity have been 
confirmed by a number of independent studies 
(2, 10, 21, 29). 

In contrast, sociopathy is a disorder which 
occurs predominantly in men and is manifested 
by early onset of repeated antisocial, delinquent, 
eand criminal acts (5). Despite these marked 
differences in the defining characteristics of 
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sociopathy and hysteria, several clinical and 
family studies have suggested that ‘at least some 
cases of hysteria and sociopathy share a common 
aetiology or pathogenesis’ (3). The evidence for 
this association is based in part on the observa- 
tion that the two disorders often occur together 
in the same family (1, 4, 12, 28). In addition, 
both disorders occur in the same individual 
more often than would be expected by chance 
(3). Forrest noted that some patients with 
hysteria (as defined here) would in Great 
Britain receive the diagnosis of hysterical psycho- 
path or psychopathic personality (10). He pre- 
sented data indicating significant antisocial 
behaviour and alcohol or drug abuse in such 
patients. Others have noted that juvenile 
delinquency is often seen early in women who 
as adults have hysteria (16, 26). Several studies 
have demonstrated that multiple somatic com- 
plaints are common among male sociopaths 
(19, 26, 30). Finally, hysteria and sociopathy 
are two of the psychiatric disorders most often 
associated with classical conversion symp- 
toms (II). ‘+ 

The purpose of this study is to clarify the 
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aetiological relationships between three groups 
of patients: male sociopaths, female sociopaths, 
and female hysterics. The Multifactorial Model 
will be used to quantify and analyse the data. 
Previous work with the Multifactorial Model 
indicates that sociopathy in women is a less 
prevalent and more deviant manifestation of 
the same aetiological process that leads to 
sociopathy in men. Thus the same genetic and en- 
vironmental factors are relevant to the develop- 
ment of sociopathy regardless of sex, and the 
lower prevalence of sociopathy in women is due 
to the threshold for the disorder being more 
deviant in women than in men. 

Among women, hysteria is more frequent than 
sociopathy and usually has a later age of onset 
than sociopathy (5, 31). Also, delinquent 
behaviour, when present, is usually milder and 
less persistent among women with hysteria 
than among sociopaths. These observations 
suggest that women with hysteria as a group 
are less deviant than sociopathic women. We 
propose to extend the Multifactorial Model for 
the transmission of sociopathy in men and 
women to test the hypothesis that hysteria in 
women constitutes a second and less deviant 
manifestation of the same aetiological process 
that causes sociopathy in women. That is, 
depending on the sex of the individual and the 
severity of the underlying pathogenetic process, 
the same aetiological factors may lead to 
different clinical pictures. Severely affected 
individuals manifest a sociopathic clinical 
picture in either sex, although sometimes 
features of hysteria may overlap. Mildly 
affected women manifest hysteria without 
sociopathy, whereas their male counterparts 
are sociopaths, 

In the Multifactorial Model it is assumed that 
all genetic and environmental factors relevant 
to the aetiology may be combined into a 
normally distributed underlying variable termed 
the liability (25). The distribution of the 
liability to develop sociopathy and hysteria is 
depicted in Fig. 1 for the general population of 
men and the’ male and female relatives of 
sociopathic men. Thus, in comparison with the 
general population, according to this formula- 
tion, the relatives. of male sociopaths should 
have increased: prevalences of sociopathic men, 
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sociopathic women, and women with ‘hysteria. 
Fig. 2 shows that in women the threshold .for 
hysteria is less deviant than. the’threshold for 
sociopathy, so that the relatives of, hysteric 
women show smaller increases in each of the 
three subforms than are found in the relatives of 
sociopathic women. Female sociopathy is more 
deviant than either male sociopathy or female 
hysteria. 

These hypotheses about the familial relation- 
ship of sociopathy and hysteria may be quanti- | 
fied and tested against the expectations of the 
Multifactorial Model with three thresholds. 
This model is completely defined by four 
parameters: the correlation between relatives, 
and the population prevalences of sociopathic 
men, sociopathic women and women with 
hysteria. The available data about sociopathy 
and hysteria consist of 12 observations: the 
prevalences of sociopathic men, sociopathic 
women, and women with hysteria in the 
general population and among the first-degree 
relatives of each of the same three groups of 
probands. These 12 observations may be used 
to estimate the four parameters of the three- 
threshold Multifactorial Model, leaving eight 
degrees of freedom to test the goodness of fit 
of the model to the observed data. Thus the 
assumptions of the Multifactorial Model may 
be tested for their acceptability as a description 
of the mode of transmission of sociopathy and 
hysteria. 


METHODS 

Section of family data 

The data are from family studies of convicted male 
felons (12), convicted female felons (4), and women 
with hysteria (1, 28). No family data about male 
hysterics were available. Similar selection procedures 
and the same structured interview and diagnostic 
criteria were used in all studies. Non-interviewed 
subjects were excluded because the diagnosis of 
hysteria is less certain in the absence of personal 
interviews, and black subjects were excluded because 
of too few data concerning families of black hysterics. 
This selection yielded 193 relatives of sociopathic 
men, 18 relatives of sociopathic women, and 76 
relatives of women with hysteria. 


Diagnostic procedures 
Sociopathy is defined as a personality disorder ® 
characterized by the early onset of repeated anti- 


Š -+ 
aK : 
k t 


BY C. ROBERT OLONINGER, THEODORE REICH AND SAMUEL B. GUZE 25 


G 


J 
wt + 
; 
r i . 


TMS 


ae 


GENERAL POPULATION 
OF MEN 


Prevalence of Sociopathy 


A 


Rms 
| 









MALE RELATIVES OF 
SOCIOPATHIC MEN 


Prevalence of Sociopathy 


FEMALE RELATIVES OF 
SOCIOPATHIC MEN 


Prevalence of Hysteria 


Prevalence of Sociopathy 


TEH Tes | 
Fig. 1.——The distribution of liability to develop sociopathy and hysteria in the general population 
of men and in the first-degree relatives of affected men. 


social, delinquent, and criminal behaviour. Hysteria 
is defined as a chronic polysymptomatic illness 
characterized by a complicated or dramatic medical 
history involving many organ systems and frequent 
ee to hospital and surgical operations. 

licit criteria were uniformly applied to all subjects 
regardless of sex (14). 


While multiple diagnoses were permitted, the only 
consideration here was whether or not a subject 
fulfilled the criteria for sotiopathy or hysteria on the 
basis of all available information. In our analyses, 
however, in cases where both diagnoses were made 
sociopathy was used for analysis. In part this is the 
way we arbitrarily defined the hypothesis to be 
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Fro. 2.--The distribution of liability to develop sociopathy and hysteria in the general population of 
women and in the first-degree relatives of affected women. 


tested, but, besides this, the families of women having 
sociopathy plus hysteria and the families of women 
having sociopathy without hysteria did not appear to 
differ, 
Population prevalence data. 

The variations in the population prevalence of 
sociopathy in white North Americans has been 
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reviewed previously (5). Sociopathy is estimated to 
occur in from 3 to 4 per cent of white men and from 
0'4 to 0:9 per cent of white women. Only the data 
relevant to the St. Louis area are used here: 3*3 per 
cent of 329 white men and o'g per cent of 308 white 
women. @ 

The data on the population prevalence of hysteria 
have recently been summarized (931). When sorted 
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according to race, three of the 153 white women, 
2 per cent, were found to have hysteria. 


Adjustments for age of risk 
Among sociopaths, the onset of the first antisocial 
symptom is always before age 15, and the diagnosis 
can nearly always be made by age 18, regardless of 
sex (3, 17, 26). Thus the prevalence of sociopathy 
among relatives, all of whom were age 18 or older, 
probably needs no additional correction for age of risk. 
The onset of the first symptoms of hysteria is 
usually by age 20, and the diagnosis can nearly 
«always be made by age 25 (7, 23). Since there were 
differences in the age distribution of female relatives 
of the three proband groups and in the general 
population samples, the prevalence of hysteria in 
each of these four samples was adjusted, using the 
Weinberg abridged procedure (27) for women under 
age 25 (Table I). 


The Multifactorial Model and statistical procedures 

The data were analysed using the Multifactorial 
Model of Disease Transmission as modified by 
Reich (25). The derivation and application of the 
model at two thresholds has been previously described 
in detail, either severity of illness or sex being used as 
additional thresholds (18, 24). The formulation of the 
three-threshold model described here uses both sex 
and severity of illness as thresholds, with similar 
assumptions. 

The assumptions of the Multifactorial Model were 
tested by choosing a wide range of possible values for 
each of the three population prevalences and a wide 
range of values for the correlation between relatives. 
Given values for these parameters, the Multifactorial 
Model defines the corresponding values for the 
prevalence of each condition in the relatives. The 
method for computing each prevalence in relatives 
is presented in the Appendix. The expected values 
for the prevalences in the relatives were compared 


with the values actually observed by means of a 
chi-square goodness-of-fit test. Yates’ correctfon of 
the chi-square was used where appropriate. The 
parameter values were iterated until the chi-square 
was minimized in order to determine the combina- 
tion of values that defined the point of best fit of the 
model to the observed data. A small best fit chi-square 
indicated that the Multifactorial Model was accept- 
able, in a statistical sense; that is, the expected 
values did not significantly differ from the observed 
values. On the other hand, a large best-fit chi-square 
indicated that the model was not acceptable and 
should be rejected. 

Estimates of the standard errors of the parameters 
of the model were calculated using the method of the 
best-asymptotic normal estimator (24). 


Measurement of assortative mating 

Data on the spouses of sociopaths and hysterics 
were taken from previous reports (5, 28). The effect 
of assortative mating on the correlation between 
relatives was analysed according to the method of 
Fisher (9), given the assumption that parents 
of either sex are equally influential in the aetiology 
of the disorder (5). 


RESULTS 

Fit of the three-threshold model 
The observed prevalences of sociopathy and 
hysteria in the general population and in the 
interviewed first-degree relatives of white socio- 
pathic or hysteric probands are shown in Table 
II. The prevalences of sociopathy and hysteria 
expected from the three-threshold Multifactorial 
Model at the point of best fit with these observa- 
tions is shown in Table III. At the point of 
best fit the population prevalence of sociopathy 
is 3:75 0:87 per cent of men and 0:50-+0°18 


TABLE I 
Weinberg adjustment of prevalence of hysteria in white women under age 25 


Age at interview 


Female first-degree relatives 


Proband Hysteria Adjusted Adjusted 
<25 years 325 years Observed number prevalence 
N N N at risk % 
Sociopath men .. 16 63 7 71 9'9 
Sociopathic women .. I 12 3 12°5 240 
Hysteric women .. 1I 45 13 50°75. 25°8 
r General population .. 59 94 3 123°5 7 2'4 
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per cent of women and the population pre- 
valence of hysteria is 2-95-+0°68 per cent of 
women. The correlation between relatives is 
0+537-+0-:049. The three-threshold Multifac- 
torial Model accounts for the observed data 
well (x? = 8-07, df = 8, p > +40). 


The matrix of the contribution of the indi- 
vidual observations to the total chi-square value 
of 8-07 is shown in Table IV. The observations 
about hysteria in the relatives of sociopaths and 
the observations about sociopathy in the 
relatives of hysterics all fit the model well. 


Tase I] 
Soctopathy and hysteria observed in the general population and the interviewed first-degree relatives of white sociopathic 
or hysteric probands* 
Probands Observed prevalence of illness in first-degree relatives _ 
Observed 
prevalence Sociopathic Sociopathic Hysteric 
Diagnosis and sex in general men women women 
population 
N % N a, N % N % 
Sociopathic men ..  .. 329 3°3 54 25°9 79 6-3 79 9 
Sociopathic women 2 318 0'9 5 40'0 13 15°4 1g 24'0 
Hysteric women .. pà 153 2'4 20 150 56 O 56 25°8 


* Prevalences of hysteria age-corrected using Weinberg Procedure for women under age 25. 


Tase III 
Prevalences of sociopathy and hysteria expected from the three-threshold Multifactorial Model* 


Expected prevalence of illness in first-degree relatives 


Sociopathic men .. ka 3-75 0:87 


Probands 

Expected 

prevalence 

Diagnosis and sex in general 
population 

% 

Sociopathic women or 0-50+0:18 
Hysteric women... oo 2-95-+0-68 


Sociopathic Sociopathic Hysteric 
men women women 
% % % 
24,°0 5°2 17°35 
390°5 11¢7 26-1 
Q22°2 4'4 16-5 


* At point of best ft with observed data, correlation between relatives = 0°537-:0°049; x* = 8-07; 


d.f. = 8; p > 0°40. 


TABLE IV 
Matrix of contribution of individual observations to the total Chi-square found at the point of best fit with the 
three-threshold Mulitfactorial Model of sociopathy and hysteria* 





Proband Prevalence in relatives 
General 
population Sociopathic Sociopathic Hysteric 
Diagnosis and sex estimates men women women 
x* x" x x 

Sociopathic men ... ... 0:06 0'03 0°03 2-63 

Sociopathic women ~*~... - 0'52 0°00 0-00 0°00 

Hysteric women, .. > .. 0'02 0°25 1°63 2°90 

* Total y? = 8-07 
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The distribution of the best-fit chi-square 
over a wide range of prevalences for hysteria 
and sociopathy in women is shown in Table V. 
In order to simplify the illustration of this 
variation only the population estimates in 
women were varied, since the population 
prevalence of sociopathy in men is well known 
(5). Assuming that a chi-square of less than 11-0 
(df = 8, p = 0-20) would be considered an 
acceptable fit, it was found that the three- 
threshold Multifactorial Model would have 
been rejected if the prevalence of sociopathy 
had not been between 0:3 and 0-g per cent of 
white women and the prevalence of hysteria 
had not been between 2 and 4 per cent of 
white women. Inspection of the empirical 
estimates of the population prevalences reveals 
that the range of acceptable hypothetical 
prevalences encircles the observed prevalences. 


Influence of assortative mating 

Five of 27 wives of sociopaths (19 per cent) 
were known to be sociopaths or hysterics them- 
selves, giving a correlation between mates of 
about 0°5. Four of 10 husbands of sociopaths 
(40 per cent) and 5 of 18 husbands of hysterics 
(28 per cent) were known to be sociopaths 
themselves. Weighting the prevalences in the 


6 
29 
husbands of the two female subforms by the 


population prevalence of the respective sub- 


forms indicates that about 32 per cent of the 
husbands of affected women (sociopaths and 
hysterics combined) are sociopaths, giving a 
correlation between mates of about 0-65. 

The effect of assortative mating of this magni- 
tude on the four correlations between relatives 
(male to male, male to female, female to male, 
and female to female) was analysed by Fisher’s 
method (g). Taking assortative mating into 
account reduces the mean correlation between 
relatives from 0:53-0:05 to 0°35+0-04, a 
reduction of about 34 per cent. Most important, 
the individual correlations between opposite- 
sexed subjects remain equal to one another and 
to the correlations between same-sexed subjects, 
as expected according to the assumptions of the 
Multifactorial Model. 


Discusston 


Hysteria and sociopathy cluster in the same 
families instead of segregating as independent 
traits. The Multifactorial Model of Disease 
Transmission with three thresholds related to 
severity and sex accounts for population and 
family data about these disorders. The analysis 


TABLE V 
The Multifactorial Model of sociopathy and hysteria: the distribution of the goodness-of-fit Chi-square over a range of 
prevalences for hysteria and soctopathy in women*t 


Prevalence of hysteria in women 
s 








% 
2°0 2°5 3°90 3°5 4°0 4°5 
3I'9 32'i  33'4 35'393 3778 406 
11+2 I10'I 10'9 | 114 13°2 15°3 
10°58 8-6 8-1 8-6 9'8 11°6 
I2*5 | 9°7 8°79 8-8 9:6 IIʻO 
15°11 IES | 10°0 9°7 10°83 Iie4g 
18-0 13°7 I1'7 IIO 113 12*2 
RI'I 6E 13°6 | I2'7 13°4 


Prevalence of sociopathic 
women 
JA 1-0 I*5 
O'I 40°1 33°7 
0-3 24:8 14°9 | 
0'5 285  15°7 | 
0'7 344 19-0 
0'9 40°6 22°8 
ter v 46-8 26°8 
1'3 53°0 39°9 
* * Kom and r held constant at point of best fit: (t = 0°537, Kpm = 3° 75%): 
+ d.f. = 8; p = 0'20 and x3 = 11-0. 


* uin 
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is cqnsistent with the hypothesis that hysteria 
‘in women is a more prevalent and less deviant 
manifestation of the same process that causes 
sociopathy in women. Depending on the sex 
of the individual and its severity, the same 
process may lead to different, sometimes over- 
lapping, clinical pictures. 

The implications of the assumptions of the 
Multifactorial Model have been previous dis- 
cussed (5). The requirement of a normally 
distributed variation in liability means that 
multifactorial transmission is obtained only in 
disorders whose genetic component is polygenic 
or, if only one or a few genotypes are relevant, 
where each of these has a small effect relative to 
environmental factors. 

The goodness of fit of the Multifactorial 
Model to the family data about sociopathy and 
hysteria is striking. The three-threshold model 
provides an explicit statistical test of hypothe- 
theses about the relationship between sociopathy 
and hysteria. 

Assortative mating between hysterics and 
sociopaths increases the observed similarity 
between relatives, and it must be taken into 
account in attempts to evaluate the familial 


clustering of sociopathy and hysteria. The effect . 


of assortative mating may be considered by 
measuring the magnitude of the correlation 
between mates directly and then ¢éalculating 
the correlation between relatives that would 
be expected if mating were random, using the 
method suggested by Fisher (g).. Alternatively, 
the influence of assortative mating may be 
minimized by selecting families in which only 
one parent is affected; the effect of more distant 
antecedents on the children in these families is 
negligible (9). 

After taking assortative mating into account 
by each of these methods, the familial associa- 
tion of sociopathy and hysteria remains. Thus 
the data presented here indicate that, under 
conditions of random mating, the correlations 
between probands and relatives of opposite sex 
remain equal to one another and to correlations 
between same-sexed subjects. Other work has 
shown that the association between sociopathy 
in fathers and hysteria in daughters is strong 
even in families’ where the mother is not a 
hysteric (6). These observations indicate that 
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the familial clustering of sociopathy ariel hysteria 
is not dependent on assortative mating: 

Finally, the finding that sociopathy and 
hysteria are not independent traits raises an 
important taxonomic and theoretical issue. 
Sociopathy is classified as a personality disorder, 
and some authors have suggested that hysteria 
as defined here should be similarly classified 
(10, 20). In addition, Eysenck has found that 
on the basis of psychometric tests subjects with 
hysteria and subjects with sociopathy may be 
grouped together as neurotic extraverts (8). Alf 
available data indicate that hysteria is more 
closely associated with sociopathy than with 
neuroses characterized solely by anxiety, pho- 
bias, obsessions or compulsions. Consideration 
should be given to having classification schemes 
in psychiatry reflect available information about 
familial psychopathology. 
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APPENDIX 
Computation of Prevalence of Illness in Relatives 
According to Three- Threshold Model 
Given values for the correlation between relatives 
(r) and the population prevalences in men (Kpm) 
in sociopathic women (Kpr), and in hysteric women 
(Kom) the Multifactorial Model defines the corre- 
sponding values for the prevalences in the relatives 
(KR). Reich (1) has shown that: 


Xp ar 


“fi 


—1a (a— xp)] 


gma 


where yr = normal deviate for Kp 
Xp = normal deviates for Kp 
a = mean deviation of probands from 





population mean: 

I e-tx7 

a= = p 
Van Kp 


A convenient table for converting the normal deviate 
to the prevalence value has been developed by 
Falconer (2). The schema for the computation of the 
expected matrix of the three-threshold Multifactorial 
Model of sociopathy and hysteria is presented in the 
following table. 

The values a through i may be computed with the 
preceding formula and the tables provided by 
Falconer. Having the total prevalence of affected 
women (sociopathy and hysteria) and the proportion 
who have sociopathy allows the prevalence of hysteria 
to be obtained simply by subtraction. The female 
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g2 THE MULTIFACTORIAL MOQHEL OF DISEASE TRANSMISSION : 
t a 
. Schema for the computation of the expected matris of the ea 
a Proband 
E Diagnosis and sex Population Sociopathic Sociopathic Hysteric or hysteric 
Sie prevalence men women women ., women 
4 . - - - ` : 
a Sociopathic men .. i .  Kpm! 'a b (e—b) : c 
s, Sociopathic women .. sa Kof d ‘ (f—e) f 
A Hysteric women... Køn `. w x I (x+y) 
ie. Sociopathic or hysteric women Kpe + £ h (i—A) i 
i (= Kpa t Apih) 
z. SSS E A 
a T a s > i 
population prevalences of sociopathy and hysteria - (th) Kp — (J) Kpa 
determine their relative contribution | aie, 5 aa 
` female disorder so the remaining p pfh " 
computed by taking this weighted Rr rinan r 
account. The formulae are the following: 1. Reon, T., James, J. W. & Moray, G. AL (1972) The 
X use of multiple thresholds in determining the 
KA £ Korea Ka mode of transmission of semi- -continuous traits. 
P w = eee Annals of Human Genetics, 36, 163-84. ~ 
2. Farconer, D. S. (1965) The inheritance of liability to 
hKe~ek certain diseases, estimated from the incidence 
Pe De el among relatives. Annals of Human Genetics, 29, 
i 3 Kom 1% 51-71. ° 
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telazine’ could be a detinitive treatment ste... .n and once-daily Stelazıne 
or withdrawn and other apathetic schizo- Spansule’ Capsules for maintenance thera 
ohrenic patients. ‘Stelazine’ rapidly reduces delusions 
Its wide range of presentations prov- and hallucinations and producesa meek = 
ides complete coverage for all stages improvement in personality. 
of the disease. injections for theacute 
phase, concentrate or tabletsduringthe  Stelazine. For the withdrawn schizephrenic 





your move 


The “end stage" schizophrenic probably does not exist. Melleri! has brought substantial 
relief to many patients considered hopeless” after years of unsuccessful treatment with 
other phenothiazines. It’s never too late to try Melleril, 


Melleril 
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other type of hospital facility. 


INTRODUCTION 

In 1971, the U.K. team of the U.S./U.K. 
Diagnostic Project undertook a study which 
compared elderly patients admitted to geriatric 
and psychiatric hospitals serving the same 
catchment area in London. The aims of this 
study, together with the overall design and 
methods used are fully described in another 
paper (Copeland et al., 1975). In brief, the study 
aimed at investigating the problem of ‘misplace- 
ment’ of elderly patients in different types of 
hospital. facilities. In order to do so, it was 
necessary, first, to make reliable diagnoses of 
patients in the two types of hospital, and then to 
decide whether they would have been- more 
advantageously placed in the psychiatric or 
geriatric facility. 

This paper describes the psychometric assess- 
ments which formed an integral part of the 
study:*"fhey’ were focused mainly upon the 
differentiation between dementing and affective 







illn sses in the-elderly, since this differentiation 
has ee been found to present diagnostic 
diffi . The. purposes,. therefore, of in- 


ocludifg a psychometric assessment of all patients 


in ‘the study were as HOME 


AP 
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Summary. A battery of psychological tests was administered on three occasions 
. over a three-month period to 75 patients admitted to a geriatric hospital and 
75, patients admitted to psychiatric hospitals serving the same catchment area. 
The test results, used as an independent criterion, provided evidence that the 
criteria of psychiatric diagnosis were applied with constancy and accuracy in 
the two types of hospital, and supported the psychiatrists’ findings that there were 
no strong grounds to believe that elderly patients were being ‘misplaced’ in one or 


M. J. KELLEHER and J. M. KELLETT 
. (U.S.JU.R. Diagnostic Project) 
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(1) To provide an independent measure of, +. 
the constancy of the diagnostic criteria applied 
by the Project Sa in tps two YDS: CETE 
hospital; Z Bey pE 

(2) To compare the test t Sedfontnaites. ae 
patients admitted to the two types. of hospital to 
see whether they differed i any Kapor ant 
respect; 

(3) To assess improvement by means of serial . 
testing as a confirmation of diagnostic accuracy, 
inasmuch as one of the expectations flowing from 
a diagnosis of affective disorder was that such 
patients would improve as’a result of treatment 
while dementing patients would show relatively 


less improvement, or none at all; a ke 3 ; 

(4) To explore the differences in outcome, : 
shown by improvement over time, between a4 l 
patients with affective disorders admitted to thes Be 
two different types of hospital, since this had 
bearing on the problem of Gaa ai 


METHOD npe ax 

In order to achieve the aims aúna red Stout an 3 
small battery of psychological tests, focuses t 
upon the differentiation between dementia andà 


affective illness, v was administered by the Projeć i at 
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psychologists to all patients seen by the psychia- 
trists‘at one week, one month and three months 
after admission, the psychological tests ; being 
administered within two to three days after the 
psychiatric examination. In order to keep the 
psychometric assessment as independent as 
possible, the test results were not made known 
to the psychiatrists when they made their 
consensus diagnoses. However, it was not 
possible entirely to avoid the problem of 
criterion contamination (Shapiro et al., 1956) 
because the Geriatric Mental State Schedule 
used by the psychiatrists included some 
questions on memory dysfunction. 


Tests used 

Because it is extremely difficult to test elderly 
patients, especially when some of them are 
physically ill and bedridden, as in the geriatric 
hospital, the test battery was kept as short as 
possible, consonant with a reasonable assess- 
ment of the factors of interest. The following 
tests were used: 

(1) WAIS (Vocabulary only)—The age- 
corrected sub-test scores from this test were 
scaled to give a very rough idea of pre-morbid 
intelligence and used to enable a comparison 
of the two hospital samples, and to exclude, as 
far as possible, extreme dullness as a cause of 
poor performance. This was administered on 
initial testing only. 

(2) Inglis Paired Associates Learning Test. 
Thirty trials of the hard version of this test were 
administered and scored according to the 
method described by Kendrick (1965) so that a 
high score indicates good performance. The 
three forms of the test A, B and C, were adminis- 
tered to all the geriatric patients in a balanced 
, design, patients being randomly assigned to the 
various orders of test and re-test with the three 
forms. This was done to establish that the three 
forms were of equivalent difficulty. 

(3) The Digit Copying Test, a simple test of 
psychomotor speed based upon the number of 
digits copied in two minutes, was administered 
and scored as by Kendrick (1965). 

(4) The Bender-Gestalt Test, a test of 
perceptuo-motor function was administered and 
scored as in the study by Shapiro et al. (1967). 
The test involves copying two designs, and the 


scores are based on two different measures of 
accuracy of reproduction, i.e. the Diagonals 
Ratio and the Angles Error Measurement. 

(5) Delayed Recall. This test requires the 
subject to memorise a set of pictures and to 
recall them after an interval of ten minutes 
during which other questions are interpolated. 
The test is described by Williams (1968), but in 
this study the test material and the method of 
scoring were modified. Enlarged, coloured 
versions of six of the original pictures were used, 
and two prompts were given instead of one. 


Sample of patients 

The sample consisted of 75 consecutive’ 
psychiatric admissions to Bethlem Royal Hospi- 
tal, Cane Hill Hospital and the psychiatric wing ` 
of St. Francis’ Hospital, Dulwich, and a further 
75 geriatric admissions, selected on a random ` 
basis from amongst all admissions during the 
same period of time to the geriatric wing of 
St. Francis Hospital. The following categories of 
diagnosis were made: organic, affective, schizo- ` 
phrenic, other. Only patients diagnosed as 
suffering from arteriosclerotic or senile dementia 
and from affective illnesses are included in the 
analyses that follow. 

5 
Assessment of results 

Because the tests were administered to all 
patients, and because many did not complete all 
tests on the three assessments (refusal, death, 
etc.), the results are very skewed and non-' 
homogeneous in variance. For this reason, 
non-parametric methods of analysis have been 
used in almost all analyses, and medians have 
been reported instead of means... 

Table I presents the analysis of variance 
carried out on the three forms of the .Inglis 
Paired Associates Learning Test. Because of the 
high rate of attrition among the geriatric 
patients over the three-month period, it proved 
impossible to carry out the complete analysis of 
the balanced design, as there were only small 
numbers in some cells. A comparison was 
therefore made of the scores of all the patients, 
randomly assigned, who had received one of 
the alternative forms on the initial occasion of 
testing. The analysis of variance showed noe 
difference between the forms. 


at 
» 


v 


3 


BY D. W. GOWAN, P. M. WRIGHT, A. J. GOURLAY, A. SMITH, G. BARRON, J. DE GRUCHY et al. * 35 


The first step in the assessment of results was . 


to see whether the patients in the two relevant 
diagnostic groups, in both types of hospital, 
could be clearly distinguished in respect of their 
performatice on the psychological tests. Table II 
presents the results of this assessment in the two 
types of hospital. They indicate that three of the 
tests (PALT, DCT and Delayed Recall) dis- 
tinguished at high levels of confidence between 
patients in the two diagnostic groups in both 
types of hospital, on all three occasions of 
*testing. The Bender-Gestalt test was less con- 
sistent; the Diagonals measure failed to discri- 


minate initially in both hospital types, as well as ) 
at one month in the geriatric hospital, arfd the 
Angles Error measure failed to discriminate 


initially in the geriatric hospital. The Tables 


also show that, in both types of hospital, the 
patients suffering from dementing illnessé$ were 
significantly older (p < -008, p < -oog) than 
the patients with affective disorders. In both 
types they also performed significantly worse 
on the Vocabulary measure (p < -o01, p < -03) 
than did patients in the other diagnostic 
category. 

The second step was a comparison between 


TABLE I 
Analysts of variance: Forms A, B, C of Inglis PALT 








df S.S. M.S. V.R. 
Between iat si 2 3025'9I 151295 1:358 nus. 
Residual 114 127060°41 1114°56 
Total 116 130086 - 32 
n = 117 scores in 3 groups: 38, 37, 42 corresponding to Forms A, B, G 
Taste IT 
Inter-diagnostic comparison of scores 
> Psychiatric admissions l Geriatric admissions 
Hospital diagnosis ‘Dementia Aff, disorders Dementia Aff. disorders 
N Median N Median po N Median N Median p 
ê, ai s .. 20 978-00 29 71°50 008 21 86-00 II 9°77 ‘009 
WAIS Vocab. ‘ .. 20 88-00 29 99:00 OI 18 92'50 IO 102'50 +0930 
PALT (initial) .. B19 6:30 29 78:00 oor 15 2:00 10 8:00 ‘oor 
PALT (1-month) .. 20 5:00 27 76°00 “OOI II 3'00 9 79°00 "005 
. PALT (3-months) .. 17 3°00 23 80-00 ‘oo! 9 9'00 8 76:00 ‘004 
DCT (initial) =» 18 17°50 98 62°50 ~~ oor II 23°00 9 43°00 +035 
DCT ener »» IB 95°50 20 7FI'0O -OOI 9 20°00 9 57°00 ‘oo! 
DCF (g-months) .. 16 22°00 22 68+50 ‘oor 7 14°00 7 "T'0O OI 
B-G Diag. ae .. IB 13146 28 1'098 n.s. 13 1:185 9 1-161 ns. 
B-G Diag. (1-month) 18 1:257 25 1:083 &#-°oo1 9 1°204 9 1°166 1.8. 
B-G Diag. (3-months) 16 1-207 22 1'075  '005 7 r956 8 «ior -or 
B-G Angles (initial)... 118 84-50 28 41°50 ‘005 13 77'590 9 67-00 ns. 
B-G Angles (1-month) 18 98-50 25 43°00 ‘oo1 9 107°00 9 61-00 +05 
B-G Angles (g-months) 16 84-50 22 34°50 ‘OOrL 7 193'00 8 54°00 -Or 
DR (initial) .. .. I8 46-00 2I 2:90 oor 19 18+00 10 4°00 ‘02 
DR ae -. IJ 46:00 21 2°30 ool IO =. 2°00 9 5:00 = “00! 
e DR (g-months) .. 5 47°80 19 2°22 oo! 44°49 3:00  ʻOOI 
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the scores of patients admitted to the psychiatric 
hospitals and those of patients in the relevant 
diagnostic groups admitted to the geriatric 
hospital. The results are presented in Table III 
and indicate the following: 

(1) The patients diagnosed as suffering from 
dementia in the two types of hospital showed no 
significant differences in their performance on 
any of the psychological tests, but the patients 
in this diagnostic group in the psychiatric 
hospitals were significantly younger than their 
counterparts in the geriatric hospital; 

(2) With regard to the patients diagnosed 
as suffering from affective disorders, the ones in 
the psychiatric hospitals were younger than the 
corresponding group of patients in the geriatric 
hospital, and they did better on the latter on 
(a) the PALT at three months, (b) the DCT at 
initial and three months, and (c) the Bender- 
Gestalt Diagonals measure at initial and one 
month occasions of testing. 


The third and fourth steps of the analysis 


dealt with the results of the serial psychometric 
assessment. These results were analysed to ‘ee 
whether patients diagnosed as suffering from 
affective disorders showed a greater relative 
improvement over time than did the patients 
diagnosed as dementing, and also whether there 
was any difference in the relative rate of 
improvement between patients suffering from 
affective illnesses admitted to the two types of 
hospital. The Wilcoxon matched pairs test was 
used to assess change for individual patients 
between, the initial and one month, and the one: 
month and three month testing occasions, and 
the Mann-Whitney test was used to compare 
relative improvement between the two diag- . 
nostic groups, and also between the patients 
in the affective disorders group in the two types 
of hospital. The results have not been presented 
in table form because most of the comparisons 
were not significant. They may be summarized 
as follows: - l 

(1) The patients in the affective disorders 


Taste HI 
Inter-hospital comparison of scores 
Dementia Affective disorders 
Diagnosis Hospital Geriatric Psychiatric Geriatric Psychiatric 


N Median N Median p 


N Median N Median p 





Age .. os .. 21 86-00 20 78:00 ‘0005 II 77°00 ‘29 71:50 "or 
Vocab. za .. IB 92-50 20 88-00 n.s. IO 102-50 29 99°00 n.s. 
PALT a . I5 2'00 19 6-30 n.s. 10 78-00 29 78-00 n.3. 
PALT (1-month) .. n 3'00 20 5°00 n.s. Q 79°00 27 76°00 - ns 
PALT (g-months) .. 9 9'00 17 3°00 n.s. 8 76-00 23 80-00 +036 
DCT eee O n 23°00 18 17°50 n.s. 9 43°00 28 62:50 ‘02 
DCT (1-month) 9 20:00 18 35*50 n.s. 9 57°00 26 71°00 n.3. 
DCT (3-months) 7 14°00 16 22:00 n.3. 7° 75-00 22 68:50 +047 
B-G Diag. initial) .. 13 17185 18 1-146 n.s. 9 1161 at | 1-098 'o5 
B-G Diag. (1-month) 9 1-204 18 1°257 90.3. 9 1-166 at 1-083 +02 
B-G Diag. (3~months) 4 1°3956 16 1-207 TLS. 8 I*IOI 19 1°075 n3 
B-G Angles (initial)... 13 77°50 18 84*50 n.s. 9 67:00 28 41°50 n.s 
B-G Angles (1-month) g 107:00 18 98-50 n.s. g 61-00 25 43°00 n.8 
B-G Angles (3-months) 7 193'ʻ00 16 84-50 n.s 8 54°00 22 34°50 n.s 
DR (initial)... 3 18-00 18 46-00 n.s. 10 4'00 28 2:90. ns. 
DR (1-month) O 32-00 17 46-00 n.s. 9 5'00 25 2°30 n.3. 
DR (3-months) 8 44°40 15 47°80 D.S. 8 3°00 22 2-22 n.s. 
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group in the psychiatric hospitals improved 
significantly on their own performance on the 
DCT over all the three test periods {p < +05), 
while the patients in the same diagnostic group 
in the geriatric hospital improved significantly 
on their own performance on the DCT only 
from initial to one month (p < -025). 

(2) In neither type of hospital did the patients 
in the group of affective disorders improve 
significantly more than those in the dementing 
group on any of the tests, except in the case of 
“the Bender-Diagonals measure from initial to 
one month, when the patients in the affective 
disorder group in the psychiatric hospitals 
showed a relative improvement over the patients 
in the dementing group (p < -0005); and the 
Bender-Angles measure on which the patients 
with affective disorders in the geriatric hospital 
improved significantly more than those in the 
dementing group in the same hospital, from 
initial to three months (p < -036). 

(3) There were no significant differences in 
the rate of improvement between the patients in 
the affective disorders group in the two types of 
hospital, except in the case of the Bender- 
Diagonals measure, on which those in the 
geriatric hospital improved more than those in 
the psychiatric hospitals from initial to three 
months scores (p < -02). 

The inter-diagnostic comparison had shown 
that the patients with a diagnosis of dementia 
were significantly older and performed signi- 
ficantly worse on the Vocabulary measure than 
did the patients with a diagnosis of affective 
disorder, in both the psychiatric and the 
geriatric hospitals. The inter-hospital com- 
parison had shown that patients in both 
diagnostic groups admitted to the psychiatric 
hospital were significantly younger than 
patients in the corresponding diagnostic groups 
admitted to the geriatric hospital. Because it 
was thought that these two indices (age and 
vocabulary score) might have significant effects 
on the level of performance in the psychological 
tests, a multivariate analysis of covariance was 
performed to assess the influence of these factors. 
The model used employed two factors, Hospital 
and Diagnosis, each with two levels (Psychiatric/ 
e Geriatric Hospital, Dementia/Affective Dis- 
order). 


When age was used as the covariate to the — 


Vocabulary score and the average level of 
score on all the other tests over the three occa- 
sions of testing, the following results were 
obtained: 

(1) ‘There was no significant association 
between age and this set of dependent variables. 

(2) Between hospitals there were no signifi- 
cant differences multivariately but there was a 
difference significant at the p < +02 level for 
the DCT. 

(3) Between diagnoses, there was a significant 
multivariate overall difference (p < -ooo1) and 
for each test univariately considered the values 
were: Vocabulary p<-ooog, PALT p<-ooor1, 
DCT p < -ooor, Bender-Gestalt Diagonals 
p < 0002, Bender-Gestalt Angles p < -o002, 
DR p < -ooo!. 

(4) There was no significant interaction 
term between hospital and diagnosis. 


When Vocabulary score was used as the l 


covariate to the average level of score on the 
other tests over the three occasions of testing, 
the following results were obtained: 

(1) The association between Vocabulary 
score and this set of dependent variables was 
significant (p < -oor4). 

(2) Between hospitals, there were no signifi- 
cant differences multivariately, but there was a 
difference significant at the p < +005 level for 
the DCT. 

(3) Between diagnoses, there was a significant 
multivariate overall difference (p < -o001) and 
for each test univariately considered, the values 
were PALT p < ‘ooo1, DCT p < -ooo1, 
Bender-Gestalt Diagonals n.s., Bender-Gestalt 
Angles n.s., DR p < -ooo1. 

(4) There was no significant interaction term 
between hospital and diagnosis. 

Thus the analysis of covariance, which took 
into account the differences in age and Voca- 
bulary score, upheld some of the results of the 
non-parametric analysis and modified others. 
In respect of the inter-diagnostic comparison, 
three of the tests were unchanged in their 
discriminatory power at high levels of conf- 
dence. The Bender-Gestalt measures were again 
the exception; when the effect of age was 
eliminated, the average level of score on these 
tests was significant between diagnoses, but 
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when the effect of Vocabulary score was 
eliminated both measures proved to be in- 
significant. (The correlation between Voca- 
bulary score and the Bender-Gestalt measures 
was significant at the p < -ooo2 level.) In 


respect of the inter-hospital comparison, the ` 


result of eliminating the effect of age was to 
remove the differences found between hospitals 
on some of the tests in the non-parametric 
analysis, except for the difference in the DCT 
which remained. 

With regard to the assessment of change in 
performance over time, it was thought that two 
factors might have had significant effects on the 
scores, i.e. age and the initial level of per- 
formance. Accordingly, the analysis of co- 
variance model was designed to test this notion. 
Age and initial score were used as covariates 
to thé following variables: the difference 
. between scores obtained on the first occasion 
of testing and the average of the scores obtained 
on the other two occasions (second time con- 
trast); the difference between scores obtained 
on the second and third occasions (third time 
contrast). The following results were obtained: 


PALT 

(1) There was a significant association be- 
tween age and this set of dependent variables 
(p < -0067). 

(2) Between hospitals there were no significant 

(3) Between diagnoses there was a significant 
overall multivariate difference (p < +0118) and 
univariately there was a significant difference 
for the second time contrast (p < +0037). 

(4) The interaction terms between hospital 
and diagnosis were not significant. 


DCT 2 

(1) There was a significant association 
between age and this set of dependent variables 
(p < -o184). 

(2) Between hospitals, there were no signifi- 
cant differences. 

(3) Between diagnoses, there was a significant 
overall multivariate difference (p < +0006) and 
univariately, there were significant differences 
for the second and third time contrasts (p< +004, 


p < 0159). 


(4) The interaction terms between hospital 
and diagnosis were not significant. 


Bender-Gestalt diagonals 

(1) There was a significant association be- 
tween age and this set of dependent variables 
(p < +0193). 

(2) Between hospitals, there were no signicant 
differences. 

(3) Between diagnoses, there was a significant 
overall multivariate difference (p < -0141) and 
univariately there was a significant difference’? 
for the second time contrast (p < +0068). 

(4) The interaction terms between hospital 
and diagnosis were not significant. 


Bender-Gestalt angles 

(1) There was no significant association be- 
tween age and this set of dependent variables. 

(3) Between hospitals, there were no signifi- 
cant differences. 

(3) Between diagnoses, there was no signifi- 
cant multivariate difference and a significant 
univariate difference (p < -o1g4) for the 
second time contrast. 

(4) The interaction terms between hospital 
and diagnosis were not significant. 


Delayed recall 

(1) There was a significant association be- 
tween age and this set of dependent variables 
(p < +002). 

(2) Between hospitals, there were no signifi- 
cant differences. 

(3) Between diagnoses, there was a significant 
overall multivariate difference (p < -oo79g),. 
and univariately there was a significant differ- 
ence for the second time contrast (p < ʻoo011). 

(4) The interaction terms between hospital 
and diagnosis were not significant. 

Thus the analysis of covariance which took 
account of age and initial score indicated some 
changes in the interpretation of the non- 
parametric analysis, notably that there was a 
significant differential rate of improvement 
between the two diagnostic groups on all the 
tests (although for the Bender-Gestalt Angles 
measure this was true for only one of the time 
contrasts). When the estimates of effects be- 
tween diagnoses were explored, this difference 
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was found to be in favour of the patients with 
affective disorders. l 

The analysis of covariance was also used to 
check on the non-parametric comparison be- 
tween the rates of improvement achieved by 
patients with affective disorders in the two 
types of hospital. The analysis produced no 
significant interaction terms between hospital 
and diagnosis for any of the tests, indicating no 
differential rate of improvement for either of 
_ the diagnostic groups in either hospital. 

Thus far the analysis had dealt with the 
comparison of test performances by patients in 
the diagnostic groups to which they had -been 
allocated by the psychiatrists. Since the 'diag- 
noses had been made independently .of a 
knowledge of the test results, the latter could 
be used in a different type of analysis, i.e. one 
in which the test scores themselves were used as 
a criterion for allocating patients to one or 
other diagnostic group, the rate of agreement 
then being worked out between these allocations 
and those of the psychiatrists. To do this, the 
medians for the whole psychiatric hospital 
sample, for each test, were used as cut-off points 
to allocate patients, and the rate of agreement 
(kappa) was calculated (Cohen, 1968). 


` order to test the constancy of the diagnostic 
"criteria in use in the two types of hospital, 


these same medians were then applied to the 


- whole of the geriatric hospital sample and the 
rate of agreement was calculated. The results 


are presented in Table IV and show that the 
rate of agreement was significant in both types 
of hospital for all the tests except for, again, 
the Bender-Gestalt measures, for which it was 
not significant in the geriatric hospital, on four 
of the occasions. When the two sets of kappas 
(i.e. the rates of agreement for each test in the 
two types of hospital) were compared, no 
significant differences were found between them, 


DISCUSSION 

The results of the psychological tests may be 
discussed in terms of the aims with which they 
were included in this study. The first aim had 
been to provide an independent criterion by 
which to judge the accuracy and consistency 
of the diagnoses arrived at by the Project 
psychiatrists in respect of patients admitted to 
two types of hospital. The results showed that 
in both types the patients diagnosed as suffering 
from dementia could be clearly distinguished 
from those diagnosed as suffering from affective 


TaBLe IV 
Measure of agreement between test and diagnosis 
Psychiatric hospital | Geriatric hospital 

k Zz p k Z p 
PALT (initial) 0170 6-90 ‘0005 0:76 5°86 "0005 
PALT (1-month) 0-67 5°99 -0005 0-80 6:27 0005 
PALT (3-months) 0°84 9:97 0005 0'52 249 ‘Or 
DCT (initial) 0:52 4°14 ‘0005 0:44 2'05 "04. 
DCT (1-month) ‘O71 6°56 "0005 0°88 7°98 "0005 
DCT (3-months) 0-89 12-0! "0005 0-71 3°82 ' +005 
B-G Diag. (initial) .. O-17 I.I n.s O°2I 0°89 n.s 
B-G Diag. (1-month) 0°37 2°36 ‘O25 0:00 0:00 ns 
B-G Diag. (3-months) 0-36 2'5 ‘025 0-50 2'09 "04 
B-G Angles (initial) .. 0:38 2°82 005 0-06 - 0:28 ` D8. 
B-G Angles eee O'44 3°25 0005 0°33 . 1°50 n.s. 
B-G Angles (3-months) 0:62 4°88 0005 0-60 5°87 "0005 
DR (initial) .. 0-64 52 "0005 0°39 2-o% "O04 
DR (1-month) 0:73 5°75, , 10005 0:79 5159 *0005 
DR (3-months) 0:81 8-13 “ +0005 0:88 7°24 "0005 
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illnesses by their performance on the psycho- 
logical tests. The only exception was the 
Bender-Gestalt test, whose measures showed 
inconsistency in the non-parametric analysis. But 
when age was taken into account (by means of 
a covariance analysis) this test also discriminated 
between the two diagnostic groups at a high 
level of confidence. Further evidence as to the 
accuracy of the diagnosis was provided by the 
finding that, when test results were used 
independently to allocate patients to one or 
other of the two diagnostic categories, a signi- 
ficantly high rate of agreement was shown to 
exist between test and diagnostic classification. 

But perhaps the best method of testing the 
accuracy of the differential diagnosis between 
dementing and affective illnesses is in terms of 
outcome, since the latter diagnosis carries an 
expectation of improvement with treatment and 
time. In this study, the use of serial testing 
provided the opportunity to check on the 
psychiatric diagnoses in terms of expectations. 
However, the problems of repeat testing with 
remission are well-known, since improvement 
effects are confounded with practice effects, 
and patients may be at differing stages of 
remission when tested. Furthermore, even 
dementing patients may show slight improve- 
ment as a result of admission to hospital. For 
all these reasons, the non-parametric analysis of 
change scores showed no differential improve- 
ment between the diagnostic groups, but an 
analysis of covariance taking age and initial 
score into account indicated that the diagnoses 
of affective illness were confirmed, in that this 
group of patients, in both types of hospital, 
showed a relatively greater improvement over 
time than the group of patients diagnosed as 
dementing. This result points up the importance 
of using level of initial score in any analysis 
aimed at assessing improvement. 

The test results were also used to check on 
whether the type of hospital setting could have 
influenced the psychiatrists in making their 
diagnoses. The test performance of patients in 
the geriatric hospital was subjected to classifica- 
tion on the basis of criteria derived from the 
test results in the psychiatric hospitals. The rate 
of agreement between test and diagnostic 
classification was found to be significantly high, 


as it had been in the psychiatric hospitals, and 
in fact no significant differences were found 
between the test/diagnosis agreements in the two 
types of hospital. 

The second aim of including the psychological 
tests had been to ascertain whether the patients 
admitted to the geriatric hospital showed any 
significant differences in level of cognitive 
deficit from those admitted to the psychiatric 
hospitals. This was of particular interest in view 
of the fact that the psychiatrists in this study 


were attempting to investigate the problem of - . 


possible ‘misplacement’ of patients in one or 
other type of hospital facility. The results 
showed that even when the age differences 
which existed both between hospitals and 
between diagnostic groups were accounted for, 
there was still a significant difference in the 
average level of score on one of the tests, the 
DCT. On this test, all the patients in the geriatric 
hospital, regardless of diagnosis, performed at a 
lower level than did patients in the psychiatric 
hospital. The DCT, being a psychomotor test, | 
is affected by both physical and psychiatric 
illness, and the poorer performance of the 
patients in the geriatric hospital on this test 
probably reflects the much more marked 
occurrence of associated physical conditions in 
these patients. The psychiatrists in this study 
considered that while the illnesses of 94 per cent 
of the patients in the psychiatric hospital would 
be classified as predominantly mental or 
mental-physical, only 12 per cent of the 
patients in the geriatric hospital fitted these 
classifications. 

In addition, the psychologists had made: 
ratings of the presence of certain physical factors 
which might influence test performance. These 
were: (1) motor disability, including tremor; 
(2) frailty or physical illness; and (3) effects of 
stroke. The ratings showed that these three 
features were more commonly present for the 
geriatric than for the psychiatric admissions: 
(1) 44 per cent for geriatric and 6 per cent for 
psychiatric admissions; (2) 26 per cent as 
opposed to i per cent; and (3) 13 per cent as 
opposed to 2 per cent. 

However, the most important way of 
approaching the ‘misplacement’ problem was 
to examine whether patients suffering from 
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affective disorders made a relatively greater 
improvement over the time period under study 
in one type of hospital facility rather than 
another. The non-parametric analysis showed 
no differential rate of improvement between 
these two groups (except for the Bender-Gestalt 
Diagonals), and the analysis of covariance, 
taking age and initial score into account 
produced no significant effects attributable to a 
differential rate of improvement. Thus the 
_ psychological tests confirmed the conclusions 
of the psychiatric assessment that there was no 
evidence to suggest that patients had been 
‘misplaced’ in one type of hospital facility or 
another in a manner that would have adverse 
effects on their prognosis. 
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Reality Orientation, a Therapy for Psychogeriatric Patients: 
A Controlled Study 


By PETER BROOK, GIAN DEGUN and MARCIA MATHER 


Summary. In a controlled trial, ‘reality orientation’ for elderly patients 
diagnosed as suffering from dementia is shown to be effective only where 
therapists actively participate. Exposure to change in a more stimulating 
environment than their own wards is not enough to produce sustained improve- 


ment. 


. _ INTRODUCTION 
One of the earliest reality orientation pro- 


* grammes was initiated in 1958 at the Winter 


- Veterans Administration V.A. Hospital, Topeka, 
Kansas, and later refined by Dr. James Folson, 
Director, and -Lucille Taulbee, then Geriatric 
Specialist of -the V.A. Hospital, Toscalosa, 
Alabama. A full description of the programme 
was published by the American Psychiatric 
Association (1969). The basic principles of 
reality orientation are described as follows: 
Because the older patient often becomes 
withdrawn, has broken off relationships, and 
becomes less aware of his environment, parts 


, of his brain soon Cease to function. Reality 


orientation may reverse this process in two 
ways: (a) by continually.stimulating the patient 
by repetitive orientation to his environment; and 
(b) by placing him in a group of people where 
he can meet and compete with other patients 
` Jand can be taken out of his isolation. In this 
` ‘way. unused neurological pathways may once 
more: become used, and moreover the patient 
may find new ways of working to compensate 
for any organic brain damage which may be 
- irreversible, such as from a head injury or 
deterioration through disease. 

: The A.P.A. booklet describing these principles 
leaves out an important factor. An unstimu- 
lating environment may well be produced in 
many geriatric wards because of the low staff/ 
patient ratio. The present study was under- 
taken to investigate the following two hypotheses. 


(1) If psychogeriatric patients were intro- 
duced into a reality orientation room and 
taken out of their ward environment they 
would improve. 

(2) Geriatric, patients who were thus removed 
into the reality orientation room would ` 
improve even more if they were actively 
involved with a therapist. 


METHOD . 

Experimental design: A small working party was 
formed to plan a reality orientation room and 
therapy to investigate the above hypotheses. 
The membership of the team consisted of a 
consultant psychiatrist, Senior Nursing Officer, 
Nursing Officers, Sisters and Charge Nurses, 
and reality orientation therapists and psycho- 
logists. The working party met at regular 
intervals throughout the project. 

Guidelines explaining the procedure for 
carrying out the study were fully explained and 
discussed with those who were going ‘to be 
actively engaged on the project. 

A room was equipped with interesting and 
stimulating material. The central feature of the 
room was a large board with magnetic letters 
listing the current year, month, week, day of - 
the week, etc., a clock-face with movable hands, 
a calendar, large coloured illustrations of every- 
day objects such as a hat, shoe, umbrella, fruit, 
food, clothing, cutlery, animals, babies, a map 
of the world and a weather chart, pot-plants, * 
cut flowers and current newspapers. Much 


a 
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importance was attached to making the room 
as bright and attractive as possible. To add to 
the informal atmosphere the therapists were 
not in uniform and encouraged the patients to 
call them by their Christian names. Wherever 
possible real objects were used so that they 
could be associated with smell and touch, i.e. 
fresh fruit, flowers, plants, biscuits, etc. 

Description of patients: Eighteen patients with 

a diagnosis of dementia were accepted into the 
- experimental programme from two geriatric 
admission wards. Staff were asked to nominate 
patients with mild to severe degree of disability, 
but not to select the following: 

(a) noisy or violent patients who might dis- 
tract the others. 

(b) severely incontinent patients. 

(c) bedridden, or anyone insufficiently mobile 
to be able to walk the 50 yards on the 
flat to the reality orientation room. 

(d) patients with marked and incorrectable 
impairment of vision or hearing. 

(e) patients on sedatives or tranquillizers who 
appeared drowsy or over-tranquiullized. 

No patient was selected unless relatives had 
been informed and permission obtained. 

Subjects. Of the 18 patients, ten were women 

and eight men. The mean age was 73:3 years 
(s.d. 9) with mean stay in hospital of 1-9 years 
(s.d. 0-9). Details are given in the Appendix. 
Background of therapists: Both therapists were 
female. One was a staff nurse with experience in 
treating mentally handicapped and psycho- 
geriatric patients; the other had experience in 
occupational therapy with varying degrees of 
experience with different kinds of patients. 
Assessment: A rating scale was devised for 
assessing the intellectual and social functioning 
of the patients. The patients were all individually 
assessed on the rating scale and the data derived 
were cluster-analysed by computer.* From this 
analysis patients were divided into three groups 
according to three different levels of their 
intellectual and social functioning. From these 
groups the psychologists randomly allocated 
patients to experimental and control groups. 
Thus there were six groups in all—experimental 


* Requests for the cluster analysis print-out and the 
rating scales are available on request from Mr. Gian 
Degun. 


and control groups each sub-divided into. three 
sub-groups according to the level of their 
intellectual and social functioning. Only the 
psychologists and the two therapists knew 
which patients were in the experimental and 
which in the control groups; the nursing staff 
who rated the patients on the scale did not have 
this information. 

Procedure: There was a two-week trial period 
involving patients who were not to be included 
in the experiment. This allowed the therapist, to 
become familiar with the new ways of working 
in reality orientation and to overcome any other 
difficulties. The total length of the experimental 
period was 16 weeks. Medication was adjusted 
to avoid drowsiness in patients in the mornings 
when they were to be taken to the reality 
orientation room. 

In the experimental group patients were en- 
couraged to greet each other by name, and all 
would go through the items on the reality 
orientation boards. The activities were geared 
to the level of social and intellectual functioning 
of the groups, and these ranged from writing a 
diary, in which the patients could recount their 
current thoughts and activities, to merely 
identifying the therapists by name and the 
objects in the room. The control group were 
brought into the reality orientation room and 
could use the material if they wished but 
received no active encouragement or participa- 
tion of the therapists. If they asked questions 
these were answered as briefly as possible and 
without the therapists giving any leading cues. 

In every other respect the conditions of the 
experimental and the control groups were the 
same, that is, they were all taken out of a 
wards and taken to the R.O. room. 


RESULTS 

The ratings of the patients were made fòrt- 
nightly by the nursing staff (who were not aware 
of any patient’s group placements) and were 
then analysed by cluster analysis. Overall, this 
analysis showed inter-group shifts, but the most 
homogenous category (where the error increase 
was small) was analysed by the chi-squared 
test. The chi-squared value of 9-2 df 2 was 
found to be very significant’ (P o-or). Fig. x 
shows the trends of the groups at fortnightly 





Experinental Group = 
Control Group x -nw 


Fic. 1.—16 weeks progress chart. 





intervals on the basis of the ratings. The assess- 
ment made after the first fortnight of treatment 
revealed the most marked progress for all 
groups. After this time the control groups 
started to deteriorate, while the experimental 
groups maintained their progress and improved 
even further. The control groups who were 
initially rated the highest in fact deteriorated 
most throughout the period in the R.O. room. 

The experimental group who were rated 
lowest did not show such marked improvement 
and did not very much exceed the level finally 
achieved by the control groups. 


Clinical observations 

Nursing staff: Marked changes were noticed at 
the end of the fourth week as the patients 
became more aware of their surroundings. Some 
of the patients looked forward to going to their 
daily sessions. It was noticed that many of the 
withdrawn patients began to mix fairly well, 
‘ becoming talkative and holding rational con- 
versations. In one case a withdrawn patient was 
transferred to a rehabilitation ward after the 
experiment and eventually discharged, having 
been in hospital for a very long time. Overall 
improvement was noticeable to a great extent. 
Only in one or two cases did the patients regress 
after the experiment. A careful watch was kept 
for signs of depression; almost all cases of” 
incontinence began to show signs of improve- 
ment. ' 

Therapists: Under the reality orientation 
conditions the patients became aware of the 


44. REALITY ORIENTATION, A THERAPY FOR PSYCHOGERIATRIC PATIENTS: A CONTROLLED STUDY 


staff actually aiding and guiding them, as 
distinct from just caring for them. It was 
noticed by the therapists that the patients who 
had been rated as high on social and intellectual 
functioning benefited more from the therapy, 
whereas the very confused and disorientated 
responded to a superficial degree only and then 
either remained the same or, in two cases, 
regressed. 

Reluctance to return to the reality orientation 
room was encountered only in the control. 
groups. However, one old lady who had been 
aggressive from the beginning and at first 
reluctant to come was in the end reluctant to 
leave, fighting anyone who stood in her way. 
Two other women in the control groups com- 
mented that the peace and quiet of the room 
relaxed them and they gradually started to use 
the material and help each other. 


DISCUSSION AND IMPLICATIONS 

The results suggest that those patients who 
were rated highest, that is, were least disorien- 
tated and had relatively high intellectual and 
social functioning, benefited most from the 
reality orientation and the reinforcement given 
by the therapists in the experimental groups. 
Patients do not seem to benefit unless (as was 
the case in the experimental group) reinforce- 
ment is given by a therapist. In fact, patients 
originally high in their ratings may deteriorate 
if no reinforcement is given.. . 

The following implications may be drawn 
from the results and observations: 

(1) Taking patients out of their ward environ- 
ment seems to be a major factor in the first few 
weeks of the experiment; after this time the 
effect of the environment, together with 
therapists’ participation, seems to be the most 
important factor in maintaining the initial 
improvement. 

(2) A change of surroundings, with placement 
in a stimulating environment, does not in itself 
seem adequate, because it was clear that the 
active participation of the therapist and the 
encouragement given to the patient were 
responsible for later improvement. The contro] 
groups had the same material as the experi- 
mental groups but were never encouraged, and * 
thus did not improve but mostly deteriorated. 


BY PETER BROOK, GIAN DEGUN AND MARCIA MATHER 


Placing the patients in a stimulating environ- 
ment is a good thing in itself and important 
because:it breaks the monotony, but it is quite 
possible that monotony may set in again in the 
experimental room if there is a lack of therapists’ 
participation. Thus therapists are essential in 
addition to change of environment. 

(3) The very deteriorated patients did not 
appear to benefit, but those who were rated 
from medium to high on our rating scale seemed 
to have a good prognosis and benefit from the 
reality orientation. The results of this study 
would encourage one to take the reality orien- 
tation material onto the wards and to educate 
the nursing staff to carry out the principles 
in the clinical setting. It might be feasible to have 
the experimental reality orientation room also in 
operation for the training of student nurses in 
the principles of the therapy. Psychologists could 
play an important role in teaching nurses these 
principles and also for devising rating scales for 
the selection of patients and the assessment of 
their improvement. 
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APPENDIX 
Year of 
Sex Age admission Diagnosis Group 
to Warley 

1. F 84 1971 Senile dementia E 
2. M 78 1971 Senile dementia G 

g. M 72 1973 Dementia, Parkinson’s 
disease . G 
4 M 47 1970 Brain damage (R.T.A.) E 
5 F 77 1972 Dementia E 
6. M 69 1972 Arteriosclerotic dementia E 
7 FEF 68 1973 Arteriosclerotic dementia CG 
8. M 69 1972 Senile dementia, epilepsy C 
g. M o 1971 Presenile dementia E 
10. F 78 1973 Senile dementia E 
11, M 85 1973 Senile dementia Cc 
12. F 73 1972 Senile dementia C 
13. E 77 1972 Senile dementia E 
14 E 77 1972 Senile dementia C 
i5. F 74 1973 Dementa E 
16. F 77 1972 Senile dementia G 
17. M 4 1972 Arteriosclerotic dementia E 
18. F 8o 1973 Arteriosclerotic dementia CG 
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A Cross-Cultural Study of Some Familial and Social Factors 


in Depressive Illness 


By S. J. M. FERNANDO 


Summary 
cA tae of familial and social factors among Jewish ane Protestant depressives and non- 
psychiatric controls revealed the following positive findi 

Depressives compared to normals as a whole had: (a) a higher rate of psychiatric illness in 
their families; (b) lower scores on maternal overprotection; and (c) a higher rate of marriage 
in both ethnic groups and both sexes, except in the case of Jewish men. Religiousness was 
associated with depression among Jews but not among Protestants. Jewish fathers compared 
to Protestant fathers were: (a) less strict in the normal group; and (b) less strict, less ‘dominant’ 
and more ‘inadequate’ in the depressed group. Ethnic links among depressed Jews were 


probably weaker than those among depressed Protestants. 
The findings suggest that: (a) depression among Jews may be related to mental stress 
arising from ‘marginality’; and (b) single Jewish men may be particularly vulnerable to 


depression. 


INTRODUCTION 

The inter-cultural study of depression dates 
back to the time of Kraepelin (1913). The 
recent literature in this field has been reviewed 
by Yap (1965), Rawnsley (1968) and Bastide 
-(1972). Depressive illness among Jews has been 
studied by several authors (Grewel, 1967; 
Figelman, 1968; Malzberg, 1973). Reports 
from Israel (Hes, 1960; Halevi, 1963) show that 
Jewish immigrants from Europe and America 
are more liable to suffer manic-depression than 


"oriental immigrants. A few studies have attemp- 


'; ted to elucidate Jewish cultural factors impli- 
cated. in the genesis of mental illness (Barrabee 
and Von Mering, 1955; Freed, 1965), but the 
author is.unaware of any studies of such factors 
in depression. 

Some findings of an extended version of a 
preliminary study (Fernando, 1966) are re- 
ported in this article. The factors considered 
include childhood environment, family history, 
and communal and religious patterns of beha- 
viour. Methodological problems of cross-cultural 
research are minirhized by using groups within 
the same national framework (Carstairs, 1965). 
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Our study was therefore limited to Londoners 
born and bred in the East End, selected con- 
currently within the same general medico-social 
framework, i.e. National Health Service Hospi- 
tals in the East End of London. 


SAMPLES 

Four groups of people matched on the basis of 
area of birth and residence, social class, age, and sex, 
consisting of Jews with depression, Protestants with 
depression, normal Jews, and normal Protestants,. 
were obtained from two large randomly selected 
populations of depressed and normal subjects. ‘The 
study was limited to people between the ages of 18 
and 61 from the East End of London, excluding 
subjects of subnormal intelligence, those suffering 
from impairment of intellectual function (dementia), 
and people giving a history of brain damage or of 
leucotomy. 

The depressed group was composed of randomly 
selected out-patients and in-patients suffering from 
primary depression as defined by Munro (1966b). 
The term ‘depressive illness’ was used to describe an 
affective disturbance with depression of mood, 
covering diagnoses of anxiety state with a depressive | 
component, involutional depression, endogenous 
depression, anxiety-depression, agitated depression, 
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reactive depression, depressive reaction, affective 
illness and mixtures of these conditions, provided 
that the clinical picture showed a predominant 
depression of mood. Any patient who scored below 
a predetermined minimum value of 10 on the rating 
scale for depression (Hamilton, 1960) was excluded. 

Sabshin (1967) has reviewed the concept of 
normality as used by psychiatrists. The term was 
used in this study to mean both healthy and average, 
i.e. free of psychiatric illness and representative of 
the population at large. The normal sample consisted 
or surgical in-patients qualifying on general selection 
criteria (of age, residence and birth-place) selected 
randomly from those admitted to local non-teaching 
hospitals, excluding anyone not conforming to the 
following criteria: 

(a) Mode of admission involved a waiting period of 
at least 24 hours. 

(b) Diagnosis on admission (or soon afterwards) 
was a definite one and did not include carcinoma, 
sarcoma, peptic ulcer (duodenal or gastric), thyroid 
disease, gynaecological disease or ulcerative colitis. 

(c) There was no evidence of present psychiatric 
illness, of a history of psychiatric illness in the past, 
or of ‘functional overlay’ in the case notes. 


Division into Jews and Non-Fews 

James Parkes (1955) has noted that a census type 
of definition used by sociologists (i.e. ‘A Jew is some- 
one who when asked if he is a Jew says yes’) is 
probably adequate for the study of living Jewish 
communities. As a major interest in our study 
concerned family background, the definition of 
Jewishness was geared to the parents’ rather than 
the subject’s own sense of belonging to the com- 
munity. Thus a Jew was defined as someone who 
stated that both his or her parents were Jewish when 
asked the question: ‘What religion were/are your 


‘parents?’ Non-Jewish subjects were those who 


gave any other answer apart from ‘Jewish’. Subjects 
identified as non-Jews were further divided into 
Protestants and Roman Catholics on the basis of 
parental religious affiliation. Subjects of ‘mixed’ 
parentage were excluded from the study. 


METHOD 
Each subject was interviewed by the author and 
given questionnaires, the details of which are de- 
scribed under individual items. From a total of 
332 subjects considered for the study, four groups of 
Jewish and Protestant subjects matched for social 
class, age and sex distribution were extracted: 46 


° Jewish depressives, 71 Protestant depressives, 41 


Jewish normals and 76 Protestant normals, 
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Age, social class and marttal status 

The age at the last birthday before the research 
interview was used to allocate each subject to one of 
three groups: Young (18 to 31), middle-aged (32 to 
51) and old (52 to 61). Subjects were ascribed to 
middie class or working class according to their 
last or current permanent occupations, using the 
Registrar-General’s Classification of Occupations 
(1966) into non-manual and manual types of work. 
In the case of a full-time housewife, the husband’s ` 
or father’s occupation was used as an index of social 
class. 


1 


Depressive illness 
The degree of depression was measured by the 
Hamilton rating scale (Hamilton, 1960). The out- 
come of the illness was measured in terms of three 
es: recovered, improved and unimproved. The 
length of the follow-up varied between six months 
and five years; assessment was based on clinical 
notes, together with direct personal contact with 
some patients. 


Family history of psychiatric illness 

A subject who gave clear evidence of diagnosed 
psychiatric illness or attempted suicide in at least 
one parent or sibling was deemed to have a positive 
family history. Wherever the evidence for psychiatric 
illness in a parent or sibling was equivocal, or the 
only indication of such illness was heavy drinking, 
drug addiction or excessive gambling, the person 
was deemed to have a doubtful family history. The 
rest were classified as showing a negative family 
history. 


Birth position and family size 
A system based on that described by Davis (1962) 

was used to classify each subject as eldest, youngest, 
intermediate, or only child, in his/her family of 
upbringing. Following the example of Gregory 
(1958), our subjects were divided into large and small 
families depending on whether they had three (or. 
more) siblings or two (or less) siblings. 


Childhood bereavement 

This was defined as the loss by death of one or 
both parents before a subject’s sixteenth birthday, 
excluding death before or at the subject’s birth—a 
definition corresponding exactly with that used by 
Munro (1965, 1966b) and Wilson et al. (1967). 


Parental attitudes 

Maternal overprotection, paternal inadequacy, 
paternal strictness and paternal dominance were 
measured. Levy (1943) identified emotional contact. 


prolongation of infantile care, prevention of inde- 
pendent behaviour and maternal control as being 
the crucial variables comprising the concept of 
maternal over-protection. These were interpreted 
in terms of affection, interest, interference and 
strictness. Paternal inadequacy was to some extent 
the converse of paternal dominance. Inadequacy 
denoted the lack of leadership, bossiness, willfulness 
and supportiveness vis-à-vis the family. Dominance 
was seen as denoting bossiness and leadership only. 
A twelve-item questionnaire (Fernando, 1966) was 
designed to elicit a feeling of what childhood environ- 
ment was like vts-d-vis parental attitudes, rather than 
to obtain a direct recollection of specific events in 
childhood. It is acknowledged that recollection of 
childhood experience may not be very reliable, 
except as an approximate impression. 


Ethnic links and religiousness 

It has been shown that an inventory based on a 
flexible interview aimed at extracting objective and 
quantifiable data is a reliable and valid way of 
measuring diverse aspects of family life (Rutter and 
Brown, 1966). Such an inventory was devised to 
measure several factors, including ethnic links and 
religiousness. A score of ethnic links was based on the 
extent to which a subject met others of his/her own 
ethnic group during the three months prior to 
interview or admission to hospital. As frequency of 
church attendance is a valid single index of religious- 
ness among Christians (Argyle, 1958), it was used for 
this purpose in the study. However, as synagogue 
attendance is a poor indicator of Jewish religiousness 
(Lenski, 1963; Mechanic, 1963), Jews were assessed 
on several different religious practices. 


RESULTS AND Discussion 
All four groups were matched on age (overall: 
23 per cent young, 44 per cent middle-aged and 
33 per cent old), sex (overall: 26 per cent male 


_and 74 per cent female), and social class (over- 


all: 33 per cent middle-class and 67 per cent 
working class). The depressed group was 
matched with the normal group on ethnicity 
as well as the other factors. There was no 
significant difference between the mean rating 
score for depressed Jews (19°54-+5-°48) and 
depressed Protestants (21-09-++6-06). Outcome 
of illness was not significantly different between 
the two ethnic groups: 40 per cent Jews and 
53 per cent Protestants recovered, 42 per cent 
Jews and 33 per:cent Protestants improved, 
and 18 per cent Jews and 14 per cent Pro- 
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testants were unimproved. An identical propor- 
tion (21 per cent) of each ethnic group of 
depressed patients gave a positive family history 
of psychiatric illness. A significantly greater 
proportion of all depressives compared to 
normals (21 per cent and 13 per cent, p < -02) 
had a positive family history of psychiatric 
disorder, confirming the familial nature of the 
condition. As the two ethnic groups of de- 
pressives were not significantly different on 
depression rating, family history of psychiatric 
illness and the outcome of illness, it can be 
assumed that they were suffering from the 
same sort of basic disorder, namely depressive 
illness. 


Familial factors 

Fromm-Reichmann (1949) reported a clinical 
impression that manic-depressives are often 
from large sibships. However, objective studies 
(Munro, 1966a; Birtchnell, 1970; Gregory, 
1958) have showed no association between 
sibship size and depressive illness. Our findings 
support these negative observations. Studies of 
birth position among depressives (Gregory, 1958; 
Munro, 1966a) have produced conflicting find- 
ings. Our results on this item showed no 
significant difference between the depressed 
and normal groups. 

Granville-Grossman (1968), in reviewing the 
literature on the significance of childhood 
bereavement in the aetiology of adult depression, 
suggested that conflicting findings may reflect 
different modes of selection of patients. It is 
possible that cultural differences between 
patients in the different series may be another’ 
explanatory factor. Cultural factors are likely 
to determine the manner in which bereavement 
is handled in the family and so affect the 
consequences to the child of the death of a 
parent. A study in Philadelphia (Beck ef al., 
1963) showed that childhood bereavement may 
be an important aetiological factor among 
Negroes but not among Whites suffering from 
depressive illness. It is possible that strong 
kinship ties (Krausz, 1964), together with 
established mourning patterns (Kidorff, 1963), 
may mitigate any long-term harmful effects 
that parental death may have on Jewish ° 
children. It was therefore hypothesized that if 
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childhood bereavement were aetiologically sig- 
nificant in our series the effect of this factor 
would be less evident among Jewish depressives 
than among Protestant depressives. However, 
our findings showed no significant relationship 
between childhood bereavement and adult 
depression (bereavement rates: Depressives = 
16 per cent, Normals = 18 per cent). Although 
Jewish depressives had a lower rate of bereave- 
ment (11 per cent) than Protestant depressives 

. (19 per cent), the normal rates too showed a 
similar inter-ethnic difference (15 per cent 
compared to 20 per cent). Both differences 
were below the level of statistical significance 
(depressed group: x? = 1°26, d.f. = 1, normal 
group: x? = 0:47, d.f. = 1). 

Studies of marriage rates among in-patient 
depressives (Odegaard, 1953; Stenstedt, 1952; 
Hopkinson, 1963; Munro, 19g66b) have pro- 
duced conflicting findings. Porter (1970) found 
that married women were over-represented 
among depressives in his general practice in 
Surrey. In our series (Table I) married people 
were over-represented in the depressed group 
compared to the normal group as a whole 
(p > +05). This general pattern was applicable 
to both ethnic groups of each sex, except in the 
case of Jewish men, of whom only 23 per cent 
were unmarried in the normal sample compared 
to 27 per cent in the depressed sample. Thus, 
single Jewish men may be a group particularly 
vulnerable to depressive illness, or, as Odegaard 


TABLE I 
Marital status in men and women 





Per cent 
No. married 
Male depressed Jews ii se A 79 
Male depressed Protestants sa & 88 
Male normal Jews Ei we 13 77 
Male normal Protestants .— I9 68 
Female depressed Jews .. .. 35 gI 
Female depressed Protestants .. 54 94 
Female normal Jews ai .. 30 8o 
Female normal Protestants .. 55 87 
Depressed total 117 9 
Normal total 117 8 


“Depressed vs. Normal: x! = 4°27, d.f. = 1, p < +05 
Jews vs. Protestants: Differences N.S. in all groups 


(1953) suggested for in-patient depressives, 
marriage may offer Jewish men some protection 
from the illness. 


Parental attitudes 

Maternal overprotection was equally common 
among Jews and Protestants, both in the de- 
pressed group and in the normal group (Table 
II), offering no support for the popular stereo- 
type of the overprotective Jewish mother. 
However, there were striking differences be- 
tween Jewish and Protestant fathers. Paternal 
dominance (Table III) and paternal inade- 
quacy (Table IV) overlap considerably in the 
method of computation and therefore had a 
very high negative correlation (—:93) in our 
subjects. Jewish fathers were less ‘dominant’ (or 


TABLE II 
Grouped scores for maternal overprotection 
Per cent scoring 
No. ————----_—_—-- 
Low Medium High 
Depressed Jews .. 43 37 19 44 
Depressed Prot. .. 68 34 29 37 
Normal Jews .. 4! 22 37 42 
Normal Prot. se. “J 16 43 41 
Depressed total III 35 25 40 


Normal total II5 18 4I 41 


Jews os. Prot. (Dep): x = 1:67, d.f. =a, N.S. 
Jews us. Prot. (Norm.): x? = 0:77, d.f = 2, N.S. 


Dep. os. Norm.: x? = 10°24, df. = 2, 
p< ‘or 
Taste III 
Grouped scores on paternal dominance 
Per cent scoring 
No. — 
Low Medium High 
Depressed Jews .. 42 36 38 26 
Depressed Prot. .. 64 13 33 55 
Normal Jews ad. 4i 24 37 39 
Normal Prot. -. 70 14 46 40 
Depressed total 106 22 35 43 
Normal total III 18 42 40 


Jews vs. Prot. (Dep.): x? = 11°25, d.f = 2, 
p< oi. 
Jews os. Prot. (Norm.): x? = 1-98, df. = 2, N.S. 


Dep. vs. Norm.: , = 1:33, df = 2, N.S. 
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° TABLE IV 
Grouped scores on parental inadequacy 
Per cent scoring 
No. ————— 

Low Medium High 
Depressed Jews’? =. í 42 21 17 62 
Depressed Prot: `. 4 52 22 27 
Normal Jews’ “a m. 4I 39 29 32 
Normal Prot... : .. 70 5I 2I 27 
Depressed total 106 40 20 4I 
Normal total III 47 24 29 
Jews vs. Prot. (Dep.): x? = 13°97, df. = 2, 

p < ‘oo! 

Jews os. Prot. (Norm.): x? = 1-69, d.f. = 2, N.S. 
Dep. vs. Norm.: xX = 3°31, df = 2, N.S. 


more ‘inadequate’) than Protestant fathers; 
the difference was highly significant (p < -o1 for 
dominance and p < -oor for inadequacy) 
among depressives, but well below a statistically 
significant level among normals—although the 
difference was in the same direction in both 
depressed and normal groups. Of the Jewish 
fathers of depressives 62 per cent scored as 
highly inadequate, compared to only 27 per cent 
of their Protestant counterparts. Also, Jewish 
fathers were less strict than Protestant fathers 
(Table V); in this case the intercultural 
differences were statistically significant in both 
normals (p < -o1) and depressives (p < -oor). 
In the depressed sample 51 per cent of Jewish 


Tasis V 
Group scores on paternal strictness 


Per cent scoring 





No. ——— 
Low Medium High 
Depressed Jews .. 48 5I 19 30 
Depressed Prot. .. 66 15 23 62 
Normal Jews Al 29 37 34 
Normal Prot. ie, Ot 16 16 69 
Depressed total 10g 29 2I 50 
Normal total II2 at 23 56 
Jews vs. Prot. (Dep.): x3 = 17°06, d.f. = 2, 
. P< oo 
Jews vs. Prot. (Norm.): x? = 13:00, df. = 2, 
p< ‘ol 


Dep. os. Norm.: xX =, 2°31, dÈ = 2, N.S. 


fathers compared to only 15 per cent of Pro- 
testant fathers had a very low score for strictness. 

The Jewish-Protestant differences on paternal 
inadequacy and dominance among depressives 
are not easy to understand. Paternal inadequacy 
was not related to treatment setting, nor to other 
factors measured in the study. Perhaps weak and 
non-punitive fathers were pathogenic for de- 
pressive illness in Jewish families. When 
Barrabee and Von Mering (1955) found this 
type of father to be common in a group of. 
psychotic Jewish men, they argued that the 
personality development of their patients had 
been adversely affected by the lack of a male 
role model. The measure of inadequacy in our 
study was based on questions about the father’s 
strength of ‘will’, ability to support the family, 
“bossiness’, and dominance. Thus, an inade- 
quate father (in our terms) may have been 
pathogenic by failing to provide a secure home, 
so that emotional insecurity in childhood may 
have been the crucial factor involved. Another 
possibility is that paternal inadequacy and 
depression are linked via a third factor. If} as 
Krausz (1964) has observed, “patriarchal con- 
trol’ (i.e. strong fathers) in British Jewish 
families is lessening with acculturation, our 
measure of paternal inadequacy is likely to 
reflect the degree of acculturation among Jews. 
Partial acculturation is related to socio-cultural 
‘marginality’ (Stonequist, 1937). The suggestion 
that mental stress arising from marginality may 
be reflected in our observation on paternal 
inadequacy, ethnic links and religiousness is 
pursued later. 

Maternal overprotection was the only factot 
that differentiated significantly (p < -or) 
between depressives and normals (Table II). 
Perusal of the questions on which the’ scores 
were based (Fernando, 1966) shows that a 
lack of overprotection reflects æ lack of interest 
and affection, i.e. emotional deprivation. Similar 
proportions of depressives and normals scored 
high on overprotection (40 per cent, but the 
proportion of depressives who scored low on 
overprotection (35 per cent) was nearly twice 
that of normals (18 per cent). In other words, 
depressives differed from normals in having 
been deprived rather than in having lackede 
overprotection, pointing to a link between a 
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relative maternal deprivation during childhood 
and depression in adult life. The mechanism 
whereby this link occurs has been analysed by 
Rutter (1972) in terms of disruption of the 
affectionate bond between mother and child. 


Ethnic links and religiousness 

Ethnic links in the Jewish depressed group 
were weaker than in the corresponding Pro- 
testant group (Table VI). As many as 25 per 

- cent of depressed Jews, compared to only 10 per 
cent of depressed Protestants scored low on this 
item; the inter-ethnic difference only just failed 
to reach a level of statistical significance. 
The difference between the two ethnic groups 
in the normal sample was in the same direction 
as that in the depressed sample, but it was far 
below a statistically significant level. Depressives 
as a whole were not significantly different to 
normals on this item. 

Table VII shows that only 4 per cent of 
depressed Protestants were very: religious com- 
pared to 12 per cent of normal Protestants. 
This difference was not statistically significant, 
mainly because a very high proportion (81-91 
per cent) of both groups showed little religious 
activity. On the other hand, depressed Jews 
were significantly less religious than normal 
Jews (p > -o1): 41 per cent of the former 
compared to 12 per cent of the latter had a low 
degree of religiousness. Only 30 per cent of 
depressed Jews were highly religious, compared 
to 44 per cent of normal Jews. Thus, there is 


Taste VI 
Grouped scores on ethnic links 


Per cent scoring 
No. ———_____——- 
Low Medium High 





Depressed Jews! *.: 16 25 44 30 


Depressed Prot. .. 931 10 22 68 
Normal Jews ee 20 22 58 
Normal Prot. .. 69 10 19 71 
Depressed total .. 47 15 30 55 
Normal total IIO 14 20 66 
Jews os, Prot. (Dep.): = 5'79, d.f. = 2, 
a pP < 'I, >05 
Jews vs. Prot. (Norm.): x* = 2-38, d.f. = 2, N.S 


Dep. rs. Norm.: yi = 


Tasie Vil e 
Grouped scores on religiousness 
Per cent scoring 
No. — ————— 
Low Medium High 
Depressed Jews. N 46 41 z 28 31 
Depressed Prot. .. 71 go. -- 6 4 
Normal Jews .- 4l 12,2. 44 44 
Normal Prot. sx, J78 81 7° IR 


Dep. vs. Norm. (Jews): x’ = 9'22, df. = a, 
p< 


‘Ol 
Dep. os. Norm. (Prot.): x? = 3°18, df. = 2, N.S. 


evidence in our study that a loosening of 
communal bonds and/or a weakening of reli- 
gious behaviour is of particular relevance to 
depression among Jews in comparison te 
Protestants. It was shown earlier that paternal 
inadequacy too had a similar relationship to 
depression as a culture-linked variable. It is 
possible that all three variables associated with 
depression in our Jewish patients have a 
common origin. Such a hypothesis finds support 
in the findings that religiousness was negatively 
correlated (r = -—v+36) with paternal in- 
adequacy and positively associated (r = +--34) 
with ethnic links. In other words, a lack of 
religious activity tends to go with weak com- 
munal links and a history of inadequate fathers. 

Sanua (1959) found that ‘inner maladjust- 
ment’ seemed to increase in successive genera- 
tions of American Jews. Freed (1965) noted that 
a sense of social dysfunction and group aliena- 
tion (anomie) was negatively correlated with 
ethnic identification among American Jews. 
Krausz (1971) suggests that the modern British 
Jew is on the brink of being what Stonequist 
(1937) called ‘the marginal man’. This is some- 
one who is in a state of inner conflict because of 
dual cultural identification. Ruesch et al. (1948) 
believe that such a situation gives rise to mental 
stress. Rinder (1963) postulated that ambiguity 
of identity is a major source of stress in American 
Jews living in a predominantly Christian 
society. Perhaps the Jews who go over the 
brink into ‘marginality’ were those represented 
in our samples as relatively non-religious Jews 
with weak communal ‘bonds and a recollection 
of inadequate fathers who were particularly 
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vulnerable to depression. Herberg (1955), an 
American sociologist, has postulated that second- 
generation Americans, i.c. American-born indi- 
viduals with foreign-born parents, bear the 
brunt of being ‘double alienated, marginal men’, 
in comparison to their immigrant parents and 
to third generation Americans with American- 
born parents. About two-thirds of depressed 
Jews in East London have foreign-born parents 
(Fernando, 1966). Hence, the majority of 
Jewish depressives considered in our study are 
likely to have been second generation British 
residents—the very group which Herberg 
believes is most likely to be ‘marginal men’. 


CONCLUSIONS 


The findings described above point to the 
manner in which culture could influence the 
part played by familial and social factors in 
depressive illness. Depression among Jews had 
an overall similarity to depression among 
Protestants. Birth position, family size and 
childhood bereavement were not related to 
depression, and there were no significant inter- 
ethnic differences on these items. Depression 
was more likely to have occurred among the 
married compared to the single, except in the 
case of Jewish men. Maternal overprotection, at 
a feeling level, was significantly related to adult 
depression, but this factor too showed no inter- 
ethnic difference. Although paternal attitudes 
and communal bonds were not significantly 
different between depressives and normals as 
a whole, an increase of paternal inadequacy 
and a weakening of ethnic links together with 
a waning of religiousness seemed to be related 
to depressive illness among Jews, but unrelated 
to depression among Protestants. It is suggested 
that these three factors were linked to depression 
via the mental stress arising from marginality. 
Therefore, the inter-ethnic differences observed 
in our study may well be due to the minority 
status of Jews in British society, rather than to 
basic differences in the culture of Jewish and 
Protestant East Londoners. 
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- Factors Predictive of Outcome in Neurosis 
a. By ANDREW SIMS 


Summary 

A follow-up study was conducted on 146 patients, all the first admissions of one year with the 

diagnosis of neurosis, admitted as in-patients and day-patients to a hospital giving a general 

psychiatric early treatment service in Birmingham. Tracing exceeded 97 per cent. Various 

methods of treatment had been used. Patients were followed up with an interview at their , 
. home 12 yéars after discharge. There were two interviewers, a social worker and a psychiatrist. 

Assessment at follow-up was on a five-point graded scale in which contributions to the total 

outcome were made by the social and symptomatic state of the ex-patient. 

Twenty-six statistically significant predictive factors were found from the detailed initial 
information when a graded rating for total outcome at follow-up was compared with presence 
or absence of the factor. When individual factors were combined, unsatisfactory marital and 
sexual relationship, poor material management, unsatisfactory. social state, and unsatisfactory 
early environment were predictive of poor outcome. Tests for validity and reliability of the 


method were carried out. 


INTRODUCTION 


The planned follow-up of large numbers of 
patients has become the accepted method of 
study of the natural history of neurosis (Greer 
and Cawley, 1966) and also the most reliable 
method of assessment of the various forms of 
treatment. Ratings at follow-up from these 
different studies are not comparable, and 
' compilations of many different series of patients, 
- as, for instance, that of Eysenck (1952), can 
therefore have little meaning. 

There are several reasons why the ratings 
from different follow-up studies should not be 
comparable. First, the line between different 
categories, e.g. ‘recovered’, ‘improved’, etc. is 


- arbitrary. Second, different initial samples will 


clearly show large differences at outcome, e.g. an 
already very chronic group of patients had 
made little change at follow-up (Perley and 
Guze, 1962). Third, very different methods 
have been used in the conduct of follow-up 
studies with regard to number and selection of 
patients "in initial sample; types of patient 
selected, availability of data initially, method 
of tredtment and by whom; reliability of diag- 
nostic groupings;:length of interval between 
initial contact and follow-up; thoroughness of 
tracing; and method of follow-up. 


In this study, two devices have been used to 
try to increase the value of rating at follow-up. 
First, individual findings recorded at follow-up 
have been summed to give a global score, and 
patients have been graded for global score on a 
five-point scale at follow-up. Second, on a 
small ‘control group’ of presumed ‘normal’ 
people a follow-up study under similar condi- 
tions to the main group was carried out with 
the object of assessing the follow-up procedure. 
as an instrument for measuring symptoms and 
social disruption (Sims and Gooding, 1974). 
In forming the measure of total outcome, there 
is a loss of information in the process of con- 
verting human patients into digits (Eitinger, 
1950). Another disadvantage.is that one is 
calculating with disparate units. These are 
inevitable consequences of the: method. 

Follow-up studies are of valae.’both in deli- 
neating the nature of clinical syndromes and 
in the practical business of prognostication. 
Many follow-up studies indicate factors known 
initially which may be predictive of ultimate 
outcome. Of 80 studies, 32 described some 
factors as being predictive, as shown in Table I. 

Predictive factors may show an’ accidental 
association or they may have a causal relation-* 
ship with outcome. They may be true findings 
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TABLE I ° 
Factors found to be predictive of neurosis in review of literature 
Factors mentioned in 32 studies (71 separate mentions in toto) 
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which could not be anticipated, or they may be 
logical necessities, e.g. chronic conditions with- 
out remission are more likely to be unchanged 
at follow-up than either acute or cyclical condi- 
tions (Subotnik, 1972). Searching for predictive 
factors enables a more accurate and reasonable 
prognosis to be given for individual patients. 


METHOD 


The hypothesis that information in the case notes 
of patients treated for neurosis in hospital was 
predictive of prognosis was investigated. All those 
146 patients treated for neurosis as in-patients or 
day patients at Uffculme Clinic, Birmingham in one 
year (1959) were taken as the sample for this investi- 
gation. The clinic at that time was designated as an 
carly treatment centre within the National Health 
Service for patients with acute conditions (Harring- 
ton and Mayer-Gross, 1959), and findings for that 
time are not relevant for outcome of cases treated by 
present methods. The sample was considered to be 
characteristic of the more severe degree of neurosis 
requiring hospital admission (Sims, 1974). Neurosis, 
for the purposes of this study, was taken to include 
five diagnostic categories used in the clinic: ‘patho- 
logical and immature personality’ (16 patients), 
‘anxiety reaction’ (52), ‘hysteria’ (24), ‘obsessive- 
compulsive reaction’ (6), ‘neurotic depression’ (48). 

It was the intention to find out the outcome of 
subjects 12 years after treatment, and the best 
method of obtaining this information was considered 
to be by interview. This was carried out by a trained 
interviewer at the patient’s own home. 

Information was also obtained where necessary 
from other sources, e.g. patients’ relatives, general 
practitioners, hospital records, registrars of deaths, 
and coroners. It proved possible to trace 97 per cent 
of previous patients (Sims, 1973a). Mean duration 
of interview was just under an hour. Taking all the 
admissions of one year avoided sampling error. 
Three-quarters of the interviews were carried out 
within a period of five months, and the interval from 
discharge to follow-up was therefore 12 years+12 
months. 

The initial history information from 1959 was 
derived from a clinical summary, clinical notes, 
coded information on a punched card, results of 
investigations, nursing notes, social history, copies of 
letters to and from the hospital, prescription sheets, 
other forms. This history information was coded. 
Factors investigated for predictive value were selected 
for the following reasons: (1) they were claimed as 
such in previous relevant literature; (2) their intrinsic 
likelihood of being predictive; or (3) it was thought 
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interesting, without prior prejudice, to assess for 
predictivity. 

The follow-up investigation aimed to reveal 
morbidity and mortality from neurotic illness (Sims, 
1973b). Morbidity was considered to comprise: 
(1) neurotic symptoms and their treatment require- 
ments (internal environment); (2) social disruption 
(external environment). The internal and external 
environment were assessed at the follow-up interview. 
Subjects completed the Eysenck Personality Inven- 
tory—Form A, the Hysteroid-Obsessoid Question- 
naire (Caine and Hope, 1967), and a modification of , 
the General Health Questionnaire (Goldberg and 
Blackwell, 1970). As already mentioned, a global 
assessment of outcome (total outcome) was made on 
a five-point scale (Sims, 1974). The individual 
potentially predictive factors in the history informa- 
tion were then related to the total outcome, using 
the chi-squared test with one degree of freedom. 
Many factors are interdependent, but their relation- 
ships are not traced in this study. 

An attempt was made to achieve accuracy by 
obtaining a high tracing rate, detailed planning of the 
semi-structured interview, and use of optimum 
number and duration of interviews. The following 
tests were carried out for reliability and validity: 

(i) Follow-up of a control group of surgical patients 
as a method of assessing the validity of the follow-up 
procedure for recording the sequelae of neurosis. 

(ii) A study of the criteria which had been used for 
deciding whether a neurotic patient should be 
admitted or not, and a comparison with a sample not 
admitted. 

(iu) Psychiatrists assessed the prognosis from case 
histories of a sub sample, and their prognosis was 
compared with actual outcome. 

(iv) The patient’s account at follow-up was com- 
pared with the general practitioner’s case notes to 
check the reliability of the patient’s information. 

(v) Some patients were interviewed twice, by 
different interviewers, to check interviewer variation. 

(vi) Details of patients not followed up were com- 
pared with details of those who were, to see whether 
this had biased the findings. Se 


RESULTS 

When coded potential predictive factors from 
the initial history data were related statistically 
to total outcome at follow-up, results were 
found as shown in Tables II-XII. The symbols 
‘a’ and ‘a-+-12’ represent respectively the years 
of admission (1959) and follow-up (1971). 
Chi-squared tests were carried out with 1 d.f.° 
and are recorded when found to be more than 
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‘3°00, i.e. a marked trend. Probability is recor- 
ded; N.S. denotes not statistically significant, 
S.C. denotes cell size too small for statistical 
testing. 

Table IT: At the time of admission in 1959, of 
the sample of 146 patients, the mean age was 
33°7 years (S.D. 8-60). ‘There were 73 men and 
73 women. Marital status in 1959 showed 21-2 
per cent single, 74°7 per cent married, 1'4 per 
cent widowed, 2-1 per cent divorced and 0-7 


Tase I 
Demographic factors ( year a) compared with total 
outcome (year a+- 12) 
Proba- 
Factor x" bility 
p< 
Age NS 
Sex NS 
Marital state NS 
Social class—present occupation 
{of spouse if married woman) NS 
Social class—occupation of father NS 
Ethnic is iii T NS 
Religion NS 
Age of patient at marriage l NS 
Age of spouse at marriage . 10°52 O'OI 
Number of children NS 


per cent separated. Of the single patients, there 
were significantly more men than women. Social 
class by occupation for the sample (Registrar 
General, 1966) was: I and II, 13 per cent; 
Ill, 57 per cent; IV, 21 per cent; V, 6 per cent; 
Unemployed, 3 per cent. Of the whole number 
of patients 45°5 per cent were born in Birming- 
ham, 24-0 per cent within 15 miles of Birming- 
ham, 19:0 per cent in Great Britain more than 
15 miles from Birmingham, 9-1 per cent in 
Ireland; 1:7 per cent on the continent of 
Europe and 0-8 per cent in the West Indies. 
This was predominantly a working class group. 

Just over half of the patients were married 
between the ages of 20 and 24. When the age of 
the spouse at the time of marriage was between 
20 and 24, the outcome was significantly better 
for the patient. In 1959, 25 per cent had no 
children, 25 per cent 1 child, 20 per cent 2 
children, 15 per cent 3 children and 15 per 
cent more than 3 children. Religion was only 
recorded for in-patients; of these 66 per cent 
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were Church of England, 26 per cent Reman 
Catholic and 8 per cent other. 

Table III: The factor ‘Early environment’ 
summates the following four factors, all of 
which had trends in the same direction, i.e. the 
adverse conditions held a worse prognosis. 


Tase II 


Factors of development and early environment (a) 
compared with total outcome (a+ r2) 


Proba- 
Factor x7 bility 
p< 
Early environment—global assess- 
ment .. 3 ss ae 67i O'ol 
Disturbed relationship with 
parent(s) and/or disturbed 
parental behaviour . NS 
Parental deprivation under age 1 15 NS 
Disturbed PEARCE between 
parents . 5°51 0°05 
Unhappy childhood 3°80 0°05 
Sibling position NS 
Number of siblings NS 
Neurotic traits of childhood NS 
Education: school record NS 
Education: further education NS 


When the patient, at the time of, hospital 
admission, had described a disturbed relation- 
ship between his parents during his childhood 
or an unhappy childhood, prognosis was worse. 

Table IV: When patients gave a precipitating 
factor as the supposed cause of their neurotic 
illness, the length of time since this event did 
not predict outcome, but the nature of the 
event did. Where this ascribed cause was a 
sexual, marital, family or occupational problem 
of the patient, the outcome was worse; where the 
precipitant was a physical illness or injury of the 
patient, or death or ulness of a relative, prog- 
nosis was better. If the current neurotic illness 
had been present for more than six years before 
admission (20 per cent of the sample), the 
prognosis was statistically worse. Similarly, if 
the patient was aged under 20 at’the time of 
development of the neurotic illness (10 per cent 
of the sample) the outcome was worse. 

With the diagnostic categories used at 
Uffculme Clinic in 1959, ‘pathological and 
immature personality’ was found to be a 
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TABLE IV 
Clinical factors - compared with total outcome (a+ r2) 
| one 
% Factor oan x7 bility 
2 Pp < 
Ascribed precipitating factors of 
resent illness—time NS 
Ascribed precipitating factors of 
present illness—type 6-84 oor 
Length of present illness before 
4'62 0°05 
Age ‘at T ok of "present 
illness .- §°61 0°05 
Clinical diagnosis ; -» 9°56 O'OI 
Diagnosis—I.5.C.D. 1965 5.C,* 
Personality—I.5.C.D. 1965 5127 0°05 
Physical examination .. l NS 
Intelligence grading NS 
Physical investigations S.G.” 


* Cell size too small for statistical testing. 


significant predictor of bad prognosis. ‘Normal’ 


personality was found to be a predictor of more 


satisfactory outcome; numbers were too small 
to distinguish between the different types of 
abnormal personality in relation to outcome. 
Table V: The work record was found to be 
useful in prognosis. A conspicuously unsatis- 


factory work record over the three years pre- _ 


ceding admission was found in 1g per cent of 








TABLE V 
Work record (a) compared with total outcome (a+ 12) 
, Proba- 
Factor i x? bility 
p< 
Unemployed more than 3 months 
before admission .. . 4°60 0°05 
_ Frequent change of job .. 7°98 ool 
Services .. NS 
Work: conspicuously unsatisfac- 
tory record . .. I5°89  oO-001% 
Symptoms affecting work or house- 
work . NS 


patients, and. this was a highly significant 


predictor of poor outcome. More than two ' 


changes of occupation in the preceding three 

years constituted. ‘frequent change of job’. 
Table VI: No significant predictive factors 

were found in the area of home relationships. 
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TABLE VI- 


Home relationships (a) -r wiih total outcome 
(a+ 


- Proba- 
Factor bility 
I l p< 
Family: death or serious physical illness NS 
Family: conspicuously disturbed relation- 
ship .... iu is = oa NS 
Family: history of psychiatric disorder . NS 
Parent(s). showing cre gaia disturb- 
ance or personality . s4 NS 
‘Family; problems re children NS 


l. 

' Table VIF: Problems in the marital relation- 
-ship, with arguments, rows, feelings of lack of 
“warmth, extramarital relationships, separation 


or divorce carried a worse outcome. Fourteen 
per cent of patients described conspicuous 
behaviour or personality problems in their 
spouse, and this predicted a worse outcome. 
There was a trend for those not married who 
described problems in sexual relationships to 
have a worse outcome. 


Tase VII 
Marital and sexual relationship (a) compared with total 
outcome (a+ r2) 
Proba- 
Factor x? bility 
p< 
Obstetric, menstrual problems .. NS . 
Health of spouse .. = S.C. 
Problems in those not married .. NS 
Relationship with pee or co- 
habitee ; 4°13 0°05 
Sexual relationship with spouse « or 
cohabitee .. NS 
Sexual deviation . S.C, 
Conspicuous behaviour or per- . 
sonality problems of; poi T 27 0:01 
Previous marriage © 3s ALA S.C. 
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Table VIH: There were e 6È sidents with a 
criminal record, and at follow*up, 4 of these 
were in the worst grade of total outcome. 
Twenty-seven per cent of the patients in the 
sample had been referred for social help. 

Table IX: The absence of somatic symptoms 


‘(27 per cent of the sample) was associated with 


a marked trend towards good prognosis. For 


Tasrg VIII 
Material management (a) compared with total outcome 
(a+ r2) 

Proba- 

Factor ‘x? bility 
p< 
Crime S.G. 
Accommodation and finance 5'52 0'05 
Activities, hobbies, interests ge INS 
Social help 5123 0°05 


TABLE IX 
Symptomatic status (a) compared with total outcome 


(a+ 72) "i 
Proba- 
Factor x? bility 
p< 
Somatic .. 3°48 NS 
Psychological—affect TA NS 
Psychological—thought content . NS 
Psychological—perception, cons- 
clousness, memory .. S.G. 
BEE E NS 
Social symptoms .. ; 4:87 0:05 
Previous medical history NS 
Previous psychiatric history 3°35 NS 
Drug or alcohol abuse 3°53 NS 
Mental examination: appearance, 
behaviour, speech, thought .. 3°39 NS 
Mental examination: mood NS 


social symptoms, however, their presence (occur- 
ring in 37 per cent), with difficulty in mixing or 
talking, sensitivity concerning what people 
think about one, feelings that one is being 
talked about or looked at or that people 
are hostile, or fear of crowds, was a significant 
predictor of good prognosis. When abnormalities 
of appearance and behaviour had been ob- 
served (e.g. ‘appears agitated’, ‘looks unhappy’) 
there was a markes „trend towards a better 
prognosis 

Table X: Pëthiatric grounds for deciding to 
admit after initial out-patient interview were 
as follows: acute condition with severe symp- 
toms, observation and investigation required, 
psychotherapy and therapeutic milieu recom- 
mended, describes difficulty with travel, requires 
sqcial rehabilitation. Of these, admission for 
ease of giving psychotherapy carried a favour- 
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` Day patient or in-patient 


TABLE X 
Factors of referral and admission (a) compared with total 
outcome (a+ 12) 
_ Proba- 
Factor |... x? bility: 
4 p< 
Letter from general practitioner .. NS 
Clinical grounds for admission .. 4°16 0°05 
Referral to Uffculme Clinic since 
1959 .- .. B14 o'o 
. 14°87 


1 


.; able prognosis. The better outcome for patients 
= ‘selected for treatment as day-patients was 
‘highly significant when compared with in- 
’ patients. 


Table XI: Treatment with individual sup- 
portive therapy and large group or more 
intensive psychotherapy (34°3 per cent of the 
sample) produced a marked trend for better 
prognosis when compared with those who 
received physical methods of treatment. 


TABLE XI 
Factors of treatment r compared with total outcome 
a4- 12) 

Proba- 

Factor x" bility 
p< 
Duration of stay .. NS 
Type of treatment 3°15 NS 
Drug treatment .. X NS 
Experience of therapist . NS 


Table XII: When either the patient’s course 
during treatment or the state on discharge was 


Taste XII 
Response to treatment (a) compared with total outcome 
(a+ r2) 

Proba- 

Factor x? bility 
p< 
Nurses’ notes: value judgement .. NS 
Course with hospital treatment .. 4°52 0°05 
State on discharge S .. 5°55 0'05 
‘Non-attendance .. ais 12 4°51 0°05 
Follow-up . ee S.G. 
Number of letters from hospital ..-- 4°64 0°05 
Number of pages of notes sé 8'87 0°05 
Prognosis .. i wa. «» 10°02 Oo! 
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Predictivity of factors: numbers of factors at different levels of statistical significance ay eo 

AL a 
x? with 1 d.f. Probability less than Marked trend— Cell size too 

No marked “< - —— not statistically small for 

trend 0-00! OO! 0°05 significant statistical testing 
40 Q a 8 16 5 8 
| K ; Da = 79 
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nosis, as also with A failing to keep’ appointments | 
after discharge. Understandably, «a poor prog:- 
nosis given at the” time - of,idischarge was 
associated with a poor outcome, at follow- -up. 
Following the patient’s adniission and treat- 
ment, letters were always written- from the 
hospital, e.g. to the patient’: general, practi- 
tioner. Case notes were written on both sides of. 
foolscap sheets. Fewer letters or sheets of notes 
were associated with a better prognosis. 

In the tables above 26 of those 73 factors with 
cell size large enough for testing are found to 
be statistically predictive. The degree of 
significance of the different factors with regard 
to total outcome at follow-up is summarized in 
Table XIII. 

The four areas contributing to the social 
state in 1959 and also the symptomatic state can 
be studied from the initial history data by 
summing presence of the relevant factors 
described in Tables V-IX inclusive. When a 
similar statistical exercise is carried out on these 
factors combined, the following is found: 

Table XIV: The factor ‘social state’ was 
formed by combining the separate areas of 
work record, home relationships, marital ‘and 


Taste XIV 


Factors combined: presence of adverse factors (a) 
compared with total outcome, (a+ 12) 


. Proba- 

Combined factor x? bility 
p< 
Work record í 3°13 NS 
Home relationships .. 102 NS 

Marital and sexual relationship . . 14°23 O*O01 
Material management .. 8-09 O'OI 
Symptomatic state ` 2'85 NS 
Social state ; 8-23 O'OI 


- sexual relationship and material management. 


The presence of considerable disturbance in’ 
the area of marital and sexual relationship was 
found to be highly predictive of poor outcome, 
and other combined factors to a lesser extent. 
4 
DISCUSSION 
The predictivity of factors, i.e. their function | 
in predicting total outcome at follow-up depends 
upon (1) their frequent occurrence being 
associated with antecedence of a certain sort of 
outcome, (2) the possibility of their quantifica- 
tion, and (3) sufficient numbers for statistical 


‘testing. Predictivity is investigated in factors 


describing the initial clinical and social state, 
the early environment and the course before, 
during and after hospital treatment. 

At the time of hospital referral, patients often 
gave accounts of sexual, marital, family or 
occupational problems as being causative. There 
was often a feeling of loss of self-esteem described 
with these events which was not experienced 
when the precipitating cause was death or illness 
of a relative or physical illness of the patient. 

Abnormal personality, long duration of pre- 
sent illness, age under 20 at development of 
present illness, and diagnosis of pathological 
or immature personality were all predictive of 
poor outcome. These factors probably corre- 
spond to what psychiatrists’ ‘Weseribe as abnor- 
mality of personality. That” the’ assessment of 
abnormal personality made in suth a subjective 
and apparently arbitrary mannér-should show 
significant predictivity would súggést that if only 
its measurement could be more precise it 
would be very much more valuable. Chronicity 
is) understandably aaa o continuing 
chronicity. 

Diagnostic type of neurosis was not signifi. 
cantly predictive of prognosis. That the presence 
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of somatic symptoms held an unfavourable 
outcome reflects the poor prognosis with hypo- 
chondriasix Social symptoms (problems with 
mixing) tefided to disappear and held a 
favourable prognosis. Perhaps this is an’ area 
where the treatment of neurosis has been most 
beneficial, 

A poor relationship with spouse, and con- 
spicuous behaviour or personality problems in 
the spouse, are adverse circumstances that are 
likely to continue for the patient, and this is 
‘probably why the marital and sexual relation- 
ship was highly predictive. In a predominantly 
working class sample, for the age of spouse at 


marriage to be between 20 and 24 is both the 


statistical norm and the socially accepted ideal. 
. Younger marriage is often associated with a 
variety of family disturbances and older 
marriage may suggest the assortative mating of 
a less favoured pair. 


The group of patients with greatest social — 


disadvantage had the worst prognosis and 
were most likely to be referred for social help. 
Social factors summed were predictive to a 
greater extent than the symptomatic state 
because the social disturbance of neurosis 
tended to occur to a greater extent in chronic 
neurotics; it also tended to influence the 
subsequent social situation and therefore cause 
the continuation of social disruption. A severe 
symptomatic state occurred not only in severe 
chronic neurosis with a poor prognosis but also 
in severe acute neurosis with an external 
precipitant which might not recur. 

The patient’s description of his early environ- 
ment was found to be predictive as a global 
assessment, and also the contributory factors 
of disturbed relationship between parents and 
unhappy childhood. . 

Selection for. day, patient treatment and for 
psychotherapy% cattied 7 a better prognosis. 
Selection for social work help carried a worse 
prognosis. This.- was probably a feature of 
sample selection. rather than’ a finding on 
efficacy of treatmént methods.. That a large 
number of letters from hospital and more bulky 
case notes carried a worse prognosis implies only 
that the more severely disturbed patients who 
carried a worse“prognosis made more demands 
at the time of treatment, and this resulted in 


ee © ‘would’ like% 


6! 


more letters from hospital, longer case notes, a 
less satisfactory course in hospital, increased 
likelihood for referral for social help, a worse 
state on discharge and a more gloomy prognosis. 
It is hardly. surprising that these patients were 
more likely; to be non-attenders at follow-up 
appointments. 
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‘Parnate’/‘Parstelin’can lift 
depression faster than almost 
any other drug. In many 
isesimprovement can be 
observed intwoto three days. 
— ‘Parnate’ is indicated for 
s jous reactive depression, 
actable depression 
ar patients who have 
failed to respond to other 
drug therapy. 
` Foratypical depression, 
particularly associated with 
phobic anxiety, ‘Parstelin’ is 
like to be unsurpassed. 
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The old belief—that mental deterioration in the elderly is caused 

by impaired blood supply to the brain — has been exploded. ` 

A report in The Lancet reviewing world wide published evidence 
concludes that atherosclerosis does not cause mental 

deterioration and that the term "cerebral atherosclerosis’ is 
inaccurate and should not be used in this condition.’ The only 

rational way to reverse insidious mental deterioration is to treaty fe 5 
the real defect at source. Hydergine does precisely that. P 
Hydergine acts directly to improve cerebral metabolism. 
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-~ 1 Lancet, 2,207, 1974. Supplied as 
_ dehydrogenated alkaloids of ergot 
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INTRODUCTION 


course of research into the 
omosexuals routine EEGs were 
y patients with low convulsive 
lude them from treatment 
initial series of 28 homosexuals 
bnormalities related to organic 
EGs of the otherwise appa- 
atment seeking homosexuals 
narked overbreathing response 
€ been expected by chance. 
ided to investigate this in more 
to study the background activity 
of homosexuals in a more compre- 
way using a low>frequency analyser 
mparing it with a control population. 
ted that the previously described 
en homosexuality and definite 
lity (Silverman and Rosanoff, 
: Just the extreme of a general 
lomosexuals as a group might be 
e-minor changes of the EEG 
nity at large and the definite 
ich these authors had detected 
ison population where there 
€ rance of. _peganic cerebral 



















waves of low and medium amplitude appeared / 
-which were bilateral and symmetrical and mE 








siveness, 
damage. 

The EEGs were taken with a 6 channel 
Elema Schénader EEG machine using the 
10-20 electrode placement system. Routine 
EEGs (bipolar recordings) were taken 2—3 hours 
after a meal. Overbreathing (16-20 deep | 
breaths per minute, for 3 minutes) was carried 
out as well as photic stimulation. 

Thirt\-six ten second periods of artefa: 
EEG, with eyes closed, were simultaneous! 
corded on a two track Tandberg Eliot 64 Ee ta 
recorder from the temporal-post-temporal and ` 
from the parieto-occipital electrodes. The tapes 
were fed into a low frequency analyser an 
numerica! write out was produced showing the 
arithmetic mean of all frequencies (2—21 ejs} 
the mean abundance (amplitude xtime) of - 
each frequency and of each frequency. band — 
beta,, beta,, alpha, theta, delta and 
concordance (Bailey and Harding, 196 
ing, 1967). For further statistical ana h 
mean quotients of all frequency bands were 
calculated. As the abundances of the alpha and 
theta band from the parieto-occipital and 
temporal regions were very similar, only the 
latter were used. 

Visual assessment of the records was done 
blindly by one of us (R.P.). (Criteria of visual 
analysis are available from theauthorson request.) 

We classified EEGs as Grade I if they were 
absolutely normal with no slowing whatsoever 
during overbreathing; Grade II if there was 
some slowing during overbreathing either of 
the background activity or if runs of theta 





frank epilepsy and/or severe brain. o, ss 

























which persisted for less than 30 ‘seconds | a 
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end of overbreathing; Grade III (the 
: natare or ‘anomalous’ Fenton et al. (1971)) if 
they had persistent alpha variants or/and 







marked asymmetric response to overbreathing 


or which persisted for longer than 30 seconds 
after the end of overbreathing; Grade IV 
(abnormal) these showing definite localized 
abnormalities (focus of sharp waves or spikes, or 
spike and wave complexes) or bilateral bursts of 
spike and wave complexes, or polyspike and 
wave complexes. 


RESULTS 


Computer analysis: Using the Mann-Whitney 
U-test we found no significant difference between 
the arithmetic mean of all frequencies be- 
tween the homosexuals and the controls, nor 
between the mean alpha quotient, the mean 
theta quotient or the distribution of Kendall’s 
concordance. 

- Visual analysis: There was no significant 
difference in the background activity between 
-~ the two groups. Two homosexuals had alpha 
` variants, but none of the controls (not signifi- 
cant). There were no localized abnormalities 
or clear-cut paroxysmal abnormalities in either 
group but homosexuals tended to have a more 
marked overbreathing response than the con- 
trols (Table I). This was significant at p < 0°05 
when overbreathing responses persisting more 
than 30 seconds were considered but if all 
slowing, no matter how short-lived, during 





overbreathing was included then the difference 
between the two groups became more appare 
(p < 0-01). 


DISCUSSION 7 

Slow activity in the EEG in response’ 
hyperventilation occurred in a statistically 
significant greater number of homosex 
subjects as compared with heterosexual contro 
confirming the impression obtained from t 
uncontrolled series. For although overbreathin 
is not a well standardized technique und 
identical conditions there was no reason w] 
homosexuals should have overbreathed mo 
effectively than controls. 

An excess of slow waves was not found 5 
posterior-temporal or anterior-temporal region 
Hill, 1944, 1952 and Williams, 1969) probab 
due to the exclusion of habitually aggressivi 
personalities. 

Silverman and Rosanoff (1945) investigat 
55 homosexual prisoners with an age range 
17-43 (average 25:9); 51 per cent had abnor 
EEGs (i.e. Grade IV) but 71 per cent o 
population showed evidence of organic ct 
impairment and 56 per cent had psychot 
psychopathic features. They rated 23-6 per « 
of the EEGs as ‘bor derline’, equivalent to 
Grade III. But of 14 ‘normal’ recor 
showed an overbreathing response (Grade 
thus 44 per cent of their subjects would ha 
been rated Grade II or HI (Table H). : 


7 TABLE I 
EEG ouerbreathing responses of homosexuals and heterosexuals by grade and age 
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(73%) 27°6 
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hile not ignoring psychological factors, 
nm and Rosanoff concluded that an 
or early acquired abnormality of the 
logically functioning brain’, 
gute to the aetiology of homo- 
ney overlooked the high incidence 
je II and III type of EEGs, seen also in 
our series which similarly indicates an 
ation between homosexuality and minor 
variations. 
he relationship between overbreathing re- 
nses in EEGs and age was studied by Gibbs 
; 1943) who found in children aged 11-15 
ent with responses which we would have 
II and 38 per cent who had responses of 
iration (equivalent to our Grade IT). 
se responses have been considered indicative 
erebra immaturity as the incidence declines 
iage. Table I indicates that in our sample of 
xosexuals and controls overbreathing re- 
ponse was also age related. 
lomosexual behaviour, common in adoles- 
is recognized as a phase of normal deve- 
omer our findings indicate that the EEG 
th majority of ioe homo- 
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ı and Rosanoff’s findings in the EEG’s of homosexual prisoners with the initial (uncontrolled?) 
and controlled sertes of homosexual patients and heterosexual controls 
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Silverman Initial 
and uncontrolled Controlled ail 
Rosanoft series N mae Sema 
N = 55* N == 28 == 30 iN == 30 
x 3 (5%) 8 (29%) trI (37%) 22 (73%) 
iow! { Grade il and Grade 111) 24 (44%) 16 (57%) 19 (63%) 8 (27%) 
ial al (Grade IV) , 28 (51%) 4 (14%)** (0%) o (0%) 





ment with increased susceptibility to sexual 


trauma or seduction. 
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Periodical Melancholia 
Dr. William Suflet has observed that exercise, 
travelling, admonition and religious consolations 
only aggravate the psychical hyperaesthesia. 
Prolonged tepid baths and, above all, opiates, 
though only palliatives, often make life endurable. 
Other remedies may also be tried, as inhalations 
of ether, chloroform, nitrite of amyl, chloral, etc. 
New York Medical Record, 14th August 1875 








Indications , ah: 8 
-bryptizol is recommende: jin the teatme 
ee depression including that accompanied by : 
~“Tryptizol may be used successfully in depress that 
1S a manifestation of psychosis or neurosis, whether 
- endogenous or reactive in nature. Endogenous 
depression is more likely to be alleviated than are 
other Gepressive States. Tryptizol has an anxiety- 












reduc. 0 and sedative component to its action which is 

parts «iv Relpful in alleviating anxiety or agitation 

that of ,-Gmpanies depression. , 

it has sed with benefit in depressions of long or 

short ad and with a wide range of intensity. As 

with othe cheineiopente agents, all patients do not 
. respond i. 2 Same degree. Some patients respond 





file others may require up to 30 days to 






































brussive reactions and associated anxiety 
accompanying chronic iliness may be relieved by 
piy “Tryptizot 


ntra-indications 

ee: rgersitivity to. amitriptyline, concomitant use with a 
iy monoamine ‘oxidase inhibitor (see Precautions), during 
„acute recovery phase following myocardial 

_arction. See Usage in Pregnancy under ‘Precautions. 


ecautions 
bined use of antidepressants having varying modes 
of activity requires thorough knowledge of 
harmacology of all agents. Allow minimum of 14 days 
| l owing discontinuation. of MAO inhibitors 
z of Tryptizoll (Hyperpyretic crises, 
= and deaths have occurred when 
ants. and MAO! drugs were given 
` 4duce JTryptizol’ cautiously and 
-~ ati optimum response is achieved. 
“ used to treat the depressive 
sizophrenia, psychotic symptoms may 
used in manic-depressive psychosis 
@ manic phase may occur. Paranoid 
without associated hostility may be 
ch circumstances either reduce dose 
ad major tranquillising drug) 
kicide in depressed patients 
ent and until significant remission 
tient should not have easy 
es of the drug. 
of amitriptyline and 
jay increase the hazards of 
ld be limited to patients for 





swith history of seizures, 

ed intra-ocular pressure. 

a even average doses may 

supervise treatment in 

er ig _ seing thyroid medicatic, 

ranto Bles Cik netic drugs, including 
adrenaline combined wit: ¿anaesthetics (careful 

adjustments of dosage aré Fequired) and those who 

receive large doses of ‘ethchlorvynol concurrently. 

ii may enhance the response to alcohol and the effects 





of barbiturates or other CNS depressants. Alertness may 


- be impaired in some patients (activities made hazardous 
o by this diminished alertness should be avoided}. — 


efit. Lack of response may occur occasionally. 









AMittipa, we they BIOL: sive action of = 
guanethidiné or similarly ¢ vw COn p 15. x 
Discontinue amtripiyline severi] days Dufore Bective oi 
surgery. If possible. ALE 
Bath elevation and lowering of blood sugar levels haves 
been reported. Hee 


Not recommended for jeareeeud patients under 12 
years ot age. 

Safe use during pregnancy has not been established.’ 
Weigh benetits against possible hazards to mother ahd 
chid when administered to pregnant or possibly 
pregnant women and to nursing mothers. 


Side effects 


Note: Included in the listing which follows are afew _ 
adverse reactions which have not been reported with. 
this specific drug. However. pharmacological similarities. 
among the tricyclic antidepressant drugs require that 
each of the reactions be considered when amitriptyline . 
is administered. as 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitations. myocardial infarction, 
arrhythmias, heart block, stroke. 

CNS and neuromuscular: Confusiona! states, disturbed. 
concentration, disorientation, delusions, hallucinations, 
excitement, anxiety. restlessness, insomnia, nightmares, 
numbness, tingling. and paraesthesiae of the extremitie 
peripheral neuropathy, incoordination, ataxia, tremor: 
seizures. alteration of EEG patterns, extrapyramida 
symptoms. tinnitus n 
Anticholinergic: Dry mouth, blurred vision, deia č 
of accommodation, constipation, paralytic es ul 
retension, dilatation of urinary tract. 
Allergic: Skin rash. urticaria, photosensitisation, oed 
of face and tongue. 

Haematological: Bone-marrow depression including | 
agranulocytosis, leucopenia, eosinophilia, purpura, 
thrombocytopenia. ; 
Gastro-intestinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis. peculiar taste, diarrhoea, parotid | 
swelling, black tongue. Ae 
Endocrine: Testicular swelling and gynaecomasha in 
the male, breast enlargement and galactorrhoea in th 
female, increased or decreased libido, elevation or 
lowering of blood sugar levels. 

Other: Dizziness, weakness, fatigue, headache, weigh! 
loss Of gain, increased perspiration, urinary frequency: ; 
mydriasis, drowsiness, jaundice, alopecia. a 
Withdrawal symptoms: Abrupt cessation of treatment 
after prolonged administration may produce nausea, 
headache, and malaise. These are not indicative of 
addiction. 
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ne Compl aion in Women Undergoing Voluntary 
Sterilization by Salpingectomy 
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Summary 
women electing salpingectomy for contraception and their husbands were udea 
f structured interviews and questionnaires over periods of three months to two years, 
efore surgery. The post-operative follow-up was completed for 374 couples. The 
¢sondition was compared before and after operation for emergence of any symptorhs;". 
and whetHer there was any significant difference in frequency of intercourse or other sexual 
behaviour > ‘changes in sexual functioning, emotional adjustment and marital satisfaction. 
There was &vidence of adverse psychological and sexual changes but these were apparently of 
a mild nature. Eighty-three per cent of the subjects complained of various symptoms, pre- 
sumably of psychological origin; in 65 per cent sexual desire had declined, and 29 per cent 
had not-resumed intercourse. The mean score of psychiatric symptoms based on clinical 


ratings rose from 0'38 before to 4-35 after operation, which is statistically highly significant. 
Paradoxically’ satisfaction with the operation was expressed by 92 per cent of the subjects. 


3 
Jggrnopucrion 

In recent yeargavoluntary female sterilization 
(salpingectomy) Šas become an increasingly 
common method ‘of contraception in India. 
This trend was especially evident in the Baroda 
‘district (1973) in 1967-68, when as many as 
8,016 women underwent the operation, com- 
pared with 187 vasectomies for men. Several 
workers from diverse cultures have, however, 
reported that sterilization in both males and 
females is frequently followed by adverse 
changes in sexual and psychological functioning 
(Schwyhart and Kutner, 1973; Sawhney st al., 
1970; Gandotra and Das, 1972). For a country 
like India, where the majority of the population 
is illiterate, sterilization is no doubt the safest 
and easiest as\ well as. being the permanent 
method of contraception. In view of this it is 

important to try to determine the factors 
which influence acceptance or rejection of the 
method. ; 


ai i 
Subjects 
The present work is a prospective ER 
carried out on 500 couples after the wives had 


. & 


been scheduled for salpingectomy at three 
family planning centres in Baroda during the 
period from 1969 to 1971. As women in India 
are extremely shy about discussing sex, the 
husbands were also interviewed to make 
evaluation as complete and objective as possible. 
The criteria of selection were: willingness to 
participate in the study, and accessibility for 
follow-up. Out of 500 subjècts, 123 could not 
be obtained for follow-up, and a further 3 were 
excluded because they were suffering from 
physical disorders, leaving 374 for final analysis. 
These were in the age range of 20-42 years 
with a mean age of 33-6 years. 


Method . 

The subjects were inieeciewed: using a 
standardized structured format which became 
open-ended after the structured portion was 
finished. The interviews averaged about an 
hour for each subject. In designing the study, 
some features characteristic of the culture had 
to be taken care of. As most of the population 
in our country is illiteraté, self-administered 
rating scales like the MMPI are inappropriate. 
The subjects were asked to compare themselves 
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before, and a minimum of 3 months after, the 
operation for their functioning in psychological 
and sexual spheres. In addition they were 
evaluated clinically for emergence or activation 
of symptoms, and this was scored on a four point 
scale, viz. o = absent; 1 = mild; 2 = moderate; 
and 3 = severe. A mean score was obtained by 
adding up scores of all the subjects and dividing 
the total score by the number of subjects. Five 
socioeconomic classes were recognized, namely: 
Upper (I), Upper Middle (II), Middle (IID), 
Lower Middle (IV), and Lower (V), using 
the scales of Kuppuswamy (1962) and of 
Pareek and Trivedi (1964) for urban and rural 
population respectively. There were 1, 10, 82, 
251, and 30 couples from classes I, II, III, IV 
and V, respectively, 67 per cent being from 
class IV. The study did not involve a control 
group, as attempts to obtain a matched sample 
failed. It soon became apparent that women 
employing other contraceptive methods were 
either not using them continuously or else, 
compared with the salpingectomy subjects, 
were from higher socio-economic classes. 


RESULTS 


A. Pre-operative assessment 

The presence or absence of symptoms under 
categories of appetite, nausea, vomiting, ab- 
dominal pain, backache, headache, giddiness, 
generalized weakness, lethargy, loss of sleep or 
‘any other’—was checked clinically and scored. 
The maximum score was 11, but most subjects 
were free from symptoms (352 had o score). The 
mean score was 0°38. 


B. Post-operative assessment 

Of the 374. who completed follow-up, 327 
(88 per cent) were evaluated between 3 and 
6 months, 18 (5 per cent) between 7 and 12 
months, 28 (7 per cent) between 13 and 18 
months and only one at 24 months. 


I. Sexual behaviour 

(a) Resumption of sex relations. Only 4 
couples (1 per cent) had resumed sex one month 
after operation in accordance with the instruc- 
tions, whereas 260 couples (70 per cent) had done 
so between 14 and 44 months, and the remaining 
110 (29 per cent) were still abstaining. Among 


the reasons ‘offered for not resuming sex were 
fear of complications, doubts about the success 
of the operation, lack of desire, and physical 
complaints which had developed subsequent to 
operation, ` 

(b) Change in coital frequency. Compared 
with pre-operative frequency of intercourse, 168 
couples (45 per cent) reported lower frequency, 
72 (19 per cent) the same and only 24 (6 per 
cent) higher. i 

(c) Sexual problems. Twenty-three (6 per 
cent) of the 264 subjects, who had resumed sex 
experienced inability to perform with climax, 
and 31 (8 per cent) had developed frigidity. 


IT. Psychiatric adjustment’ , . 

Changes in psychiatric adjustment were 
assessed from the emergence or activation of 
symptoms from initial interview .to follow-up. 
A number of symptoms were reported, as 
summarized in Table I. Of the 374, only 60 
(17 per cent) had not developed any symptoms, 
the remaining 314 complained of various 
symptoms. The highest number of complaints 
in one subject was 9, with a mgan of 3:0 com- 


Taste I ; * 
Distribution of various post-operajive symptoms of 
tudents 


presumably psychological origin among the s 
= $74) 
Mild Moderate Severe Number 
Symptoms (score (score (score of 
= I = 2) = 3) subjects 
Nausea 25 4 6 35 
Vomiting 20 2 3 25 
Abdominal pain 79 10 24. 113° 
Backache 129 43 47 219 
Headache 106 15 27 148 
Giddiness 79 26 8 11g 
Generalized 
weakness 137 18 go 185 
Lethargy go 14 34 138 
Other symptoms 140 3 6 149 
No symptoms — -= — 60 
Total number 
of complaints 805 135 185 25 
Score .. 805 270 555 1,630 
Mean score .. — — — 4° 
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plaints per subject. When the subjects were 
scored the mean score was 4°35; this, when 
compared with a pre-operative mean score of 
0°38 by paired t-test, is statistically highly 
significant (p < -ooor). All the affected subjects 
were physically examined and investigated to 
make sure that there was no organic basis for 
their symptoms. 


ITI, Satisfaction with the salpingectomy method of 
contraception - 
The subjects were asked whether they were 
satisfied with the operation and would like to 
recommend the method to others; 344 (g2 per 
cent) were in favour, and only 30 (8 per cent) 
expressed regret over. théir sterilization. 
DISCUSSION 

Compared with other studies, the prevalence 
of adverse changes in psychological and sexual 
functioning foltnd here ‘appears to be high. 
Sawhney ¢ al. (i 970) found 4-8 per cent subjects 
of salpingectomy manifesting psychiatric symp- 
toms, incontrast to 83 per centin this study. Again, 
in comparison’gwith 65 per cent of the present 
study, Gandotra and Das (1972) reported 
decline in sex ‘desire in only 14-6 per cent. 
This could be «due to the fact that subjects 
generally express enthusiasm for salpingectomy 
after they have undergone it and that decline in 
sex drive is only observed if one looks for it. 

Though psychiatric manifestations occurred 
in 83 per cent, they were mild. Symptoms such 
as anxiety, depression, lack of interest, memory 
difficulties, were absent, though other studies 
have reported these symptoms (Sawhney et al., 
1970; Gandotra and Das, 1972; Fayette, 1972). 
Williams (1950), working in India during the 
Second: World War, found that Indian and 
British soldiers broke down in rather different 
ways: 52 per cent of the British psychiatric 
cases were anxiety states compared with only 
8 per cent of the Indian. On the other hand, 
among Indians hysterical reactions were much 
more common, comprising about 31 per cent 
of the breakdowns. Williams explained this on 
the basis that loss of face was the most important 
factor for Indians. To develop anxiety meant 
loss of face, whereas hysterical symptoms were 
face-saving. 
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The present study confirms the paradoxical 
finding that expressed satisfaction with “the 
operation can be concurrent with adverse 
psychological changes. It is an example of 
“dissonance reduction’ (Festinger, 1962; Ziegler 
et al., 1969), in which persons making a difficult 
decision tend afterwards to reassure themselves 
by focusing primarily on favourable considera- 
tions, ignoring or rationalizing contradictory 
evidence. This is also supported by the work on 
vasectomy. In various follow-up studies con- 
ducted in Asia, Europe, and the United States, 
over go per cent of the subjects expressed 
satisfaction with vasectomy as a contraception 
method (Dandekar, 1963; Ferber et al., 1967; 
Garrison and Gamble, 1950; Landis and 
Poffenberger, 1965; Lee, 1966). After operation, 
an understanding usually seemed to develop 
between husband and wife that it was important 
to have had the operation, and this was in 
apparent contradiction to the unexpected 
changes noted in sexual or psychological 
functioning. 
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INTRODUCTION 


Hyperprolactinaemia has been demonstrated 
by radiocimmuno-assay in patients receiving 
drugs of the phenothiazine group, irrespective 
of their route of administration (Bryant and 

_Greenwood, 1972; Frantz et al., 1972; Beumont 
-` et al., 1974). Galactorrhoea also may occur as 
a side-effect of the drug (Sulman and Winnik, 
1956). Evidence that elevated plasma pro- 
lactin levels promote the induction and growth 
of experimental rat mammary tumours (Pearson 
et al., 1972) has led some to advocate caution in 
the use of these drugs in patients with breast 
cancer (Palmer and Maurer, 1972). Therefore 
we believed it important to define the effect of 
long-term phenothiazine therapy on the circu- 
lating levels of plasma prolactin, and this has 
been done in a group of psychiatric in-patients. 


MATERIALS AND METHODS 

Ninety-four female psychiatric in-patients 
from eight wards of the Royal Edinburgh 
1 were selected for inclusion in the 
8 “Of these 69 had been on long-term 
therapy with drugs of the phenothiazine group 
for up to eight years; 49 were receiving thiori- 
dazine in doses ranging from 20 to 300 mg. 
dailg,, and 11 were taking chlorpromazine in 
dosts of from 50 to 200 mg. daily, while the 
remaining 9 patients were receiving a variety of 
eother phenothiazine drugs singly or in combina- 
tion.. Twenty-five patients not receiving any 
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z; Summary. Plasma A has been estimated in 69 psychiatric in-patientse 
” feceiving either, thio¥idazine (20-300 mg./day) or chlorpromazine (50-2007 
.<iig./day) or other phenothiazines. A homologous radioimmuno-assay was used 
ich depends on an antiserum to human amniotic prolactin. Prolactin levels 
e significantly increased in these patients compared with control patients, 
os aati were dose related. Simultaneous estimation of growth hormone revealed’ ~ `~ 
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drug therapy were used as controls. The ward 
nursing staff were asked to examine the breasts - 
of these patients during a routine bath for lumps 
or galactorrhoea. The examination included 
‘milking’ of the breast. 

A single blood sample was taken by vene- 
puncture from each patient. All blood samples 
were taken between 1000 hours and 1700 hours 
on the same day, this being the period of time 
when there is a plateau of low plasma prolactin _ 
levels as measured during studies of the citit- 
dian rhythm of the hormone (Nokin et al., 
1972; Sassin et al, 1972). The blood was 
received into lithium-heparin anticoagulant 
tubes and immediately placed on ice. The 
plasma was separated by centrifugation at 4 °C. 
and stored at —20 °C. for four weeks. 

The prolactin concentration was assayed by 
the Tenovus Institute in Cardiff. A homologous 
radioimmuno-assay system was used which 
depends on rabbit antiserum to human amniotic 
prolactin and iodinated human prolactin (Lewis) 
(Cole and Boyns, 1973). Growth hormone was 
assayed in 55 of the samples by the method 
similar to that of Schalch and Parker (1964). 
Prolactin results are expressed in mAmp./ml. 
of the MRC standard (71/222) (2 mAmp.= 
o:o2mu:=Ing). Growth hormone results are ex- 
pressed in U/ml. of the MRC standard (66/217). 


RESULTS ` 
Circulating prolactin was detected in all 94 
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plasma samples. The mean plasma prolactin TABLE I 
(+5.E.) of the group of 25 control patients was u Prolactin 
17°9+2:7 mAmp./ml. That.of the 69 patients Age in years m.Amp/rml. 
under treatment was significantly higher No. Mean-+-S.E. Mean+5S.E. 
(55°0-+5-°3 mAmp./ml., p < 0'001). _ of mean of mean 
The mean plasma prolactin values of the OOOO O00" 
groups receiving thioridazine and _ chlorpro- Controls se 25. 79313 3779827 


mazine were not different (Table I). When thioridazine ` 
the patients receiving thioridazine were sub- 20—300 mg./day 49 74°941°3 50°8+4°7 
divided into three groups according to dose, a= 


Sad 3 - Chlorpromazine 
aes dose-related effect emerged (Fig. so-soomg.jday it okre 60-516 





CONTROL LOW MEDIUM HIGH 
SO esa PATIENTS (13) (24) (12) 
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Fic. 1.—Mean, iplus or minus one standard error of mean, and range of plasma prolactin in control women and those 
receiving various doses of thioridazine. The difference between control and low (20-30 mg.) and medium (40-80 mg.}» 
and between medium and high (>80 mg.) dose groups were significant at the level of p = 0:01-0:02, 
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Growth hormone was detected in all but one 
of the samples assayed. The mean value 
(+S.E.) of the control group (12) was 19°6-+8-6 
#U/ml., while that of the phenothiazine group 
(42) was 8-8-+2-1 wU/ml. The high level of 
the control group is due to one patient having a 
value of 100 wU/ml. and two 40 pU/ml. These 
findings confirm that phenothiazines do not 
stimulate growth hormone secretion. 

Three patients in the group were found by the 
nursing staff to have breast abnormalities. One 
with suspected galactorrhoea (not confirmed by 
us on subsequent examination) was 89 years old. 
She was receiving chlorpromazine 100 mg. daily 
and had a grossly elevated plasma prolactin 
(115 mAmp./ml.). One patient had had bilateral 
mastectomies (1942 and 1958) for carcinoma; 
this was before she began phenothiazine treat- 
ment. A third had a retracted nipple but no 
evidence of underlying breast disease. 


DISCUSSION 


Patients with psychiatric disorder are often 
treated for long periods with phenothiazine 
drugs. In this study we have confirmed, using 
a homologous radioimmuno-assay, that such 
treatment results in persistently elevated plasma 
prolactin levels. Individual patients, however, 
may show variations from day to day. This may 
be due to failure to take the drug, for example 
by hoarding, a practice well recognized amongst 
these patients, or to the need for a particular 
dose being unnecessary. The level of elevation 
of the plasma prolactin level in these patients is 
directly dose-related. 

Although the group was small, there was no 
evidence of breast cancer amongst those studied. 
The low incidence of galactorrhoea in those 
rather elderly patients (mean age 73'2+1'22 
years) confirms the findings of other workers. 
Both Hooper (1961) and Apostolakis (1972) 
found that the incidence of galactorrhoea during 
administration of phenothiazines was high 
during the reproductive period of life and fell 
in the post-menopausal period. Presumably 
oestrogens also are required .for the initiation of 
lactation in these patients. 

There is no doubt that hyperprolactinaemia 
has an important promoting effect on DMBA- 
fnduced mammary tumours in rats (DMBA is 
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7-12-dimethylbenzanthracene). Recently we 
have reported that their incidence in three 
strains of rat is related to the basal prolactin 
levels, those rats with the highest incidence of 
tumours also having the highest prolactin 
concentration in the plasma (Boyns et al., 
1973a). No such relationship has yet been 
uncovered in humans. In two separate studies 
we have found that women with breast cancer 
have normal circulating prolactin levels (Boyns 
et al., 1973b; Wilson et al., 1973). 

The incidence of breast cancer in females 
with psychiatric disorder has been reported as 
normal (Katz et al., 1967); we have no evidence 
to suggest that it is increased in those receiving 
phenothiazine therapy. 
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introducing Redeptin. 
A new approach to the treatment 
of schizophrenia. 


‘Redeptin’ provides a new approach to the 
treatment of schizophrenia. An inherently 
long acting, potent neuroleptic which has 
few side effects, and is effective for 
approximately seven days, when given by 
injection. 

‘Redeptin’ is given in the active form, 
is long acting and does not rely on 
hydrolysis after an injection to release 
active drug. Its action in each patient is 
remarkably reproducible. 

Once dosage has been titrated its 
therapeutic effect should be predictable 
week after week. 











3 Redeptin’ fluspir ‘ene IS a aia. ope of a new ea of 
compounds which are essentially different from the phenothiazines, thioxanthenes 
and butyrophenones. Unlike these drugs ‘Redeptin’ acts almost entirely on the 
central dopaminergic system so it is likely to cause fewer autonomic side effects 
and less sedation. There are also few extra-pyramidal symptoms with ‘Redeptin: 
Given by intramuscular injection ‘Redeptin’ is slowly and continuously 
absorbed over a period of about seven days. Once titrated its action should be 
reproducible week after week in the same patient. 









tre rapyramidal s sym eae if they Occur, 
are limited to the first two days E 


: There eare e few extr rapyramidal symptoms with ‘Redeptin’ but if they do occur they- : 
-will usually appear after six hours and disappear within forty-eight. So antiparkinson- 


ism therapy if ne- Jed, can-be anticipated and will not normally be required after 





the second de This re s that the timing of treatment can be planned so that 
: Pyramida; symptom 0 not occur when the ‘ames Is unattended 


A double blind trial demonstrated that side effects are fewer and more predictable 
: with ‘Redeptin’ than with fluphenazine enanthate (2). 


10 (4) Mean total 


i ‘Score of side effect rating scale 











oe Redeptin may oe given early in the acute phase. It can bring about a £ sign 
_ reduction in. hallucinations, delusions and autism, and thinking becomes moe | 
realistic. As the patient improves, the mildly alerting property of Redeptin n' increases _ 
- co-operatio lon and working capacity Interest and initiative are also increased. - 


Close control of therapy è č & 


B cause ‘Redeptin’ is given every week close control of thi 
— achig ieved. Dosage can be adjusted weekly and therefore | 
This should result in earlier discharge from hospital. oe 
— For day hospital patients or outpatients the predictability of extrap ramida — 
- -symptoms is a special benefit because treatment can be planned to a 

a of these symptoms ini when it is inconvenient. A 






























O cli “em = trials in more than 1,500 patients have demonstrated thee 
f 'Redepti in: In aa it has been commended for its easier manag err 


)@ it distinguishes itself by a high neuroleptic potency, very good 
ychotic efficacy and a characteristic uniform effect, not only wi reg 
ychot ceffectbutalso to theextrapyramidalandlon: eri nefac 














Action 

‘Redeptin’ (fluspirilene) is a major tranquil- 
lizer of the diphenylbutylpiperidine group 
with a mildly alerting action. It is slowly 
absorbed after intramuscular injection. 
Detectable blood levels are reached within 
4 hours of injection, and the antipsychotic 
action usually lasts for about a week, with 
arange of 5 to 15 days. 

Indications 

‘Redeptin’ is recommended for the treat- 
ment of schizophrenia, and has proved 
especially useful for maintenance therapy. 
it is of particular value in patients who are 
unreliable in taking oral medication. 
Dosage 

Adults only: The recommended starting 
_ dose is 2 mg a week by intramuscular 


a injection; this may be increased by 2 mga 






¿week according to response. The main- 
tenance dosage for most patients is from 
~ 2to8mgaweek, but some may require up 
to 12 mg a week. Dosage none not 
exceed 20 mg a week. 

Administration: Before administration the 
container should be shaken well. | 
Adverse reactions Be. 
When side effects occur, they are usually 
limited to the first two days after injection: 
Extrapyramidal reactions, especially 
dyskinesia and akathisia but also tremor 
and salvation, may.occur within 6 to 12 
» hours after injection and usually disappear 
within 48 fours they can normally be con- 





a trolled by reduction of dosage or by the use 
of anticholinergic antiparkinsonism d rugs. 
~ Other reactions reported include fatigue, 


upper gastro-intestinal symptoms such as 
nausea and vomiting, drowsiness, insom- 
nia, restlessness, excitement, anxiety, head- 
ache and sweating. There have also been 
occasional reports of blurred vision, mild 
hypotension, dizziness, rash and EEG and. 
ECG changes. Ina small number of patients 
side effects may become progressively 


cation as attacks may be precipitated, 
Use in pregnancy l 

Although there is no evidence from animal 
studies to suggest that ‘Redenti in’ has 
embryotoxic effects, drug treatment should 
always be avoided during pregnancy 
unless essential, especially during the first 
trimester. 

Contra-indications 

Do not use in patients who have suffered 
uncontrollable adverse effects during 
previous treatment with any - 
piperidine derivatives. 

Overdosage _. 

In the unlikely event of accidental over- 
dosage, signs and symptoms are likely to 
be predominantly extrapyramidal, possibly 
with some excitation. Treatment would 
consist of supportive and symptomatic 
measures. Extrapyramidal symptoms 
should be treated with a barbiturate, or in 


, more severe cases parenteral diphen- 
- hydramine or amore potent anticholinergic 
~antiparkinsonism drug. The long-acting 


properties of the presentation should be 


‘borne in mind, 


Pharmaceutical precautions 
Redeptin’ ampoules and vials should be 
Stored at room temperature and protected 
from light. 

Legal category 

For prescription only. 

Presentation 

Each ampoule or vial of ‘Redeptin’ con- 
tains an opalescent white aqueous sus- 
pension containing 2 mg fluspirilene in 
each 1m. 

Redeptin’ ampoules, each containing 
either 2 mg fluspirilene in 1 ml or 6 mg in 
3 mi, are available in boxes of 10. 
‘Redeptin’ vials, each containing 12 mg 
m i in 610 are available | in packs 






more marked over a period of weeks or = = =  Q002/005¢ 


months; these signs of accumulation can 
be eliminated by omitting one in . or 
weekly injections. oe 
Cautions era 
Patients who drive or operate m 
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Depression ng ii versus: Pure Depressive Disease: 
we Some: Further Data 
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" By G. WINOKUR, R. CADORET, M. BAKER and J. DORZAB 


In a recent letter to this Journal, Galdi (1974) . 


stated, “Through what is . . . a genetic approach 
‘to classification, Winokur and associates... 
reported the isolation of two subtypes of uni- 
polar depressive disorder differentiated by age 
of onset and ‘contrasting family history pattern.’ 

These subtypes (Winokur, 1974) are termed 
depression spectrum disease (early-onset; most 
likely female; familial alcoholism and/or anti- 
social personality) and pure depressive disease 
(late onset; equally “male or female; little 
familial alcoholism and/or antisocial person- 


ality). 


Galdi raiséd two methodological i issues. The. 
morbid risks in the previous studies were per-. 


Morbid risks in first-degree sibs were calcu- 


lated using the Weinberg abridged method 


- (Stenstedt,: 


R, 


formed using the same risk period for both the .. 


early-onset and late-onset depressives. If there , 
‘number of individuals passing through that 


are two separate illnesses, using the same 


morbid risk period (15—60 years of age) would 
be inappropriate. Presumably the early-onset ' 
. probands’ (<40 years) was 15-40 years and 


relatives should have an age of risk 15-40 years 
and the late-onset relatives 40-60 years. 
Further, Galdi states that, ‘the ultimate test of 
the validity of this typology is conclusive 
evidence supporting coggfftion between age 
of onset in ill relatives ang: probands. To answer 
these criticisms we haye ss aaa the original 
data in the way suggested by Galdi. 


SUBJECTS AND METHODS- 

The data are the result of a large family 
study of too rigorously diagnosed depressive 
probands (Winokur et al., 1971; Baker et al., 
1971). All bipolar patients were excluded. 
Information was obtained on the primary 
relatives; 24 mothers, 17 fathers, 27 sisters, 
24 brothers, 20 daughters and 17 sons were 
personally examined. The data in this paper 
deal with parents and siblings of the 100 pro- 
bands and reflect material obtained from all 
*sources (family study, family history, records). 


1952). Morbid risk or disease 
expectancy “jg an estimate of the probability 
that a relative will develop the disease in 
question at some time or another during his 
life if he survives the period of risk for the 
disease. The PRSE abridged formula is as 
follows: -~ 2 


; a 
M.R. = ————___ 
b—b,—1/2 bm 

In: the ‘formula a is the number of affected 
individuals: b; the total number of family 
members; a the number of individuals who 
have not feached the risk period and bm, the 


period. ‘Adopting. the suggestion of Galdi, the 
risk period for the relatives of early-onset 


for the late-onset probands (>40 years), 
40-60 years. Alcoholism and ‘sociopathy were 
added to the depressions in some of the calcula- 
tions. No change in number of people at risk 
was made, as both alcoholism and sociopathy 
are conditions which start before the age of 40. 
Thus, in the case of the early onset probands 
no change would occur; in late onset probands 
the number of people at risk would increase. 
Differences would be magnified rather than de- 
creased. Age of onset of depressed first-degree 
relatives was compared with age of onset of 
depressed probands to determine if these were 
correlated. 


RESULTS 


The depression risks for all parents and sibs 
(Table I) is higher in the early-onset group but 


‘not significant. However, female relatives of the 
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early-onset group of probands have a much 


« 
ra 
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TABLE I 
Morbid risks for depression in parents and sibs of early 
(<40) and late (> 40) onset depressive probands 





# 7# Morbid 
Num- at de- risk 
ber risk pressed PA 

Early onset 
Mothers 54 51I 12 23°5 
Fathers 54 49 4 8° 
Sisters 42 28 8 28'5 
Brothers 37 24 3 12°65 
Mothers and 

sisters 96 79 20 25°3 
Fathers and 

brothers.. 91 79 7 9°6 
All parents 

and sibs 187 152 27 17°8 
Late onset 
Mothers 46 45 6 13°3 
Fathers 46 40 5 12°5 
Sisters 74 60 9 150 
Brothers 81 65 9 19°8 
Mothers and à 

sisters * 120 105, 15 14°3 
Fathers and ... i 

brothers 127 105 14 ? 13'939 
All parénts f 

and sibs 247 210 29 13°8 


higher risk than do the female relatives of late- 
onset group (x? = 3°56, d.f. = 1, p N.S.). The 
finding which does reach statistical significance 
is the comparison between male and female 
relatives in the early-onset group. Mothers and 
sisters have a risk of 25-3 per cent for depression, 
fathers and brothers 9-6 per cent. The difference 
is significant ( x? == 5:39, d.f. = 1, p < +025). 
A similar comparison between male and female 
relatives in late-onset group reveals that they 
are almost exactly equal. 

Table II gives the material for three illnesses: 
depression, alcoholism and antisocial per- 
sonality. The differences are quite striking. This 
difference is important as it shows that the 
familial illnesses differ qualitatively in the two 
‘kinds of depressives. Regarding alcoholism and 
‘antisocial personality (using the same number 
of relatives at risk), one finds that 23 parents 
and sibs in the early onset group have these 
illnesses as opposed to 5 in the late onset 
probands (x? = 29-09, d.f. = 1, p < +005). 


Tass I 
Depression, alcoholism and antisocial personality in 
parents and sibs of early onset (< 40) vs. late onset 








(> 40) depressive probands 
# of 
parents Propor- 
and sibs #i1** tion ill 
at risk* 
Early onset (N = 54) 152 50 32:9% 
Late onset (N = 3) 210 34 16°1%T 





* Number at risk = s number at risk for the two’ 
groups for depression. 

** Of the 50 ill in the E.O. group 27 are depressed 
and 23 have either alcoholism or antisocial per- 
sonality; of the 34 ill in the L.O. group ag are 
depressed and 5 have either alcoholism or antisocial 
personality. 

t Difference between proportion ill in E.O. as. 
L.O. (x* = 13°80, df. = 1, p < +0005). 


The breakdown of probands to relatives is: 
early-onset : early-onset 15 (8); early-onset : late 
onset 12 (8); late-onset: late-onset 23 (10), 
late-onset: early-onset 6 (1). The numbers in 
the parentheses refer to proband : parent com- 
parisons only. From the all-sources data the ages 
of onset of depressed parents and sibs are com- 
pared with the ages of onset of their specific 
probands. Using the material for parents and 
sibs together there is an association ( x? = 5°84, 
d.f. = 1, p = <-025). The late-onset have far 
the larger association. 

The material for the parents is equally striking 
but does not reach the statistical significance 
(x? = 3°24, df. = 1, p = N.S). 

ncerning the personally interviewed 
material for the early-onset probands, 16 
fathers, 21 mothers, 11 brothers and 12 sisters 
were examined; for the late-onset probands 
there were one father, three mothers, 13 brothers 
and 15 sisters personally examined. For the 
early-onset probands, 53 parents and sibs were 
at risk and 11 were depressed (morbid risk = 
20°7 per cent). In the late-onset group 23 
parents and sibs were at risk and 4 were 
depressed (morbid risk == 17-4 per cent), 

In the interviewed material, however, of the 
53 people at risk for the early-onset group 8 
(15° per cent) had depression or alcoholism. 
In the late-onset group, 23 people were at risk” 


_ 
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and one had depression or alcoholism, 4-0 per 
cent. Though there is a four-fold difference, 
this is not significant (x? = 0-89, df = 1, 
p = N.S.). The trend is obviously i in the same 
direction of the findings in the entire ‘all 
sources’ material. 

We evaluated the association of age of onset 
in personally examined depressed relatives and 
probands. For the early-onset probands 6 
depressed relatives became ill under 40 and 
five became ill over 40; for the late-onset group, 
one relative became ill under 40 and three 
over 40. 


Discussion 

By changing the risk periods to those suggested 
by Galdi, we find that familial affective disorder 
is greater in early-onset than in late-onset 
probands, but the difference does not approach 
significance. Familial alcoholism and socio- 
pathy is significantly greater in early-onset 
probands than in late-onset probands. Affective 
disorder in families of early-onset probands is 
significantly higher in female than in male 
relatives; it is equal in male and female relatives 
of late-onset probands. The definition of pure 
depressive disease is supported by the fact that 
in the late-onset proband there is a marked 
association of the age of onset of a parent or sib 
and the age of onset in the proband himself. 

Methodologically, one might question that 
the differences between early-onset (under 40) 
and late-onset (over 40) probands are the result 


of the fact that more parents were examined in 
the early-onset group. This criticism is weakened 
by the fact that the differences are as striking 
for the siblings as for the parents, and the 
siblings are contemporaneous with the pro- 
bands. Also, one might question whether social 
events, i.e. prohibition, may have differentially 
affected families of early and late probands. 
This is answered by the fact that similar findings 
have been reported in six studies (Winokur, 
1974) and at least one of the studies deals with 
family data which predated prohibition. 
Because of the controversies in the reactive- 
endogenous and the neurotic-psychotic dichoto- 
mies, it would appear that a typology of pure 
depressive disease vs. depression spectrum 
disease based on familial differences could be of 


significant value. 
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Models of Mania: An Individual Case Study 


By D. R. HEMSLEY and H. C. PHILIPS 


Summary 

A longitudinal study of a single case of manic-depressive psychosis investigated the relationship 
between psychiatric ratings, reaction time and two measures of autonomic activity. Measure- 
ments were made on 1g occasions over a five-month period. The number of slow responses on 
the reaction time task increased with increasing depression. Manic periods:appeared not to be 
characterized by a slowing of responses, but rather by an increase in the number of premature 
responses, i.e. those made to the warning signal. A derived performance index discriminated 
over the complete range from severe depression to severe mania. G 

Increased depression was associated with lower heart rate resting levels, and increasing 
mania with increased skin conductance levels. An increased frequency of slow reaction times 
was significantly associated with lower resting heart rate. Skin conductance measures ccrrelated 
significantly with the number of premature responses made on the reaction time tasks. Some 
differences in the relationships emerged when data obtained during the administration of 
lithium were included in the analysis, 

The results are discussed in relation to both the bipolar and the continuum models of 
manic-depressive psychosis. The latter model is not supported by the present investigation, 
since manic episodes were not characterized by a more severe departure from normality than 


depressive episodes on either the number of slowed responses or autonomic measures. 


INTRODUCTION 

On the basis of clinical observations it would 
seem reasonable to hypothesize differences in 
the level of activation (or ‘arousal’) correlated 
with changes in mood state in cases of manic- 
depressive psychosis. The prediction would be 
that variables reflecting changes in activation 
level would show increments during mania 
and decrements during depression, the degree 
of mood shift affecting the clarity of this rela- 
tionship. This hypothesis is consistent with a 
bipolar view of the disorder (e.g. Silverman, 
1969). Changes in activation or arousal might 
be monitored in various ways and it is not clear 
that such measurements all reflect a single 
arousal continuum. 

It has been found that reaction time can be 
used to monitor activation level. Stimuli which 
are known to affect the level of activation, 
e.g. drugs, fatigue and motivational differences, 
have frequently been reported to influence 
reaction time, though there are some ambiguous 
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findings (Teichner, 1954; Woodworth and 
Schlosberg, 1954). However, it is possible that 
optimum levels of activation interact with task 
complexity to produce an ‘inverted U’ relation- 
ship between activation and reaction time. 

Activation levels may also be monitored with 
the help of changes in psychophysiological 
responses mediated by the autonomic nervous 
system and the central nervous system (Duffy, 
1973). Although the intercorrelations between 
these measures on a single occasion are not high 
(Lacey, 1956), it is well established that they are 
indicative of changes in activation (Duffy, 
1973). The degree of intercorrelation between 
systems depends on a number of factors, such as 
problems of measurement, individual differ- 
ences, homeostatic mechanisms, and possibly 
psychosis (Claridge, 1967). 


Reaction time and manic depressive psychosis 


The relatively gross changes in behavioural 
activation found in manic-depressive psychosis 
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might show either a linear or an inverted U 
relationship with simple reaction time (Figure 
Ai, Bi). Court (1968, 1972) has proposed a 
third alternative, suggesting that the beha- 
vioural manifestations of mania and depression 
may be superficial and not necessarily of aetio- 
logical significance. Court puts forward a 
continuum model of manic-depressive psychosis, 
with mania a more severe departure from 
normality than depression (Figure Ci, Cii). 
His arguments are based on clinical, biochemical 
and psychological data. Although he has 
brought together a mass of data, some of his 
conclusions seem faulty (Silverman, 1969). 
Simple reaction time has been shown to bear a 
close relationship to the degree of severity of 
illness and to changes in clinical state (Court, 
1964; King, 1969). Court’s model suggests that 
hypomanics and manics should, as a group, 
be slower than normals and depressives. This 
was confirmed in his 1968 study which com- 
pared normals and depressed and manic 
patients on a simple reaction time task, with 
preparatory intervals ranging from 1 to 16 
seconds. These results were criticized by 
Silverman (1969) on the ground that some of 
the depressed group had shown no manic 
episodes and might therefore have been suffering 
from a genetically distinct form of depression 
(Winokur and Clayton, 1969). As Court him- 
self points out, a study which remains to be 
carried out to confirm the continuum model is 
the repeated testing of a group of patients at 
differing points along the continuum. 


Psychophystological measures and manic-depressive 
psychosis 

Court (1968, 1972) also draws on psycho- 
physiological data from studies of skeletal 
muscle and EEG reactivity to support his model 
of manic-depressive psychosis (Whybrow and 
Mendels, 1969). The latter authors hypothesize 
an unstable state of the central nervous system 
leading to a disorganized hyper-reactivity in 
depression which is even worse in mania. The 
implication of this view is that there is a dis- 
sociation of mood state, behavioural indices 
of activation and psychophysiological measures. 
The data they review on skeletal and C.N.S. 
indices do in part support this view; however, 


other data on psychophysiological responses 
mediated by the autonomic nervous system 
need to be considered. There appear to be no 
recent studies of the psychophysiology of manic- 
depressive psychosis, but there is general 
agreement that in depression there is a signifi- 
cant reduction in basal sweat gland activity, 
i.e. low skin conductance (8.C.) (Lader and 
Wing, 1969; Noble atid Lader, 1971a). Re- 
duced spontaneous fluctuations were also rela- 
ted to retarded depression. Less clear-cut 
results have been found for the cardiovascular 
system. Noble and Lader (1971b) found pulse 
rate unchanged after ECT in a group of de- 
pressed patients, although forearm blood flow 
was found to be lower prior to ECT. Lader and 
Wing (1969), however, found a trend towards 
higher basal pulse rate in a group of retarded 
and agitated depressives, compared with nor- 
mals, though the difference was significant only : 
for the agitated depressives. 

Hence’ Court’s model is not fully supported 
by the data from autonomically mediated 
responses, which are more consistent with 
bipolar models (Figures Aii, Bu). However, 
Court (1972) does accept the possibility of some 
low arousal measures in mania and depression 
if Claridge’s view (1970) is correct and the 
psychoses are characterized by a dissociation 
of arousal measures. Only with data collected 
during mania can the issue be further clarified. 


Aims of present study 

The usefulness of the individual case study in 
psychological research has been discussed by 
Shapiro (1966). He has distinguished between 
the observation of particular detailed configura- 
tions of behaviour and the observation of rela- 
tionships between different kinds of phenomena. 
The present longitudinal study investigated the 
relationships between mood change, reaction 
time and autonomic indices (Skin Conductance 
and Heart Rate) over a number of cycles in a 
single case of manic-depressive psychosis. 

Three possible sets of relationships were 
suggested by the literature, referred to from 
now on as A, B and C. G corresponds to 
Court’s continuum model, A and B represent 
variants of the bipolar model. The alternatives 
are illustrated diagrammatically. Model A 
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predicts that responses will be faster than 
normal in mania, and slower in depression. 
A similar relationship is predicted for auto- 
nomic measures, i.e. arousal higher than normal 
in mania and lower during depression. Model B 
suggests that both depression and mania will 
result in slower responses than normal, but no 
clear prediction is made as to the relative speeds 
in mania and depression. Autonomic indices 
are considered to relate to manic and depressive 
episodes as in Model A. Model C predicts 
reaction time in mania to be longer than 
reaction time in depression, which will itself be 
longer than reaction time in normality. Auto- 
nomic measures should parallel these changes. 
The three models suggested do not represent 
all the possible relationships between the 
variables under consideration. The present 


* Courts model is not explicit in predicting which 
arousal measures might increase in depression and mania, 
and which might decrease. However, the measures are 
expected to deviate from normality in the same direction 
for both depression and mania, 
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investigation is a pilot study of the relationship 
between these variables in manic-depressive 
psychosis. 


METHOD 
The subject 

The patient investigated was a 27-year-old man 
with a history of marked mood swings between 
depression and mania. The cycle had begun four 
years previously following a suicidal attempt. During 
his depressive periods, he showed depressed mood; 
he occasionally felt suicidal, but was most charac- 
teristically apathetic, retarded and extremely drowsy. 
When hypomanic he showed flight of ideas, elation, 
distractibility and constant restless movements. He 
had no hallucinations or delusions, and his cognitive 
state was unimpaired. The swing between the two 
moods was relatively fast and reliable, showing a 
periodicity of about four to five weeks. During in- 
patient treatment at the Maudsley Hospital he was 
diagnosed manic-depressive psychosis—circular type 
(2963). 

Treatment had included antidepressants, pheno- 
thiazines, lithium carbonate (‘Priadel’), haloperidol 
and ECT. No marked clinical improvement had 
been achieved, except with ECT. When a course of 
ECT was given in a depressive phase it appeared to 
break the cycle for 2 to 3 months, during which time 
the patient appeared stabilized. ‘The patient was first 
seen during such a post-ECT period. At this time 
both the psychiatrist and the patient himself felt that 
he was close to his own ‘normal’ level. 

During the assessment period to be described, the 
patient was being given orphenadrine for a residual 
Parkinsonian tremor, night sedation, and occasionally 
haloperidol to control hypomanic episodes. Lithium 
was recommenced during the last few weeks of this 
study. Because of possible effects of this drug on the 
study, the results have been analysed both with and 
without those occasions when lithium was being taken. 


Procedure 

During a five-month period, the patient was seen 
on nineteen occasions, at which times mood ratings, 
reaction time and psychsphysiological data were 
collected. On three occasions during this period 
psychophysiological data could not be collected, so 
that only the two other measures were obtained. 
This loss was due to technical problems unrelated to 
the patient’s clinical state. On each occasion the 
patient completed the reaction time task. This was 
followed immediately by an assessment of the psycho- 
physiological variables. The patient then had an 
interview with his psychiatrist, who completed the 
observer rating. 
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Measures 

Psychiatric rating : The rating was on a 7-point scale: 
severely depressed, moderately depressed, slightly 
depressed, normal, slightly manic, moderately manic, 
severely manic. This was as used by Coppen et al. 
(1971). The rating was made independently on each 
occasion of testing by one of the authors and by the 
consultant psychiatrist in charge of the case. The 
inter-rater reliability of the scale (rank correlation 
coefficient) was 0-92; this was considered sufficiently 
high for only one set of ratings to be used in the 
subsequent analysis of the data. 

Although the selection of this case was influenced by 
the relatively unambiguous periods of mania, nor- 
mality and depression, it can be argued that the use 
of two unipolar scales for depression and mania 
would have been more appropriate to allow for the 
recording of mixed clinical states. 

Reaction time: The task was a simple reaction time 
experiment with a light as a signal. The warning 
signal was a tone delivered through headphones. 
The preparatory interval varied from 50 m.secs to 
950 m.secs. Inter-trial intervals ranged from 5 to 9 
seconds. Each session consisted of 110 trials. There 
was a reaction time ceiling of 450 m.séc. built into the 
apparatus; the measure of slowness taken in this 
study was the number of trials in which this ceiling 
was equalled or exceeded. It was felt that a more 
elaborate analysis of the reaction time data was 
unjustified in view of the relative crudeness of the 
psychiatric rating. However, the measure does not 
distinguish between ‘slow’ and ‘omitted’ responses. 
A measure of premature responses was also obtained; 
this represented a response to the warning signal 
stimuli rather than to the signal itself. 

Psychophysiological measures: The psychophysio- 
logical measures taken were H.R. and $.C. during 
basal state recordings (10-minute period of no 
stimulation). It was found impracticable to assess 
responsivity to stimulation, in addition, for the 
following three reasons. During depressive periods, 
little if any responsivity could be found to fairly 
intense tones. Lader and Wing (1969) report similar 
difficulties with retarded depressed patients. Re- 
peated testing over a number of months led to an 
added confusion: habituation of responsivity. Finally, 
there were large practical problems of keeping the 
patient seated with electrodes and earphones on for 
more than 10 minutes within a hypomanic phase. 
All in all, it became necessary to assess only resting 
data, 

The actual measures (S.C. and H.R.) were chosen 
for their relevance to previous work on depression, 

eease of measurement, and well-documented associa- 
tion with changes (increments and decrements) with 
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variations in activation. Psychophysiological assess- 
ment followed the reaction time task immediafely, 
and involved a minimum of 15 minutes of seated. 
resting behaviour. After the electrodes to assess H.R. 
and S.C. had been attached, the patient was asked to 
remain as still as he could. Ten minutes of resting 
data was then recorded. An attempt was made to 
assess responsivity to tones by presenting a series of 
auditory signals (1,000 Hz, 85 Db, 1 sec. duration) in 
a sequence approximately 60 secs apart. However, as- 
mentioned previously, phasic data proved impossible 
to assess. On two occasions the patient pulled off his 
electrodes and headphones during the recording 
period. 

Sweat gland activity was assessed by utilizing’ 
silver-silver-chloride electrodes attached to the palmar 
aspect of two fingers on one hand, and recording skin 
resistance on a Grass polygraph throughout. The data. 
were sampled at onset and at the end of the ten 
minutes of basal activity. These scores were then 
converted into log skin conductance units. Thus two 
scores were obtained in each session. The number of, 
skin conductance fluctuations were also counted 
during the first minute and the last minute of the 
ten-minute resting period. The criterion of a fluctua- 
tion was that used by Lader and Wing (1966). 

H.R. was assessed by means of a plethysmo- 
graph attached to the ear lobe. The pulse signal 
produced was converted into a running histogram of 
heart rate. The data for analysis were selected in the 
following way. The highest and lowest heart rate 
recorded in a 10 sec. epoch at onset and immediately 
preceding the end of the ten-minute resting period 
were assessed. Consequently four scores were derived 
for each session: the highest and lowest heart rates at 
both onset and end of the basal period. 


RESULTS 


Reaction time, premature responses and 
psychiatric ratings 

Fig. 1 indicates the mean number of reaction 
times more than or equal to 450 m.sec. (N) at 
each point on the psychiatric rating scale. 
Fig. 2 indicates the mean number of premature 
responses (P), i.e. responses to the warning 
signal, at each point on the psychiatric rating 
scale. 

As can be seen, it appears that the frequency 
of slow responses is related to the depressive 
mood swings, whereas the premature responses 
vary with the hypomanic episodes. The small 
number of observations at each point on the 
rating scale precludes an analysis of differences 
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between mood levels. The correlation between 
rating and N, over the fifteen drug-free sessions, 
is —0:36 (n = 15, NS). This is in the direction 
of increasing frequency of long reaction times 
with increasing depression. If the last four © 
sessions, during which the patient was receiving 
lithium, are included, the correlation rises to 
--0'60 (n = 19, p < 0-01). 

The correlation between premature responses 
(P) and mood ratings is significant, whether or 
not one includes the final four trials. With 

me, a eT #200 +3 ë n= «15, r = +0°84 (p < 0-oor), and with 
n = 19, r = +0°81 (p < o-oor). Thus 


+ 


Psychlatric rating increasing mania is significantly associated with 
the occurrence of premature responses. 
Fig. r. It appears therefore that the reaction time 


index (N), marks the depressive range, whereas 
the premature responses are influenced by 
mania. A derived performance index was 
calculated to discriminate over the range from 
severely depressed to severely manic. This 
index (X) equals (N —2o0P) +200. The mean 
performance index at each mood level is 
indicated in Fig. 3. The correlation between X 
and the psychiatric rating over the 15 drug-free 
sessions was —o°81 (p < o-oo1) and —o-86 
(p < 0-001) when the last four sessions (with 
drugs) are included. The relationship between 
a4 0 + +2 +3 the performance index and the psychophysio- 
logical measures is discussed below. 
savcmiatrie rating It can be seen that Courts model is not 
clearly supported by this data, although one 
must obviously be careful in generalizing from a 
single case study with such a limited number of 
observations. Further, one could argue that N 
is not a pure measure of reaction time, but 
rather a behavioural measure, the bipolarity 
of which Court does not dispute. However, N 
was greater during the depressive swings than 
during the manic episodes. The clearest rela- 
tionship to the manic episodes was shown by the 
number of premature responses made. However, 
one might argue that if the patient, during a 
manic phase, was consistently responding to the 
warning signal, then the number of slow 
responses might not be a valid measure of 
reaction time to a light stimulus. This appears 
Psychlatric rating not to have been considered in other studies of 
reaction time in mania which make use of a» 
Fio. 3. warning signal. 


Fig. 2. 
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Psychophysiological measures 

H.R., reaction time, and psychiatric ratings: Four 
measurements of heart rate were taken during 
the ten-minute resting period. Using a corre- 
lated t-test, no significant’ differences were 
found between either the estimates of highest or 
lowest heart rate in a comparison of the levels 
found at the beginning and the end of the rest 
period. There was no evidence to suggest an 
adaptation of basal level during the rest period. 
As a consequence, it was felt to be justified to 
utilize one of these measures of heart rate m 
the further analyses, and the lowest heart rate 
at the onset of the rest period was selected for 
this purpose. The results are presented for the 
14 drug-free sessions because, as will be dis- 
cussed later, lithium appeared to have a marked 
effect on the psychophysiological measures. 
The correlation between heart rate and psy- 
chiatric ratings over the fourteen sessions is 
-+-0°67 (n = 14, p < 0'01). Thus increasingly 
severe depression ratings are associated with 
lower heart rate resting levels. Unfortunately, 
over the 14 sessions of recordings, the patient 
showed more mania than depression, and 
consequently there are not a similar number of 
readings at each rating point. Fig. 4 indicates 
the mean heart rate level at each of the rating 
points. It may be that the significant correlation 
is due predominantly to the drop in heart rate 
with depression. Unfortunately, the insufficient 
number of readings makes a formal test of this 
suggestion impossible. 

Looking at the relationship between the 
heart rate and the measures of reaction time 
(N, P and X), the only significant correlation 
is between heart rate and N (r = —°68, 
p < 0-05). An increased frequency of slow 
reaction time is associated with lower resting 
heart rates. Neither the correlation of heart 
rate and P (r = :37, N.S.) or of heart rate 
and X (r = —'41, N.S.) reached significance. 
It would appear that the heart rate is primarily 
responsive to the depressive mood phase. The 
small rise in heart rate over the manic phase is 
insufficient to give a significant correlation 
between heart rate and premature responses 
associated with mania, and consequently the 
derived score that reflects both depressive and 
manic phases. Inclusion of the drug data 
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results in all the significant correlations re- 
ported above being lost. It seems possible that 
the drug normalizes the heart rate or reduces 
the variance of its responsivity. 

Electrodermal activity, reaction time, and psychiatric 
rating: A comparison of basal log conductance 
levels of electrodermal activity at the beginning 
and end of the rest period shows no significant 
change (t = 1°711, N.S.). No adaptation of 
basal level is evident during the rest period. For 
this reason onset electrodermal activity readings 
were selected for use in further analyses. 

Electrodermal activity correlated significantly 
with psychiatric ratings (r = +68, p < 0-05). 
Consequently, it appears that as psychiatric 
rating increases so does the log conductance 
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84 
level (Fig. 5). The correlation of electrodermal 
actwity and the number of 450s (N) is not signi- 
ficant (r = —:15, N.S.). However, when the 
electrodermal activity is correlated with P, a 
significant relationship emerges (r = ‘57, 
p < 0-05). Thus increased premature respond- 
ing (itself associated with manic mood stages) 
is related to increased log conductance levels. 
On the other hand, the derived index (X) 
correlates negatively with electrodermal activity 
(r = —:59, p < 0:05), thus log conductance 
levels decrease while X values increase. As X 
values rise with depression (Fig. 3), this result 
is entirely consistent with the above findings. 
Over all, it appears that electrodermal activity 
is more affected by manic mood states than by 
depression. This may in part be a function of 
the unequal data points at each rating interval, 
which led to more positive mood assessments 
_ than negative mood assessments. 

When the drug data are included, a different 
picture emerges. Although the correlation with 
the ratings persists (r = +57, p < 0°05), the 
relationships between electrodermal activity and 
both P and X disappear (r = +22, N.S., 
r = —-37, N.S. respectively). However, a 
relationship with N emerges (r = —'59, 
p < 0:05). This amounts to the following: as 
the frequency of slow responses increases log 
conductance levels fall. It appears that the 
drug effect was not to eliminate differential 
responses, as it did with H.R., but rather to 
attenuate the electrodermal activity during 
mania and bring out its responsivity to de- 
=, pression. This can be in part explained by the 
fact that the only extreme depressive recording 
(—3) occurred during the drug-taking period, 
‘and thus would not be included in the prior 
calculations. 

The data on spontaneous fluctuations of 
electrodermal activity during the basal period 
are disappointing. There was a significant 
increase in fluctuations in the last period of 
rest compared to the first (t = 2-237, p < -05). 
This occurred only when drug-free data were 
used, the significance being lost when the drug 
data were included. However, no significant 
correlations were found between either measure 
of spontaneous flucturations and any measures 
of reaction time or psychiatric ratings. 
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Heart rate and electrodermal actinty: A positive 
correlation (r = +58, p < 0-05) between heart 
rate and electrodermal activity was found in 
the drug-free state. Thus the increased heart 
rate was related to increased log conductance. 
This is what would be expected from an arousal 
framework, and is substantiated by the signifi- 
cant correlated between both increased heart 
rate and increased log conductance and high 
mood states. Both psychophysiological variables 
responded to differential mood states, and there. 
was no evidence of any dissociation of these two 
psychophysiological measures. 


DISCUSSION 


The results indicate that for this patient the 
number of slow responses is greater during 
depressive phases than during normality. Manic 
periods appear not to be characterized by an 
increased number of slow responses, as would 
be predicted from model C, but rather by an 
increase in the number of premature responses. 
It also appears that the number of slow responses 
is much the same during manic episodes as 
during normal periods (Fig. 1), although the 
limited data make a statistical test of significance 
impossible. The reaction time data are consistent 
with model B, if one suggests that the normal 
state is at a position X on the curve at a less 
than optimal arousal level and the manic 
episode at a position Y above the optimum. 
The disadvantage of such an inverted U model 
is its ability to explain most sets of data, depend- 
ing on the points chosen. It may be that more 
extreme levels of arousal during more severe 
manic episodes would produce a slowing of 
responses relative to normality as predicted by 
model B. A more complex reaction time task 
might show more clearly an optimal level of 
arousal for fast responding, as suggested by 
Yerkes-Dodson’s law (Yerkes and Dodson, 
1908). 

The psychophysiological data are consistent 
with the few relevant studies in the literature on 
depression (Lader et al., 1969; Noble et al., 
1971a and b). Both heart rate and electrodermal 
activity show the expected increments in level of 
activity associated with increased mania, and 
consistent with increasing arousal. Thus these, 
data support either model A or model B, but 
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not model C. As different predictions of 
autonomic arousal were not made for models 
A and B, the psychophysiological data can 
merely add evidence against model C. In 
addition, the significant relationships between 
the two psychophysiological measures, and 
between each one and both reaction time 
measures and psychiatric ratings, give no 
evidence of any dissociation of arousal measures. 
An interesting result that emerges is that the 
two autonomic measures may well be specifically 
sensitive to separate aspects of the total mood 
swing. Though they are significantly correlated, 
H.R. appears more affected by the depressive 
phase while S.G. is more affected by mania. 
It is hoped that these types of specificities will be 
followed up in future research, as they lend a 
new complexity to the problem of ‘autonomic 
response specificities’. These conclusions ignore 
the complications imposed by the introduction 
of drugs because of the difficulty that resulted 
in ruling out artificial inhibitory drug effects. 
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‘Criminality as a Prognostic Factor in Opiate Dependence 


By P. T. ORBÁN 


Summary z 

The relationship between criminality and the outcome of treatment was investigated in opiate 
addicts attending a drug dependence clinic. A comparison was made between the criminal 
records of 33 male and 7 female patients who came off drugs and a control group of 29 male 
and 10 female patients who remained addicted. In male patients, the extent of criminal 
involvement (as measured by the number of previous convictions on entering treatment) failed 
to discriminate between those who subsequently achieved abstinence and those who remained 
addicted. In the small sample of female patients the control group more often had a criminal 
record and had more previous convictions. These results were in keeping with a previous study 
of female addicts. 

The findings suggest that there is a sex difference in the relationship between criminality 
and the prognosis for addiction. In male addicts criminal involvement has no significant 
influence on the outcome of treatment and previous convictions are not a helpful guide to 


prognosis, whereas in female addicts a criminal record is of more adverse significance. 


INTRODUCTION 

During the past decade a number of studies 
have shown that drug dependence in Britian is 
commonly associated with delinquency (Scott 
and Willcox, 1965; James, 1969; d’Orban, 
1970; Cockett, 1971; Noble et al., 1972). These 
studies were concerned with young drug users 
in remand homes, remand centres and prisons. 
More recently Gordon (1973) has emphasized 
the high incidence of court convictions in a 
non-penal sample of patients attending a drug 
dependence clinic. It is therefore of interest to 
determine whether involvement in delinquency 
has any bearing on the prognosis of drug depen- 
dence. The opportunity arose to investigate the 
relationship between delinquency and prognosis 
for addiction by utilizing data from a follow-up 
study by Oppenheim et al. (1973) of patients 
attending a London drug dependence clinic. 


PATIENTS AND METHOD 
The patients were opiate addicts who 
attended the clinic as out-patients and were 
prescribed methadone. Their characteristics are 
described in the original study by Oppenheim 
et al. (1973). They commenced treatment 
between January 1968 and May 1970. In May 


197I a comparison was made on a number of 
variables between the first 40 patients who 
came off drugs, but remained under follow-up 
by a social worker, and a control group of 40 
patients chosen by taking the next patient 
registering after each individual in the success- 


-fully treated group and still attending the clinic 
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for methadone maintenance. At that time the 
successfully treated group (S.T.’s) had been off 
opiate drugs for an average period of 20 months, 
with a range from 6 to 35 months. The study 
found no clear differences between S.T.’s and 
controls, and none of the variables examined 
offered a guide to prognosis. One of the variables 
on which the groups were compared was anti- 
social behaviour, but the number and type of 
offences were not specified and no criminal 
records were available for confirmation. 

In the present study, the data were re- 
examined 2} years later, and a comparison 
was made between the criminal records of the 
two groups. Since the aim was to determine 
their potential prognostic value, previous con- 
victions were counted as those occurring before 
the patient’s first attendance at the clinic; 
convictions after starting treatment were re- 
corded separately. : 
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RESULTS 

At the time of the present study the patients 
had been under treatment or under continued 
follow-up for a further 24 years, i.e. in all for 
3% to 5 years since their first attendance at the 
clinic. During the 24 year period of additional 
observation 8 patients in the original S.T. 
group relapsed, 9 patients in the control group 
came off drugs and 2 patients died. The final 
S.T. group consisted of 33 male and 7 female 
patients, and the control group of 29 male and 
- 10 female patients. One male patient known to 
have a history of convictions whose criminal 
record could not be traced was omitted from 
the study. 

Table I shows the time relationship between 
convictions and clinic treatment, and the 
number of offenders. In male patients there 
were no notable differences between the two 
groups. In female patients there was a tendency 
for fewer patients in the S.T. group to commit 
offences, but the numbers were small and the 
difference was not significant. 

Table II compares the mean number of 
convictions in the two groups. Whereas in 
male patients there was no difference between 
the groups at first attendance, in females the 
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S.T. group tended to have fewer convictions 
but the difference was not significant. In both 
sexes there was a tendency for fewer patients 
in the S.T. group to commit offences after 
starting to attend the clinic, but again the 
difference did not reach significance. 

The pattern of offences committed by male 
patients before and since first attendance is 
shown in Table III. There was little difference 
in the pattern of crime between the two groups: 
in both 8.T.’s and controls, drug offences and 
offences against property accounted for two- 
thirds of all convictions. However, significantly 
fewer patients in the S.T. group were involved 
in drug offences before treatment (x? == 6°37, 
d.f. 1, p <o-o2). Contrary to expectation, an 
increase in drug offences occurred in both 
groups after they entered treatment, and drug 
offences then replaced offences against pro- 
perty as the commonest form of crime. The 
increase was particularly marked in the S.T.’ 
group, so that after patients entered treatment 
there was no significant difference between the 
number of drug offences in the two groups. 

Criminal activity did not always cease in 
patients who came off drugs. Thirteen male 
patients in the 5.T. group (39 per cent) were 


TABLE I 
Convictions in relation to clinic treatment 
No No con- Convicted Convicted 
criminal victions at first since first since off 
record attendance“ attendance drugs 
No. (%) No. (%) No. (%) No (%) 
Males S.T. (N = 3 6 (18 10 (30) 4 lrg 13 (39) 
Controls (N = 29) 4 (14 9 (31) 5 17) = ee 
Females S.T. (N = 7) 3 aao s GO r p8 2 
Controls (N = 10) 2 (20)* 3 (30 I 10 — — 
* x7 = 1-033, d.f. 1, N.S. 
TABLE IT 
Mean number of previous convictions 

At first attendance Since first attendance 

Mean (S.D.) Mean (S.D.) 

Males S.T. (N = 33) 3°48 ee 1+ 79* i *96) 

Controls (N = 29) 3°24 (4°36 3-00" 3°50) 

Females S.T. (N = 7) 1-00** ean 1°50 (1 ths 

Controls (N = 10) 3°12** (3°81 2°37 (2'12 
* t= 1°68, N.S 
s ** t == 1:026, N.S 
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Tase ITI 


Patterns of offences in male addicts 


(a) Successfully treated group (N = 33) 


Before treatment 


Since treatment 


Type of offence No. (%) of No. (%) of No. (%) of No. (%) of 

offences offenders offences offenders 

(N = 15) (N = 23) (N = 59) (N = 19) 
Drugs .. 18 (16) 6* (26) 26 (44) 13 (68) 
Property 57 (39) 17 E 17 (29) 13 (68) 
Violence e? ee 5 4 4 (17) 8 (13) 6 Be 
Car-theft and driving .. 29 (26) 10 (40) 6 (10) 5 
Suspected person, vagrancy 3 a 3 (13) o X o, (o 
Sex Sy ai a 2 1) I (4) I z I (5) 
Other ı (i) t. (4) 1 (2) 1 (5) 
Totals 115 (100) 59 (100) 

* x' = 6:37, d.f. 1, p < 0-02 
(b) Control group (N = 29) 
Before treatment Since treatment 
Type of offence No. (%) of No. (%) of No. (%) of No. (%) of 

offences offenders offences offenders 

(N = 94) (N = 20) (N = 87) (N = 19) 
Drugs... 7i sig 19 (20) 14* re _ 40 oe 16 (84) 
Property re = 44 eh 12 (60 31 (35 12 (63) 
‘Violence se ae 1o (10 6 a 6 x 5 (26) 
Car-theft and driving .. 12 (13) 7 135 4 5 3 (15) 
Suspected person, vagrancy 4 (5) 2 (10 5 5 (26) 
Sex zs oa ae 2 (2 I (5 O o o (o) 
Other .. a Os 3 (8 2 (10 I (1) i (5) 
Totals g4 (100) 87 (100) 


* x' = 6-97, d.f. 1, p < 0-02 


convicted of offences after completing treat- 
ment; their pattern of offences is shown in 


«. Table IV. Drug offences continued to account 
for.the majority of convictions, but only 2 of the 
‘zr drug offences involved opiates. 


TABLE IV 
Pattern of offences in male addicts after drug withdrawal 
No. (%) of No. (%) of 


Type of offence offences offen 
(N = 30) _ (N = 13) 

Drugs... II (37) 7 (54) 
Property 10 (34 9 E 
Viorence T 6 ca 3 (23 
Car-theft and driving .. 2 (6 2 (16) 
Suspected person and 

vagrancy .. . 0 (œ) o A 
Sex oss af © «3 I 7) 
Other .. se .. 0O (o o (o) 
Total g0 (100) 


DISCUSSION 

Clinical experience suggests that patients 
attending a drug dependence clinic are often 
involved in illegal activities without coming to 
official notice. Though court convictions may 
not be a reliable indicator of criminality, the 
number of convictions provides the only 
objective and easily quantifiable measure of 
the extent and duration of criminal involvement. 
Previous convictions are known to be a good 
predictor of future delmquency (Mannheim 
and Wilkins, 1955). In a follow-up study of 
delinquent female opiate addicts in Holloway 
Prison (d’Orban, 1974) previous convictions 
were found also to have a significant inverse 
relationship to subsequent abstinence from 
opiates. This finding suggested that previous 
convictions might be a significant adverse 
prognostic factor in opiate dependence and 
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that they might prove a useful predictor of poor 
response to treatment. However, the Holloway 
study was concerned with an atypical group, a 
sample of female addicts on remand or sen- 
tenced to prison or borstal. The present study 
is concerned with a more typical group of 
addicts: predominantly male patients attending 
a drug dependence clinic. In this study the 
findings in male patients do not support the 
hypothesis that previous convictions are of 
value in predicting response to treatment. At 
the time of their first attendance (when a guide 
to prognosis would have been helpful) 19 of the 
62 male patients (30 per cent) had no criminal 
record, In patients who did have a record of 
crime, the number of previous convictions at 
first attendance failed to discriminate between 
those who subsequently achieved abstinence 
and those who remained addicted. In their 
pattern of crime, the only significant difference 
at first attendance was in the number of drug 
offences, which were less frequent in the 
successfully treated group. 

The number of female patients in the sample 
was small and the differences in criminality 
between the groups did not reach significance. 
Nevertheless, in contrast to male patients 
women in the control group more often had a 
criminal record and they had substantially 
more previous convictions at first attendance 
than the women who responded to treatment. 
This is in keeping with the results of the 
Holloway study, which found that the prognosis 
in female addicts was significantly worse in 
those who were more seriously delinquent. 

The findings of the present investigation and 
the results of the previous study of female addicts 
in Holloway suggest that there is a sex-difference 
in the relationship between criminality and the 
prognosis of addiction: in male patients a 
history of delinquency has no significant 
influence on the outcome of addiction, whereas 
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in female patients previous convictions are of 
more adverse significance. A possible reason 
for this difference may lie in sex differences in 
the aetiology of antisocial behaviour. Female 
delinquents are known to deviate more from 
social and psychological norms than male 
delinquents (Cowie et al., 1968). ‘Thus in female 
addicts a criminal record may indicate a more 
serious degree of psychological maladjustment 
than in male addicts, and their maladjustment 
may be reflected in their poorer response to 
treatment. 
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Book Reviews 


THE NEW AMERICAN HANDBOOK 

-American Handbook of Psychiatry: Volume 
I ‘Foundations of Psychiatry’. Edited by 
S. ARIETI. Pp. xii and 1,270 (£14.25). 
Volume ITI ‘Adult Clinical Psychiatry’. 
Edited by S. Aret and E. B. Bropy. 
Pp. xi and 896 (£11.25). New York: 
Basic Books. 

The issue of a second edition of the American 
-Handbook of Psychiatry is an important event. 
‘The first edition, in 1959, was soon established 
as a standard work of reference and the supple- 
mentary third volume helped to maintain its 
value. It was a book of considerable merit but 
not without faults. Some of these could be 
‘excused as inseparable from the production of 
a work on this scale: uneven quality and in 
places incomplete coverage. The other was 
more important—a concentration on the psycho- 
analytic approach so great that it did not do full 
justice to the richness and diversity of the 
American psychiatry it set out to reflect. 

The two main volumes of the first edition and 
the subsequent supplement made up a substan- 
tial work, but now there are to be no less than 


~, six volumes, of which the two under review are 


the first and third. Dr. Arieti has shared the 
. daunting task of editing with seven colleagues. 
: He alone is responsible for Volume I but he is 
joined for Volume III by Professor Eugene 
Brody. In the preface to Volume [ he explains 
the reason for this expansion. Knowledge has 
grown rapidly since the first edition and yet, 
in his view, there is little that can be discarded. 
And he wishes to continue the policy of the 
first volume of representing ‘all orientations, all 
schools and all respectable approaches’ and to 
prefer contrasting views to conformity. It is 
against these ambitious aims that the reviewer 
must attempt the difficult task of assessing these 
two large volumes. 

The first, subtitled ‘Foundations of Psychia- 
try’, is the work of 75 contributors. It is divided 


into five parts. The first is concerned with the 
history of psychiatry; the second, -called ‘basic 
notions’, has chapters on genetics, personality, 
the family, and the concepts of normality and 
of psychological maturity. Section three, the 
longest, has 25 chapters which follow human 
development from bj¥th to death. In the main 
the emphasis here ay\elsewhere in the volume is 
psychodynamic rather than biological. The 
chapter headings in this section follow the 
familiar course of studies of human develop- 
mewt, stopping along the way to deal with such 
matttrs as occupational difficulties of adults, 
psychological aspects of divorce, adoption, and 
sexual disturbances in men and women. Lief’s 
chapter on sexual problems of men adopts a 
broad biological view, Benedek’s on disorders of 
women is more narrowly psychodynamic. It 
is a recurring disappointment in this volume 
that potential links between psychodynamic 
ideas and biology or developmental psychology 
are too often neglected. The chapters that 
make the attempt to include these related 
findings (e.g. that on infant development) do 
not always exploit them to the full. Others 
(e.g. Sours on growth and development in 
childhood) take a strongly psychoanalytic point 
of view. 

The next section deals with schools of 
psychiatry. After chapters of psychobiology and 
the ‘organismic’ approach (the latter by Gold- 
stein) come accounts of classical psychoanalysis, 
the Adlerian and Jungian Schools, the Neo- 
Freudians, the Kleinian approach, the Exis- 
tential school and what is called the ‘Fairburn- 
Guntrip approach’ of object relations theory. 
Joseph Wolpe’s chapter on behaviour therapy 
is the last in this section. 

Next comes a misnamed group of chapters on 
‘Contributions to Psychiatry from Related 
Fields’. In fact, most of the traffic passes the 
other way. The chapter on psychiatry and 
history is not concerned, as it might be, with 
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the value of a knowledge of social history to the 
understanding of the development of psychiatry 
but rather with the use of psychoanalytic notions 
in making judgements about historical figures— 
so-called psycho-history. Other chapters con- 
sider the relation of psychiatry with philosophy, 
with literature, with moral values, and with 
religion. In several of these a flow of ideas to 
psychiatry from other fields, in keeping with 
the section’s title, would have been interesting. 
For example, philosophers have valuable con- 
tributions to make about the logical properties 
of some of the psychoanalytic concepts that 
take up so much of the rest of the volume. This 
section closes with chapters about cybernetics 
and general system theory. 

The volume ends with five chapters on 
classification and assessment, and a contribu- 
tion on social work..There is nothing about 
experimental or developmental psychology here, 
no reference to the interesting contributions to 
psychiatry from ethology, no chapter on medical 
sociology. 

Volume III is also substantial, with its 42 
contributors and 37 chapters. Its style and 
standards vary as much as those in the first 
volume. There, are seven sections: general 
concepts, neurotic and character disordered 
behaviour, sexual behaviour and syndromes, 
addictive behaviour, functional psychoses, a 
section on antisocial behaviour, and a final 
group with some odd bedfellows—suicide, 
depersonalization, tics and cramps, minor 
problems of the aged, and the borderline patient. 
The main section on the psychiatry of old age is 
presumably coming in a later volume. It is 
impossible even to mention all the chapters, 
and it would be unfair to select a few. However, 
the affective disorders are such a central topic 
in a volume subtitled ‘Adult Clinical Psychiatry’ 
that it does not seem unreasonable to choose 
them for special attention; and they do indeed 
exemplify issues that apply to many other 
chapters. Arieti himself wrote the article on 
‘Manic Depressive and Psychotic Depression’, 
while that on ‘Depressive Neurosis’ is by 
Aaron Beck. Arieti’s chapter is the first in a 
group on the functional psychoses. It is rather 
unexpected, therefore, to find a strongly psycho- 
dynamic approach. Controversial issues about 


the classification of depressive illness are hardly 
discussed, and agitated forms of depression are 
only touched upon (the reader may be sur- 
prised to find the subject considered rather more 
fully in Beck’s chapter on neurotic depression). 
Likewise Perris’ work on unipolar and bipolar 
affective psychoses is not reviewed in this chapter 
—though it too is discussed under depressive 
neurosis, Instead of these central topics, Arieti 
embarks on a lengthy discussion of the childhood 
of the manic-depressive patient as seen from the 
psychodynamic viewpoint. However, in keeping 
with his promise to represent several approaches, 
Arieti arranges that his own chapter with its 
psychodynamic approach is followed by Men- 
dels’ on biological aspects (a major review this, 
with 372 references). When it comes to treat- 
ment things are less satisfactory, for the reader 
is referred mainly to another volume—not yet 
available—for all but methods of psycho-, 
therapy, and these are in the chapter on 
psychotic depression. 

These chapters illustrate rather well some of 
the strengths and weaknesses of the whole of the 
third volume. While many chapters take a 
broad and comprehensive approach, others lack 
balance. Moreover there is a tendency through- 
out to ignore not only European literature 
(pardonable in an American Handbook) but 
also important contributions from within the 
United States, especially those which do not 
relate to the psychodynamic approach. It is also 
a problem for the reader that closely related 
material appears in different sections of the 
Handbook. Now this last is a difficulty that is, 
inevitable in a work of this size, but it could 
have been reduced and the readers task made 
easier by more adequate cross-referencing and 
better editing. 

It is arguable that a handbook on this 
scale should attempt systematic coverage of the 
whole of clinical psychiatry—that is, whether 
it should represent not only ‘all orientations, all 
schools and all respectable approaches’ as the 
editors claim but also all the clinical pheno- 
mena that a psychiatrist may encounter. This 
work does the first but not the second. Sometimes 
the policy is successful: for example although 
the chapter on alcoholism pays only scant 
attention to alcoholic hallucinosis and delirium 
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tremens it nevertheless contains a thoughtful 
account of the problems that are selected. Other 
chapters are selective but lack the originality to 
make up for this. 

All this points to the need for stronger edi- 
torial policy to ensure systematic coverage, to 
guide the reader by frequent cross-references 
and to take a firmer hand in persuading the 
more verbose contributors to write more suc- 
cinctly (this alone might have reduced signi- 
ficantly the length and therefore the cost of the 
Handbook). 

It is, of course, all too easy to criticize a work 
conceived on this scale. It is also somewhat 
unfair to pass judgement until all six volumes 
are available and the shape and balance of 
the work can be properly assessed. Until then a 
provisional judgement can best be made by 
returning to Dr. Arietis preface to Volume I. 
“The chapters of these volumes’, he writes, ‘differ 
` from those of usual textbooks in being more 
complete, more analytical and more authori- 
tative without reaching monographic propor- 
tions.’ By this high standard, these two volumes 
cannot be judged completely successful. I hope 
that the appearance of the other volumes will 
alter this first judgement, for this huge enterprise 
deserves to succeed. 


MICHAEL GELDER. 


HISTORY 


Psychiatry for the Poor: Colney Hatch Asylum 
—Friern Hospital 1851-1973. By: RICHARD 
HunTer and Ipa MacAtprng. London: Wm. 
Dawson. 1974. Pp. 264. Price £4.50 (£1.50 
paperback). 

The regretted death last year of Dr. Ida Macalpine 
brought to an end a partnership which has-.been 


incomparably fruitful in its contributions to psythia- , 


tric history. Two legacies of the partnership are in 
Dawsons’ ‘Psychiatric Monographs’ list: the present 
work and a forthcoming Book of Bedlam Verse. It was 
to be expected that Dr. Hunter would turn his 
attention to the history of the hospital with which 
he has been associated for a number of years. What 
we now have is in one sense an expanded version of 
the ‘centenary brochure’ such as many hospitals 
have produced; in another sense it is an epitome of 
institutional psychiatry in the second half of the 
nineteenth and first half of the twentieth century, 
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and, as the authors say, can be regarded as a sequel 
to their Three Hundred Years of Psychiatry. 

The authors have drawn on the hospital’s annual 
reports and on those of the Commissioners, as well 
as on case-books and other internal literature. They 
have arranged their material {inder subjects, rather 
than chronologically, and no ‘aspect of the hospital’s 
work seems to have been missed—from the details 
of its very defective construction and later disastrous 
enlargement, to the nurses’ conditions of service and 
the introduction of successive ‘mod. cons.’. 

One would have welcomed a somewhat less ex- 
clusive treatment of the subject of ‘psychiatry for thé 
poor’—from the facts given here one cannot deduce 
whether Colney Hatch was an average sample or 
was in advance of or lagged behind other asylums 
at any given time; no doubt such a wider view would 
have needed a longer volume. 

The section on ‘Medical Staffing’ includes brief 
accounts of the lives and opinions of early physicians, 
Hood, Davey, Tyerman and Marshall, and there are 
many quotations from their reports and notes, some 
very relevant to present-day problems. The authors 
have, however, missed what might be regarded as 
Davey’s real claim to be remembered: his proposal, 
in 1867, for the creation of a Maudsley-type hospital, 
‘one embracing . . . all of those means and appliances 
held essential to the relief and cure of the disordered 
mind’, and containing not more than 250 beds. 

Friern Hospital now flourishes as, among other 
things, the seat of a professorial unit. It is good to 
know that the mistake made in the 19508 of “diverting 
resources of money and staff from ‘those who had the 


, greatest need’ to the creation of the separate Halliwick 


Hospital ‘neurosis unit’ has been corrected and that it 
is now an integral part of the main hospital. 

As is inevitable in works of this kind, there are 
factual errors here and there, a few which are worth 
pointing out, as they might very easily have been 
avoided and could be misleading for future writers. 
Thus, the renaming of individual asylums. as “mental 
hospitals’ and later as ‘hospitals’ long antedated the 
Acts of Parliament which gave belated statutory 
sanction to the changes; in the case of L.C.C. 
institutions, the first change was made in 1918 and 
the second in 1937. The Mental After-Care Association 
is quite independent of the National Association for 
Mental Health. The Medico-Psychological Associa- 
tion’s Mental Nursing Certificate was not the ‘R.M.N.’. 
And whatever may be said of medical superinten- 
dents, they certainly are (or were) not ‘a survival of 
roth century poor-law administration’, County 
asylums were not under the poor law, and medical 
control was established in them long before the 
creation of separate infirmaries enabled a similar 
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system to be introduced into this sector of the poor 
law; until then poor-law administration meant only 
Mr. Bumble the workhouse master. 

The later chapters of the book review the main 
forms of mental disorder as they were seen, and as they 
were diagnosed according to prevailing fashions, by 
the Coiney Hatch doctors. Here the authors have 
taken the opportunity to reaffirm and develop the 
thoroughgoing organicist views which were ex- 
pounded so forcefully, with convincing examples, in 
Dr. Hunter’s Presidential Address to the History of 
Medicine Section of the R.S.M. two years ago. We 
are cogently reminded of how ‘signs and symptoms 
are regarded as psychological by one generation only 
to be found to have a biological explanation by the 
next’. There is no question here of a mere ‘medical 
model’; psychiatry is ‘the most important branch of 
medicine and potentially its most rewarding field of 
research’, For this uncompromising stand the present 
reviewer can have nothing but admiration. But one 
puzzle remains: If all madness is due to physical 
disease, how is it that following Dr. Hunter’s re- 
searches into George IIs illness everybody has 
been going about saying that because the King’s 
mental symptoms were due to a physical disease 
therefore he was not mad? 

ALEXANDER WALK. 


Creative Malady: Illness in the Lives and Minds 
of Charles Darwin, Florence Nightingale, 
Mary Baker Eddy, Sigmund Freud, Marcel 
Proust, Elizabeth Barrett Browning. By 
GEORGE Pickerina. London: George Allen and 
Unwin Ltd. 1974. Pp. 327. Price £5.25. 


In this interesting and entertaining work, Sir 


George Pickering examines the lives and careers of 
six very remarkable people, three men and three 
women, He chose them to illustrate and develop his 
view,. previously formed, that an illness, physical or 
mental, that is not debilitating or disabling may play 

a positive. ‘part in furthering creative work. For this 
purpose a: mental illness is better than a physical one. 
It can be developed to suit the circumstances; and if 
they change the illness may cease to have a function 
and disappear. 

Sir George believes that Darwin’s illness was a 
psychoneurosis. It came on in 1837 when he was 
twenty-eight. Its purpose was to protect him from 
social intercourse and thus allow him to write the 
Origin of Species. This was published in 1859; but the 
illness, now purposeless, stayed with him till his 
death in 1882. As a young man Darwin was very 
vigorous and energetic, quite without any constitu- 
tional neurotic tendencies. But over the space of a 
year or so he became a hypochondriac, able to work 


only for an hour and a half at a time before resting. 
Darwin had had the opportunity to contract Chagas’s 
disease in 1835; and this has been suggested as an 
explanation for his malady. Sir George does not 
believe it, and cites an expert in tropical medicine 
in his support. 

The case of Florence Nightingale is rather similar, 
She, too, was an exceptionally energetic character; 
and the story of her long campaign for the reform of 
army health services is a heroic saga. Then, when the 
first battles had been won but there was much still 
to do, she collapsed. She was thirty-seven. She was 
not long back from the Crimea, was tired and thin, 
and had worked relentlessly, eating and sleeping 
little. The collapse is easily understood; but she did 
not recover. She toiled on, lying on the sofa of her 
sitting room, seldom sitting up, rarely going out. 
The purpose of her illness, we are told, was to 
defend her from the interference of her family, and 
to give her the moral advantages of an invalid in 
driving her coadjutors into unremitting efforts. 

In their different ways Freud and Proust, Elizabeth . 
Barrett Browning and Mary Baker Eddy illustrate 
other aspects of the creative malady. In unravelling 
the relationship between illness and achievement, 
Sir George follows Freud in assuming that the 
symptoms of mental illness have meaning, and that 
functional nervous disorders have a function or 
purpose. They bring the sufferer nearer to some 
evident or concealed wish. Even those who cannot 
quite swallow this easy doctrine must not complain 
when it has stimulated such a gifted narrator to 
re-tell us these fascinating stories. 

: ELIOT SLATER. 


REACTIONS TO LOSS 

Loss and Change. By Perer Marrs. London: 
Routledge and Kegan Paul. 1974. Pp. 174. ` 
Index 4 pp. Price £3.50. 
This volume constitutes one of the Reports of the 
Institute of Community Studies and is based on the 
author’s well-known research work and social studies 
on the effects of bereavement, slum clearance, 


_ poverty programmes and other situations involving 


social and political changes in Britain, the United 
States and Africa. The author describes the universal 
reactions of individuals and groups who have been 
exposed to losses or other significant changes in their 
lives, whether these were imposed on them as in the 
case of widows after the loss of their husbands, or 
sought after as in the case of political reform or other 
economic or social changes. Central to his theme is 
the fact that such change imevitably implies the 
disruption of a pattern of existence which has become 
familiar and meaningful, so that the change, even if 
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it was wholly or in part desired, leads to conflict 
between the conservative impulse to restore the past 
and the wish to adapt to and find meaning in a new 
life situation. 

The author explores in detail how these ambivalent 
feelings which are most intense after a bereavement 
also occur when people leave their home and familiar 
environment, or when they lose their sense of identity 
and belonging as the result of the break-up of old 
associations; this is illustrated by the experience of 
members of African tribes when their traditional 
customs are disrupted by, say, a move from village to 
city life, or when in Britain a student leaves his 
family and joins a university community. Just as 
after a bereavement a period of mourning is needed 
to deal with the ambivalence involved in giving up 
the past and to make a new beginning, so do these 
various social changes require a period of grief and 
readjustment before a new and meaningful adapta- 
tion to changed personal and social circumstances 
can be achieved. 

Psychiatrists and psychotherapists are, of course, 


‘familiar with some of these problems in relation to 


normal and abnormal grief reactions and the origin 
and nature of depressive phenomena. However, 
psychiatrists have a great deal to learn from the 
author, who describes the intensity and profound 
significance of these reactions to change and the 
conflicts involved in a most vivid and meaningful 
manner, rarely found in the psychiatric literature. 
The list of references constitutes a valuable guide to 
anyone ‘concerned with work in this area. The book 


- cannot be too strongly recommended to psychiatrists 


and others who want to learn more about the 
personal and social aspects of loss and change in 
human experience. Hemz Wo rr. 


. PRISON AFTER-CARE 
Prisoners of Society: Attitudes and After-care. 
By Martin Davies. London: Routledge and 
Kegan Paul. Pp. xii+197. Index 7 pp. Price 


£4-95. 


The profound sate as which present-day 
society has towards the whole question of imprison- 
ment and retribution®for crimes excellently brought 
out by Dr. Davies in ‘his hurfiatie, sensible and finally 
rather depressing book; IA matters of this kind, the 
mental health professions - tend to be well on the 
radical side, and my own experience of court work 
has made me wonder why the law does not concern 
itself more with re happen, rather than 
merely how. 

The subject here is’ fesso 
‘released prisoners, pail 


ty. ‘that of after-care for 
necomes clear that this 
cannot be separated: ät goes on inside prison" 
or from the sentenci icy which decides the use 
of prison: Once its.: “deterrent effect has failed to 
work and a man has* Abtually been sentenced the 
prison system is intended to pursue an objective of 
rehabilitation for normaf life but this has to be done 
with a regime calculated to do precisely the opposite. 
The job of after-care isthen to pick up the pieces from 
this muddle, but Dr. Davies-shows that it inevitably 
has little success with such an impossible role. 

Wouldn’t it be better then, in a relatively humane 
society, to reduce the place of imprisonment in penal 
policy to a fraction of the present level? In a chapter 





headed ‘No alternative to imprisonment’, the author . 


takes apart all the suggested alternutives.in a very 
reasonable but devastating way, though he does not 


refer to the apparent success achieved in this direction - 


in Holland. As for the specific features of after-care, 
such as personal guidance, sheltered accommodation, 
job placement etc., analysis of their actual results 
makes melancholy reading,- Psychiatrists s shouid? be 
partiularly concerned that“ the: typigal- after-care 


client shows a disturbed personality, likely: ta be’ 


associated with behaviour disorders, ‘mental or 


physical illness, and often addiction. Our own . 


knowledge and skills may need to improve a great 
deal, therefore, if penal policy is to move far in the 
direction most of us think is right. 


HucH FREEMAN. 
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Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 


> Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and. the ‘Visceral Brain’. 


Recent Developments Bearing on the Papez Theory of Emotion — Psychologie Mechanism in Malig- 
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of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 


>o many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 


~ somatic Medicine, each member independently selecting approximately 50 articles of the highest 
|... contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly ~ 
"be called outstanding on the basis of their broad implications and their excellence of bel aie as 


Limitations of space required a further reduction to the present for 


Each article is introduced by a short retrospective statem 
intellectual context in which the work was first performed and 
concepts have stood the test of time. In addition, there is a 
Editor of the Journal during most of this excitina neriogs 


This is a book which allows immediate or 
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Psychiatric Morbidity in Parents and Sibs of Schizophrenics 


and Non-Schizophrenics 


let A. STEPHENS, M. W. ATKINSON, D. W. K. KAY, 
M. ROTH and R. F. GARSIDE 


Summary. The aims of this study were to compare the psychiatric morbidity 
occurring in the close relatives (N == 332) of patients showing nuclear forms 
of schizophrenia with that of a control group (N = 201), and to consider the 
findings in relation to the concept of the schizophrenic ‘spectrum’ and to some 
genetic theories of schizophrenia. About one third of each group were interviewed 
by a psychiatrist using defined diagnostic criteria, and information of varying 
degrees of completeness was obtained about the remainder. After considering 
possible biases, it was concluded that the ‘spectrum disorders’ most likely to be 
biologically related to. schizophrenia were personality disorders of non-néurotic 
type, either alone or in combination with another diagnosis. The results, how- 
ever, did not fit well with the model of dominant inheritance of schizophrenia 
and schizoid disease proposed by Heston (1970). 


~ The families of schizophrenics have long been 
suspected of containing many individuals who 
while not psychotic are in some way psychiatric- 
ally abnormal. E. Bleuler (1911) maintained 
that ‘latent’ schizophrenics were many times 
more common than those with overt illness, 
‘and Kallmann (1938) found ‘schizoidia’ in 
about one-third of the offspring of schizo- 
phrenics and in a lesser proportion of the sibs. 
The terms schizoidia, schizoidness or schizoid 
disorder (which are used synonymously in this 
paper), imply a belief that the abnormalities 
so described. are distinguished by a special 
quality, signifying either structural likeness to 
or psychopathological derivation from schizo- 
phrenia (Planansky, 1965). Twin studies have 
shown that individuals with the same genotype 
as schizophrenics ‘usually show personality 
aberrations that can be classified as schizoid, 
indicating that such disorders are ‘probably 
homogeneous with schizophrenia’ (Rosenthal, 
1970). Heston (1970) has claimed that the risk 
of. ‘schizoid disease’, - including schizophrenia 
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itself, in the first degree relatives of schizo- 
phrenics approximates to 50 per cent, which, as 
Heston points out, would fit the requirements of 
dominant inheritance. 

However, Planansky (1965) found no con- 
clusive evidence to show that schizoid ui 
occur more often in the close relatives 6f- 
schizophrenics’ than in the general population, 
in which their frequency is unknown. More- 
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over, in the family and twin studies control or | 


comparison groups have seldom been investi- ' 


gated concurrently with the schizophrenics’ 


families. Satisfactory definition of schizoidness is . 
in any case very difficult. At the present time,” 


the range of abnormalities thought to be bio- 
logically related to schizophrenia may be 
narrow or broad. Kety et al. (1968), in their 


adoption studies, included borderline states and. . 


severely schizoid or inadequate personalities 
within the schizophrenic spectrum, arid Heston 
(1966) found evidence of a gervtic suatu iP 
with both sociopathic personality and*mi 
subnormality. Such a relationship with sc 
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phrenia has also been postulated for involu- 
tional psychoses (Kallmann, 1953), alcoholism, 
particularly alcoholic hallucinoses (Benedetti, 
1952), and some forms of neurosis and sa 
{Mitsuda, 1967). 


i Ams AND METHODS 
The aim of this paper is to present data on 
the nature and frequency of psychiatric mor- 
bidity ‘in the parents and sibs of a group of 
schizophrenic patients, and to .compare the 
results with a control group examined in the 
same way. The study may be compared with that 
of Alanen (1958, 1968). Part of the sample over- 
laps with the patients and relatives tested by Rom- 
ney (1969) in his study of cognitive dysfunction. 


The patients 

The starting point was a consecutive series 
_of 73 patients (M 46, F 27) with a diagnosis of 
process, or nuclear, schizophrenia, and a group 
of 50 non-schizophrenic patients (M 29, F 21) 
drawn from two distinct sources: (1) 26 patients 
admitted during 1964-66 to a neurosis unit 
attached to a general hospital, showing symp- 
tims of general or phobic anxiety or ‘neurotic’ 
depression; and (2) 24 non-psychiatric patients 
representing a sample of admissions to the same 
general hospital for general surgery. The schizo- 
phrenic patients were contemporary admissions 
or readmissions to four psychiatric hospitals 
serving the City of Newcastle upon Tyne and 
the counties of Durham and Northumberland. 
All the patients were within the age range of 
18-40 when the investigation began. None 
belonged to the same families. 

The schizophrenic patients included in this 
study were selected from a larger group of 195 
subjects, diagnosed on the basis of broad criteria 
as suffering from schizophrenic illness. The 
subgroup regarded as exhibiting a nuclear form 
of illness was selected in the following manner. 
All patients with an acute onset and some 
clouding of consciousness or perplexity or 
marked affective colouring were excluded 
(‘schizophreniform’ psychoses), and also those 
in which the illness appeared to be related to 
alcoholism or other toxic agents, to cerebral 
disease, physical illness or mental subnormality. 
atients had to show, in clear conscious- 


ness, two of the following features agreed by two 
psychiatrists including one of the authors: 
(1) persistent or recurrent hallucinatory ex- 
periences, not depressive in character; (2) dis- 
order of thought judged to be of schizophrenic 
kind; (3) persistent delusions with a persecutory, 
grandiose or somatic content, not occurring in a 
setting of a depressive jllness; (4) primary 
delusions; (5) ideas of thò$ght -control or other 
feelings of influence and as: (6) catatonic 
motor disorders. “The schizophrenic group 
corresponded with categories 295.1, .2 and .3 
in the I.G.D. (1965, 8th Revision), i.e. hebe- 
phrenic, catatonic:,or paranoid types. The 
majority of the patients had’ chronic or relap- . 
sing illnesses, and the ayerage duration of 
iliness from the onset of psychotic symptoms 
was about ii years. 







The relatives > 

There were a parents and 186 sibs over the 
age of 17 years of schizophrenic patients, and 
100 parents and 101 sibs of non-schizophrenic 
patients (referred to as the controls). Younger 
sibs were excluded. 

(1) Intersiewed relatives. All surviving and 
accessible relatives (parents and sibs) were 
approached by letter or home visit and invited 
to take part in an interview for research 
purposes. Of these relatives 180 agreed to be 
interviewed, at least one member (other than 
the patient) being seen in the families of 61 
schizophrenics (84 per cent)’ and 33 controls 
(66 per cent). The proportion of relatives seen 
was, however, almost identical in the two 
groups—33 per cent for the schizophrenics’ 
families and 34 per cent for the controls. 
Each relative was assessed by a psychiatrist 
(M.W.A.), who in the course ofa semi-structured 
interview, using a standard proforma, arrived 
at a psychiatric diagnosis. Illness and per- 
sonality were diagnosed independently. The 
psychiatrist was aware of the diagnosis of the 
patient to whose family the relative belonged, 
but another psychiatrist (D.W.K.K.) was pre- 
sented with a summary of the information 
about each person and made a ‘blind’ diagnosis. 
Where there was disagreement the diagnosis 
was settled by discussion, on the basis of the 
defined criteria ae below). 
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(2) Non-interviewed relatives. Information about 
relatives who could not or would not take part 
was obtained from other members of the family, 


including the patient, ‘also using a standard. 


proforma, and from hospital records when these 
were available; in the latter case the diagnoses 
made at the hospital’ were accepted. The 
number and percentages of parents and sibs in 
each group who were interviewed, or were dead, 
absent or refused;.:are shown in Table'I. The 
information about ‘those who had died was 
probably less complete than for living relatives, 

but the proportion of mothers and sibs who had 
died was very similar in the two groups. How- 
ever, a significantly larger proportion of 
fathers of schizophrenics than control fathers 
were dead (49 per cent os. 22 per cent). 


In some families there was a virtual absence 
of information about the psychiatric state of 
most of the members, owing to emigration or 
loss of contact for other reasons, including 
death of the parents and scattering of the 
relatives. This was the case in 12 of the schizo- 
phrenics’ families, comprising 24 parents and 
19 sibs. In addition, little or‘nothing was known 
of the fathers of three of the four illegitimate 
patients with schizophrenia. Thus there was 
an almost total loss of information concerning 
46 relatives in the schizophrenic group. In the 
controls, information was completely lacking 
for only one parent. 

Table IT summarizes the factors which might 
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have affected the comparability of the two 
groups. Social class differences in the families 
of origin were not significant. Psychiatric 
morbidity may have been under-assessed in the 
schizophrenic group of families because of the 
lack of information about some of the families 
referred to above. On the other hand, the con- 
trols were a few years younger and had there- 
fore been exposed to a shorter period of risk, 
and there. were more families in which the 
patient was the only member seen. These 
factors tend to balance each other, and it was 
decided to include all the families and count 
all the members, irrespective of the amount of 
information available, as the basis for calcu- 
lating the psychiatric morbidity rates among the 
non-interviewed relatives. 


Diagnostic grounds and criteria 

The relatives were allocated to one (or 
more) of eight main diagnostic groups: (1) 
Schizophrenia; (2) Other psychoses; (3) Sub- 
normality; (4) Suicide; (5) Personality dis- 
order; (6) Habitual heavy drinking; (7) Acute 
neurotic reactions; (8) No psychiatric abnor- 
mality. 

These diagnoses are not arranged in any 
hierarchical order, and they were not mutually 
exclusive. Hence in some of the columns in the 
following tables, the figures add up to more 
than the totals. Only one relative with schizo- 
phrenia was given another diagnosis (subnor- 
mality) because our interest focused on the 


TABLE Í 


Relatives tnterviewed and reasons for failure to interview 


Schizophrenics’ families Controls 
Parents Siblings Parents Siblings 

MFT % S B T % M FT % S B T %&% 

Dead c .. I6 36 52 2 8 10 (5 13 Ir 24 (24) 2 5 7 - 
Absent, nothing known o 8 3 : 5 12 17 (9 O I 1 E o o o (o 
Away from bome .. 3 4 7 5) 25 27 52 (28 2 83 5 5) I8 13 26 +28) 
Refused or ill és 6 18 24 (16) 25 31 56 (30 IO 21 gr (31) 20 18 38 (38 
Total not interviewed 25 61 86 (59) 57 78 195 173) 25 36 61 oe 35 36 71 i) 
Interviewed .. 48 12 Go (41) 34 17 51 (27) 25 14 39 (39) 18 12 go (30) 
* Total.. .. 73 73 146 (100) 91 95 186 (100) 50 50 100 (100) 53 48 Ior (100) 
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TABLE II o 
Some characteristics of the families and percentages of relatives interviewed 








Families of  ; Families of 
schizophrenics controls p 
N 73 50 
Little or no information available . 12 o << "005 
Father dead . i 36 < *005 
Mother dead Y 16 NS 
Patients illegitimate T - NS 
Mean age of living parents (or at death) 63°47 -7) 5 (50°9) 
Mean age of living sibs (or at oe) 35°6 (31°2) -4 (27'2). : 
Social class of fathers: I, II, 8 ô: y 
III, 14 NS 
’ 21 
V. 19 
Percentage of families with at least o one, 
relative seen .. : 84 
Percentage of mothers seen 66 
Percentage of fathers seen .. 16 
Percentage of sisters seen 33 i 
Percentage of brothers seen 15 





NS = Difference not significant {p > - ae = 


abnormalities in the non-schizophrenic rela- 
tives. The commonest combinations were heavy 
drinking with psychopathic personality (6), 
and neurotic personality disorder with an acute 
neurotic reaction (3). 

Schizophrenia and other psychoses and neurotic 
reactions (past or present) were diagnosed 
according to the descriptions given by Slater 
and Roth (1969). Evidence for subnormaliiy was 
looked for in the educational and occupational 
histories, but all the relatives so diagnosed had 
been tested and found to have IQ’s below 70. 
The diagnosis of personality disorder depended 
on clear evidence of persistent, non-progressive 
deviation of temperament or behaviour, re- 
flected in interpersonal, social or sexual mal- 
adjustment, occupational instability or a major 
disruption of personal life. Heavy drinking 
was recorded irrespectively of any other 
diagnosis. This was ‘defined as a habitual 
minimum intake of 20 pints of beer or its 
alcoholic equivalent per week, but many of 
the relatives placed in this category drank 
considerably more than this, and some had 
committed crimes or shown disturbed behaviour 
as a consequence, had received treatment for 
alcoholism, or had died from cirrhosis of the 
liver. 


Further diagnostic subdivisions were made 
in the case of the interviewed relatives. Per- 
sonality disorders were subdivided into four 
categories: neurotic, psychopathic, paranoid 
and schizoid. Neurotic personality was diagnosed 
in relatives whose obsessive, hysterical, anxious 
or depressive traits had interfered with normal 
activities, or who consistently showed non- 
adaptive reactions to stress. The term psycho- 
pathic personality was applied to persons whose 
lives were characterized by lack of restraint, 
antisocial, aggressive or criminal] trends, emo- 
tional instability, or irresponsibility. Paranoid 
personality described those who were consistently 
hostile, not only to the interviewer but also to 
acquaintances, neighbours and hospital staff, 
but expressed no overt delusions, Two rather 
distinct subgroups. were in Fluded under the 
term schizoid personality: “$P individuals who 
were socially withdrawn from choice, shy, 
submissive, „lacking initiative, or unable to 
establish emotionally warm or close relation- 
ships; (ii) individuals who were rambling, . 
vague, unrealistic and often excessively anxious 
at interview and appeared to be eccentric and 
solitary iù., their personal lives. Only one 
personality: ‘diagnosis was made in each case: 

»Acute™ neurotic reactions, past or present, 
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were diagnosed independently of. any co- 
existing disorder, and were ‘divided into mild 
(treated by a general practitioner .only) and 
severe (treated in a psychiatric department). 


RESULTS l 
1. Abnormalities diagnosed tn interviewed and 
non-interoiswed relatives ` 
As may be seen in Table ITI, which ‘shows 
all the diagnoses made;"‘includiiig multiple 
diagnoses, marked differences -occur between 
the interviewed and non-interviewed -relatives 
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IOI 


Neurotic Reactions. Schizophrenia, Other Psy- 
choses, Subnormality and Heavy Drinking 
occur about equally often, so that both sets of 
relatives may be taken together when comparing 
the frequency of these conditions in the two 
groups. Suicide, also, is considered in relation 
to the total number of relatives. 


2. Schizophrenia, other psychoses, subnormality, 
suicide and habitual heavy drinking 

Table IV summarizes the findings and shows 
the significance of the differences between the 
groups. In each case, the abnormality is 





Total 


Interviewed Not Interviewed Not P 
69 (%) 132 (%) 180 (%) 353 (%) 
7 o o 5 (3) 7 (2) NS 
5 r (1) 2 (2) 5 (3) 7 (2) NS 
I o o 2 (1) I NS 
5 | ~ 2 i? — 7 2 
Personality disorders 38 134) 13 6 I! ie 6 5) 49 (27) 19 5) <-<or 
Neurotic reactions 13 (12 4 (2 18 (26) o gr (17) 4 E <'oI 
Heavy drinking 10 3 20 (9 2 (3 6 (5) I2 (7) 26 7) NS 
No diagnosis* 53 (48) 178 ' (81) = 41 (59) 119 (90) 94 (52) 297 (84) 


NS = difference not significant (P > +05) 
* Including 3 parents of beh aaa with senile dementia or Psenile dementia as the only abnormality. 


Taste IV 
Schizophrenia, other psychoses, subnormality, suicide, and habitual heavy drinking i in all parents and sibs 


Schizophrenics’ relatives 


M F S B T 





Controls 
M E S B T 





a P (totals) 
N ++ ee Hues + 73 78 9I 95 332 50 50 53 48 gor ; 
Schiz ophrenia ee ~~ = I o gg: 8 12 o o oO o o ` ¥ < -o2 
Ft S S D E E S 

Other psychoses © .. '4 3 7/72 0 9 I I I1 0O g} 
Subnormality ie I O JI I 8 o o 0O 0 oO NS 
Suicide ka Ig O I 5 o 0 O08 2 2 
Heavy drinking 2 15 I I2 90 o 7 o 1: 8 < ‘05 
Relatives affected (excl. 

schizophrenia) .. 7 I7- 4 I4 42 I B I 2 12 = +02 
-All relatives affected. 8 17 7 at 53 Iı 8 r 2 r 


NS = difference‘not significant (P > +05) 
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commoner in the schizophrenics’ families. Of 
the 12 cases of schizophrenia, one occurred in a 
mother and the remainder in sibs of schizo- 

patients; there was no case among the 
pretig The age-corrected risk for sibs (risk 
period: 18—40 years) is 10-1 per cent. Eight of 
the cases conformed to the classical picture of 
chronic schizophrenia, with admission to hospi- 
tal for prolonged periods or on repeated occa- 
sions, while four sibs had either had a single 
episode or had never been admitted. (Follow- 
up has confirmed the diagnosis in two, another 
is still regarded as borderline, while the condi- 
tion of the fourth is unknown). In addition, 
mention may be made of six mothers who were 
so paranoid in attitude, peculiar in manner, or 
vague and incoherent, that a diagnosis of 
schizophrenia was seriously considered; they 
were actually classified as personality disorders 
of paranoid or schizoid type, according to the 
predominant features. 

Most of the other psychoses were found among 
parents. Of the parents of schizophrenics, one 
father had died of G.P.I.; one had suffered from 
Korsakov’s psychosis; one had had several 
attacks of both mania and depression; two 
mothers had suffered attacks of endogenous 
depression, treated in hospital; one mother was 
diagnosed at interview as a paranoid per- 
sonality also suffering from an agitated de- 
pression (untreated); and one mother had been 
admitted to a mental hospital with a psychotic 
state of rapid onset and uncertain nature from 
which she died after five days at the age of 44. 
In addition (not included in the tables), there 
were two fathers who had died of senile de- 
mentia at an advanced age, and two mothers 
described as senile. Apart from one father who 
was a. ybeavy drinker these individuals were 
otherwise normal: Of the parents of controls, 
one father. had had two severe attacks of de- 
pression {ġne of them treated in hospital), and 
one mother had entered hospital many times for 
a depressive illness coloured by a strongly 
neurotic personality. 

Among the sibs, there was a sister of a schizo- 
phrenic with a withdrawn, sensitive personality 
who had been treated for a depressive illness 
with marked paranoid features, and another 
sister with an untreated episode of depression 


of uncertain kind. One control sister had 
several times been admitted to a mental hospital 
with recurrent depressive illness. 

Three cases of subnormality were diagnosed, in 
a mother, sister and brother of schizophrenic 
patients; two had personality disorders and 
one was also schizophrenic (IQ 46). Sutcide was 
reported in five schizophrenics’ relatives (four 
parents, .one brother), and in two control 
brothers’ belonging to the same family as the 
sister with recurrent depression mentioned 
above. Finally, habitual heavy drinking was 
found in 30 relatives:of schizophrenics and in 8 
controls, a significant difference (p < -05). 


3. Personality disorders and heavy drinking 

Personality disorders were much more often 
diagnosed in interviewed ‘than in non-inter- 
viewed relatives, and the two groups have 
therefore to be considered separately. 

(a) Interviewed" relatives. The types of per- 
sonality disorder were distributed somewhat 
differently in the schizophrenics’ families 
and the controls (Table V). Neurotic per- 
sonality was equally common in both, and 
was the main type found in the controls, but 
the other types of personality disorder were 
more common in the relatives of schizo- 
phrenics (in all 25 per cent compared with 
7 per cent of controls). Psychopathic per- 
sonality, which was diagnosed only in males, 
was found in one father and five brothers of 
schizophrenics, and in one control father; 
paranoid and schizoid personality disorders 
were commoner in the female relatives in the 
schizophrenics’ families (18 mothers, two 
fathers and two sisters), though not in the 
controls (three fathers, one mother). In six 
schizophrenics’ families and one control the 
personality disorder was associated with 
habitual heavy drinking, and occasionally this 
was the only diagnosis made (Table V). The 
large proportion of mothers of schizophrenics 
who were abnormal is noteworthy, but if 
mothers are excluded relatives of schizo- 
phrenics are still almost twice as often 
abnormal as those of controls (33 per cent vs. 
18 per cent). 

(b) Non-interoiewed relatives. In the case of 
non-interviewed relatives the personality 
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disorders identified were usually of rather 
gross kind, mostly of the psychopathic 
variety, and considerable under-diagnosing 
was suspected. For this reason we turned our 
attention towards heavy drinking, which was 
usually readily recalled and described by 
other members of the family, and may be 
regarded as a useful indication of the relative 
frequency of personality disorder in‘the two 
groups, particularly among the males. Table 
VI summarizes the results. Taken together, 
personality disorder and heavy drinking, 


with or without another diagnosis, were 
about twice as common in the families of 
schizophrenics as in those of the controls 
(p > -05). Females were affected ably in 
the former. Apart from personality disorders, 
the abnormalities associated with ‘heavy 
drinking were suicide (3), suicide with 
Korsakov’s psychosis (1), G.P.I. (1) and senile 
dementia (1) in schizophrenics’ families, and 
suicide (1) in controls. 

It may be noted that though many more 
of the mothers than of the fathers were 








TABLE V 
Personality disorders, heavy drinking and neurotic reactions in interviewed relatives 
 Schizéphrenics’ relatives Controls 
“" M FS BT MF SBT 

- P (totals) 
N i .co)0l we) 48 I2 34 IJI 25 14 18 12 69 (%) 
Psychopathic personality o 1 o 5 6 O I O oO I 
Paranoid personality 9 o 1 o r0?728(25) I 2 0o o 3ọp5(7) l <-O! 
Schizoid personality 9 2 I oO 12 o I O oO I j 
Neurotic T 8 I 3 3 10 3 o +t 2 6 (g) NS 
Heavy drinking only o I O g§ 4 o 1 0o oO 1 (I) NS 
Totals si .. 21 5 5 H 42 4 5 I 2 12 (17) <-O! 

(Schizophrenics > 
Controls) 
Neurotic reactions? .. 6 o 6 fr 1g 5 2 7 4 18 (26) <:02 
(Controls > 
Schizophrenics) 

Relatives affected .. 26 5 9 II 5I 8 6 8 6 28 (41) NS 


NS == difference not significant (P > -05) 
1 == including multiple diagnoses 


Tase VI 
Personality disorder and heavy drinking in non-interoiewed relatives 


Schizophrenics’ relatives 
M F S B T 


N si T .. 25 61 57 78 221 (%) 
Heavy drinking with 
another diagnosis I 5 O 4 Io (5) 
Heavy drinking only I 7 I 1 IO (5 
Personality disorder only 1 6 2 0o 9 (4 
Total œ 3 IB 3 5 29 (13) 


Controls R sag, 4 

xed sP: 

M F S B T hy cae 
“+P (fojals) 

25 36 35 36132 (%)- ea 

oOo 3 O I 4 3 NS 

o 2 0 O 2 2 NS 

o 2 O I 3 (2 NS 

o 7 o 2 g (7) NS 


(+10 > p > 05) 


NS = difference not significant (P > -05) 
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interviewed, the total number of mothers and 

. fathers of schizophrenics with definite or 
suspected disorders of personality is almost 
exactly the same (24 mothers and 23 fathers). 
Among the controls, there were three times 
as many abnormal fathers as mothers (4 
mothers, 12 fathers). 


4. Neurotic reactions 

Unlike the personality disorders, neurotic 
reactions, which were usually of anxious or 
depressive type, either past or present, were 
diagnosed significantly (p < +05) more often 
among the controls than in the schizophrenics’ 
families. Among those interviewed, 18 (26 per 
cent) of the controls and 13 (12 per cent) of the 
relatives of schizophrenics had this diagnosis 
(Table V). In four of the latter but only two of 
the former there was also another diagnosis. 
Reported neurotic reactions among the non- 
interviewed relatives were few. 


5. Sex of the patient 

It was noticed that the interviewed mothers 
of male schizophrenics were found to be 
psychiatrically abnormal or to have experienced 
a psychiatric illness more often than the mothers 
of female schizophrenics, the difference being 
statistically significant. There was no such 
difference among the controls. Morbidity among 
the fathers and sibs was not related to the sex 
of the patient in either group. 


Discussion 

Biases 

The schizophrenic patients in our sample 
contained a large proportion with chronic or 
relapsing illnesses, and the high psychiatric 
morbidity found among the relatives may not 
apply to families of atypical or good prognosis 
cases. It was noted that the families of re- 
admitted patients were more often grossly 
disorganized than those of first-admitted 
patients. However, owing to the lack of informa- 
tion about many of the members of these 
families, it is quite likely that proportionately 
more abnormal cases were lost in the schizo- 
phrenic group than in the controls, 

Another source of bias might have arisen 
from our failure to interview many of the 


relatives. Although one-third in each group 
were interviewed, we cannot be sure just how 
representative these were. There is, however, 
nothing to suggest any differential selection of 
psychiatrically abnormal relatives of schizo- 
phrenics and of psychiatrically normal controls. 
In the case of the fathers of schizophrenics, 
those who volunteered may indeed have been 
a selection of the comparatively healthy, since 
many of the abnormalities reported in the others 
were of a gross kind and had sometimes resulted 
in death: ‘three from suicide, two or possibly 
three from alcoholic cirrhosis of the liver, and 
one from G.P.I. Not one similar case was 
recorded among the control fathers. 

Thirdly, the interviewing psychiatrist may 
have been unconsciously influenced in his own 
diagnoses, and in his preparations of summaries 
for blind diagnosis by the other psychiatrist, by 
his knowledge of the group to which the patient 
belonged. However, the evidence we had about 
illegitimacy, crime, family disorganization and 
paternal deaths, as well as the rather detailed 
information about drinking habits, all support 
the conclusion that the families of the schizo- 
phrenics did indeed contain more disturbed 
and personality disordered individuals than 
those of the controls. 

Finally, we may consider the effect of social 
class. Could differences in the social class of the 
families of origin account for the differences in 
psychiatric morbidity between the groups? In 
fact the social class distributions of the fathers 
were not significantly different (Table II). In 
any case, total morbidity was not related to 
social class in parents or sibs in either group, 
though there was a tendency in the schizo- 
phrenic group for male relatives with psycho- 
pathic disorder and/or heavy drinking to be 
concentrated in those families where the 
father’s occupation was semi-skilled or un- 
skilled (Registrar General’s Social Classes IV 
and V). This is discussed further in the final 
section. ` 


The patterns of morbidity and the schizophrenic 
Spectrum 

Our main findings were that both schizo- 
phrenia and non-neurotic personality disorders 
were significantly more common, and neurotic 
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reactions significantly less common, in the 
parents and sibs of schizophrenics than in those 
of a sample of neurotic and surgical patients. 
Other abnormalities showed a slight, but non- 
significant, trendto aggregate in the families of 
the schizophrenics. 

The only study known to us sufficiently 
similar in method and purpose to be compared 
with our own is that of Alanen (1958, 1968). 
Table VII shows the results of such a com- 
parison, in which we have endeayoured to 
follow Alanen’s definitions of his ‘categories. 
The general pattern is quite similar. The 
criteria for mothers and sibs are not identical, 
but in both there is a marked shift towards the 
more severe type of psychopathology and 
distinct peaks in the ‘more than neurotic’ 
category in the relatives of schizophrenics, 
neither of which features are -seen in. -the 
controls. The distributions suggest that ‘the 
disorders lying to the left of the ‘neurotic’ 
category in the table are those which may be 
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suspected of being biologically related to 
schizophrenia. However, these disorders are 
rather heterogeneous, and it is doubtful if all 
of them can be so related. Fathers have been 
omitted because too few of them were inter- 


viewed in our study. 


One way to attempt to define more precisely 
the limits of the biological spectrum of schizo- 
phrenia would be to separate out the clinical 
categories according to diagnosis, and arrange 
them in an order based on the probability that 
the difference in the risk of each condition in 
the schizophrenics’ and control families is not 
due to chance. For this purpose we may base 
the calculations on both observed and reported 
abnormalities, in all the relatives, counting 
unspecified personality disorders as non-neurotic. 
Beginning with schizophrenia itself, the spec- 
trum would then appear as follows (except for 
schizophrenia, the conditions are not mutually 
exclusive) : | 

Schizophrenia—non-neurotic personality 





' Tase VII (a) 
Mothers of schizophrenics and controls 
Diagnosis in mothers 
Proband’s diagnosis Borderline More than Total 
Psychotic psychotic neurotic Neurotic Normal 
Schizophrenic (Alanen, 1968) s H 5 27 9 6 54 
Schizophrenic (this study) .. os 4 5 12 8 19* 48 
Neurotics-+-Normals (Alanen, 1968) o I 2 12 25 40 
Neurotics-+ Surgical (this study) I o 6 17 25 
* Including 2 mothers described as ‘senile’. 
Tase VII(b) : 
Sths of schizophrenics and controls 
Diagnosis in sibs 
l Functional 
Proband’s diagnosis Schizo- psychosis More than Total 
phrenic or neurotic Neurotic Normal 

i rderline 
Schizophrenic (Alanen, 1968) 4 6 IO 1I 18 49 
Schizophrenic (this study) .. 3 Q 8* ` 1I 27 51I 
Neurotics -+ Normals (Alanen, pe. O o 4 17 28 49 
Neurotics+ Normals (this pan y o o gt II 16 30 
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disorders—heavy drinking--subnormality— 
other psychoses—neurotic personality 
disorders—suicide—neurotic reactions. 

The first three conditions are significantly 
commoner in the schizophrenics’ families, while 
in the middle of the spectrum the probabilities 
are small and the precise order uncertain. 
Neurotic reactions at the other end are more 
frequent in controls. 

Ideally, we should make a number of com- 
parisons with the risks derived from general 
population samples and the ‘spectra’ of other 
disorders, but the data are not available. 

A graded spectrum of the kind shown above 
would appear to fit a polygenic better than a 
monogenic model. However, the latter has the 
advantage that it allows a more precise pre- 
diction to be made and, in theory at least, to 
be tested. With a partially dominant gene with 
a reduced manifestation rate in the heterozygote 
(Slater and Cowie, 1971) we might expect that 
some of the close relatives of schizophrenics 
would show psychopathological conditions with 
markedly schizoid features suggestive of in- 
complete or abortive forms of schizophrenia. 
If all of these conditions, which might be called 
‘schizoid disease’ (Heston, 1970) could be 
identified, at least one parent would be so 
affected in each family, and the proportion of 
affected (including schizophrenic) to unaffected 
sibs would approximate to the Mendelian ratio 


of 1: 1. Heston (1970), indeed, has claimed 
that this ratio can be inferred to exist from the 
published data. Unfortunately, the difficulty of 
defining schizoid disease is an obstacle to the 
testing of this hypothesis. 

We may, however, examine how well our 
findings fit the hypothesis by converting the 
spectrum into cumulative percentages, starting 
with schizophrenia, and comparing the results 
at each stage with the expectations based on 
the version of the dominant gene model pro- 
posed by Heston. The controls provide some 
check on the specificity of the conditions 
included; with a gene frequency of 3 per cent 
in the general population, which gives the best 
fit with the observational data for schizophrenia 
(Slater and Cowie, 1971), the expected fre- 
quency of all forms of schizoid disease in the 
controls would be 5:9 per cent (the formula is 
2(1—p)p+p?, where p is the frequency of the 
schizophrenic gene). Higher values than this 
would suggest that conditions which are un- 
related to schizophrenia were being included. 

The results, shown in Table VIII, are based 
only on interviewed sibs and on families where 
at least one parent was interviewed. Inspection 
of the table shows that the observed percentages 
in the schizophrenics’ families are too low and 
approach the expected 100 per cent for an 
affected parent and the 50 per cent for the 
sibs only when all abnormalities are counted. 


Taste VIII 
Percentages of affected a and of families with at least one parent affected, as the range of disorders included tn the 
schi 


zophrenic spectrum ts extended (S = 


(1) (2) 


Schizo- (1) plus 
phrenia Non- 
neurotic 
N personality 
disorders 
Families with 
at least one S 48 2 42 
parent C 29 o 24. 
affected 
Affected sibs S 51 8 22 
C 30 o o 


Schizophrenic; G = Control families) 


( (4) (5) 
(2) plus (3) plus (4) plus Expected 
Heavy Subnor- Neurotic percentages 
drinking mality, reactions assuming 
other dominance 
psychoses, and gene 
neurotic frequency 
personality of 3% 
disorders 
58 65 71 - 100 
gI 38 52 II'5 
27 39 47 50 
0 10 47 59` 
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In this case, however, much too large a pro- 
portion of the controls are also affected. There 
is, in fact, only one point on the spectrum 
(column 4) where neither group shows large 
differences from expectation, and this only 
applies to sibs, not to the parent couples. The 
discrepancies in the schizophrenics’ families 
would not be improved by assuming different 
gene frequencies, but closer approximations to 
the theoretical values could be obtained if 
Heston’s hypothesis were modified by supposing 
that the manifestation rate of the gene in respect 
of schizoid abnormalities was reduced, say, to 
50 per cent. In this case, however, the propor- 
tions of affected control parents would still 
be too high; the closest approximation to 
theoretical values would be in column 2 dis- 
orders. 

One of the problems with Heston’s hypothesis 
is that it is not clear what proportions of the 
personality and other disorders that he called 
schizoid disease when occurring in schizo- 
phrenics’ families is supposed to be due to the 
schizophrenic gene when occurring in other 
families (Shields, personal communication). 
For example, alcoholism as a rule may be sup- 
posed to arise on a different basis, though the 
close resemblance of certain forms, such as 
alcoholic hallucinosis, to schizophrenia has 
long been recognized, and a proportion of other 
cases may have a similar aetiology. If such cases 
could be identified, the differentiation between 
the schizophrenic and control groups might be 
sharpened; but, of course, this would also be 
true of all the other conditions. It was noticed 
that several of the schizophrenics’ relatives who 
were eligible for counting under categories 3 or 4 
(Table VIII) owing to the presence of heavy 
drinking or other psychosis had in fact already 
been included in category 2; and it appears 
that the nearest it 1s possible to get at present to 
identifying those cases related to schizophrenia 
among all other conditions is through the pre- 
sence of a non-neurotic personality disorder. 
This group of disorders, though itself somewhat 
heterogeneous, is the one most strongly asso- 
ciated with schizophrenia in our material, and 
appears most likely to be biologically related to 
schizophrenia, 

We may conclude that it is difficult to obtain 
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from data based on a purely clinical approach, 
a good fit with the model of’ dominant inheri- 
tance proposed by Heston. This might not be 
the case if more discriminating tests of schizoid- 
ness became available, and it does not invali- 
date the dominance theory of schizophrenia 
proposed by Slater (1958), which makes no 
assumptions about the manifestation of non- 
schizophrenic abnormalities in heterozygotes. 


Sex and social class 

Heston (1970) noted that antisocial behaviour 
and heavy drinking were found quite frequently 
among the male relatives of schizophrenics, 
while female relatives tended to suffer from 
attacks of panic or unreasoning fear. Cadoret 


(1973) reviewed the literature and concluded 


that character disorders were the usual mode 
of manifestation of the schizoid state among 
male relatives, whereas neurotic symptoms were 
more typical of females. Our findings also 
showed certain differences, in that heavy 
drinking, either alone or in combination with 
another diagnosis, was the commonest abnor- 
mality among fathers and brothers, and neurotic 
personality disorders and neurotic reactions the 
commonest abnormalities in the sisters. Among 
the mothers, however, paranoid or schizoid 
disorders were more frequent than neuroses. 
These differences suggest that age as well as 
sex may affect the mode of manifestation of 
schizoid disorders. However, another difference 
between mothers and sisters, which is discussed 
elsewhere (Kay et al., 1975) is that the former 
have often had to live and cope with a schizo- 
phrenic child. 

As already mentioned, psychopathic disorders 
and/or heavy drinking in the fathers and 
brothers of schizophrenics tended to be asso- 
ciated with social classes IV-V, rather than 
I-III, in the families of origin. The difference 
is not significant, but if confirmed it would 
indicate that some of the behavioural abnor- 
malities in these families may be environ- 
mentally determined, or that the manner in 
which the supposed schizophrenic gene(s) finds 
expression varies in different environments. 

The findings described in this section imply 
that when reporting the types of abnormality 
occurring in the close relatives of schizophrenics 


108 PSYQHIATRIC MORBIDITY IN PARENTS AND SIBS OF SCHIZOPHRENICS AND NON-8CHIZOPHRENICS 


and comparing them with other studies it is 
important to take account of their sex and their 
social class origins, and, at least in females, of 
the ages of the relatives at risk. It is possible 
that a clearer picture would emerge of the 
nature of schizophrenic disorders, as discussed 
in the previous section, if these variables were 
held constant. Our sample was too small to 
permit this. 
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Genetic Hypotheses and Environmental Factors in the Light 
of Psychiatric Morbidity in the Families of Schizophrenics 


By D. W. K. KAY, M. ROTH, M. W. ATKINSON, D. A. STEPHENS 
and R. F. GARSIDE 


Summary. The hypothesis that schizophrenia and some non-psychotic abnor- 
malities occurring in the close relatives are both manifestations of a unitary 
‘schizoid state’ due to a major dominant gene is further examined. Comparisons 
are made (1) of the observed and expected frequencies of the different types of 
parent mating; and (2) of the observed and expected risks among sibs in families 
with neither, or with one or both, of the parents abnormal. It is concluded that 
the results do not fit well with the model of inheritance of the schizoid state 
through a major dominant gene. 

Since some hereditary contribution in schizophrenia can be regarded as 
established, the excess of personality disorders and heavy drinking in the families 
is thought to be due to a combination of polygenic inheritance and environ- 
mental influences. The findings are regarded only as tentative, but suggest several 


hypotheses which could be tested. 


INTRODUCTION 

In a previous paper (Stephens et al., 1975) 
the results of a study of the psychiatric morbidity 
in the parents and sibs of schizophrenic and non- 
schizophrenic patients were described. One of 
the aims of the study was to test the theory of 
dominant inheritance of ‘schizoid disease’ pro- 
posed by Heston (1970). Heston claimed that 
while only a small fraction of heterozygotes 
ever manifested the actual psychosis, most of 
the remainder showed clinical disabilities, often 
denoted as ‘schizoid’, and that if these were 
taken into account the theoretical mendelian 
ratio of 50 per cent first-degree relatives affected 
was observed. This constituted a natural exten- 
sion of the theory (Slater, 1958; Slater and 
Cowie, 1971) that schizophrenia is inherited 
through a partially dominant (or intermediate) 
gene which manifests as the psychosis in all 
homozygotes and in a proportion only of hetero- 


zygotes. 


In our sample (Stephens et al., 1975), mental 
subnormality, suicide, functional psychoses other 
than schizophrenia, and personality disorders of 
neurotic type were all fairly evenly distributed 
between the schizophrenics’ families and the 
controls, while neurotic reactions were signifi- 
cantly commoner in the latter. Apart from 
schizophrenia itself, only non-neurotic (i.e. 
paranoid, schizoid or psychopathic) personality 
disorders and heavy pe were significantly 
more common in the schiz¢ ics’ families; 
and these conditions appez therefore, to 
have the strongest claim: tate regarded as 
manifestations of the heterozygous state. How- 
ever, it was found that the ‘observed risks did 
not fit well with the model of dominant in- 
heritance proposed by Heston. 

In this paper, the findings in the schizo- 
phrenics’ families are examined further, bearing 
in mind the predictions which follow from the 
major gene hypothesis about the frequency of 
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types of parental mating, and the risks of abnor- 
mality in the sibs, when neither parent, or one 
parent, is affected. 


METHOD 


The method of collecting the sample and the 
definitions used have been fully described 
(Stephens et al., 1975). The results reported 
here are based on the 57 families of schizo- 
phrenics in which information about the psy- 
chiatric state of both parents was available, and 
on 50 of these families in which at least one 
sib had reached the age of 18. 


RESULTS 

The type of parental mating 

If schizophrenia is inherited through a major, 
partially dominant, gene, then, except in the 
unlikely event of mutation, at least one of the 
parents must possess the gene. Assuming that all, 
* or nearly all, of the heterozygote carriers can be 
clinically identified, there would, except in the 
case of illegitimacy, be few families, or none, in 
which neither parent was affected. Furthermore, 
one would expect to find that abnormal parents 
tended to be married to normal partners, and 
that, unless the frequency of the gene was much 
higher than the 3 per cent proposed for the 
schizophrenia gene by Slater and Cowie (1971), 
or unless there was a considerable degree of 
assortative mating, marriages where both 
patients were abnormal would be rare. 

If in our sample we counted as possible 
heterozygotes only those parents with schizo- 
phrenia (one) and personality disorders diag- 


nosed as paranoid or schizoid (21 parents), 
nearly all the affected parents would be mothers. 
To obtain fathers, we need to count, in addition, 
psychopathic personalities and also those heavy 
drinkers in whom another abnormality of non- 
neurotic kind was also diagnosed or strongly 
suspected (Definition 1). There are then 19 
mothers and 12 fathers belonging to 26 families. 
Both parents are affected in 5 (9 per cent) and 
neither parent in 31 (53 per cent) of the 57 
families. f 

If the criteria are further extended to include 
all types of personality disorder and all heavy 
drinkers (Definition 2), there are 23 mothers 
and 23 fathers belonging to 35 families. Both 
parents are affected in 11 (19 per cent) and un- 
affected in 22 (39 per cent). Finally, if the 
remaining 4 psychotic (non-schizophrenic) and 
5 neurotic parents are included (Definition 3), 
both parents are affected in 15 (26 per cent) of 
the families and neither parent in 17 (30 per 
cent). Table I shows how the types of parental 
marriages are distributed when these different 
criteria of abnormality are applied. The distri- 
butions observed are obviously quite different 
from expectation, since there are always far too 
many families with neither parent affected. 

By arbitrarily varying the rate of manifesta- 
tion of the gene, we can readily obtain ex- 
pectancies for marriages with two normal 
parents which are similar to those observed. 
(The method of calculation is shown in the 
Appendix.) However, the proportions of families 
expected to have both parents affected are then 
much lower than those observed (Table I), 








TABLE I 
Type of parental marriage (N = normal parent; A = affected parent) using different criteria of abnormality 
(see text) 
Definition 1 Definition 2 Definition 3 
‘+ Expected nos. with Expected nos. with Expected nos. with 


Parents -served Dominance 
nos. and40% Random 
manifestation pairing 


NXN 3I 31-4 30°O 22 
NxA 21 24.°3 23-0 24. 
AXA 5 1:3 4'0 II 


and 60% 
manifestation pairing 


served Dominance 
nos. and 70% Random 
manifestation pairing 


Random 


20° 20°3 17 15°90 1Rer 
33°9 27° 4 25 38-2 28-8 
2° 9°3 15 3°8 13°1 
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and the data clearly do not fit the model of 
dominant inheritance. On the other hand, the 
distributions agree quite well with, what one 
would expect to find in the absence of a major 
gene. 


The parental marriage and the risks T: 
abnormality in the sibs 


With dominant inheritance, the risk of 
abnormality in the sibs of probands in families 
where one parent is affected (N x A) is usually 
not much higher than the risk when neither 
parent is affected (N XN). If, for example, we 
assume a population frequency for the trait 
caused by the presence of the schizophrenic 
gene (i.e. schizophrenia plus its ‘spectrum’) of 
9:5 per cent and a high rate of manifestation of 
6o per cent, then about 30 per cent of sibs would 
be affected irrespective of the state of the 
parents (Vogel and Krüger, 1967). On the 
other hand, an increase in the risk by a factor 
of 2-5 or more, when one parent is affected, 
would strongly favour a polygenic model. For 
high population frequencies, however, the 
increase would be smaller, and the test would be 
less discriminating. 

To make a comparison with the data, the 
families with one or both parents affected 
(NXA, AXA) are combined, since, as already 
shown, the number with both affected is in- 
compatible with dominant inheritance, and we 
have to suppose that in most of these families 
only one of the parents possessed the gene. 
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With Definition 1, about 14 per cent of the 
sibs are affected (applying the same criteria as 
for the parents), irrespective of the state of tħe 
parents. With Definitions 2 and 3 the risks are 
somewhat increased in the NXA and AXA 
families. Table II shows the results using 
Definition 2, which gives the largest difference. 
The risk among the sibs increases from 16 per 
cent to 26 per cent, which is not significant and 
would be compatible with dominance. 

There is, however, a difference between 
brothers and sisters, which is also shown in 
Table II. The sisters were not affected at all by 
the condition of their parents. In the case of 
brothers, the risk increased significantly 
(p < -or) from 15 per cent to 43 per cent, 
which fits well with a polygenic model, in 
which the theoretical risk with neither parent 
affected would be in the region of 15 per cent, 
and with one parent affected about 40 per cent 
(Vogel and Krüger, 1967). ; 

The increased risk in the brothers is partly, 
but not wholly, due to one exceptional family 
with three schizophrenic sibs, in addition to the 
proband. There is also in the NxA and AXA 
families a high proportion of brothers with 
psychopathic disorders, conditions which are 
thought to have strong social determinants. 
This aspect is taken up in the next section. 


Abnormality in the fathers and sibs and the effects 
of social class 
The relationship between the type of parental 


TABLE IT 
Type of parental marriage and risk of abnormality in sibs of schizophrenics 


NxN 
Number of families pe os 20 
Brothers Sisters 
Number of sibs .. i ay 39 31 
Schizophrenia B : I o 
Personality disorder/heavy 
drinking .. ; 3 6 
Other abnormality . 


Total abnormal VAN 


i 2 3 (4%) 
5(15%) 8(26%) 13(20%) 


NxA,AxA 
30 es 
Sibs Brothers Sisters Sibs 
64 49 48. 97 
I 7 3 
(16%) (26%) 
9 13 2 15 


I 4 5 (5%) 
21(43%) 9(19%) 30(31%) 


A = Schizophrenia, any type of personality disorder, or heavy drinker. 


N = Normal or any disorder not included in A. 


SEL, 
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mating and the risk of abnormality in the sibs 
has just been described. With one or both 
parents affected the brothers, but not the sisters, 
of schizophrenics were more likely to be abnor- 
mal than when both parents were unaffected. 
When the fathers and mothers are considered 
separately, however, a surprising difference 
becomes apparent; the abnormal brothers are 
concentrated in the families with abnormal 
fathers, and the mothers’ state has no effect on 
the condition of the brothers (Table ITI). 

These findings, if confirmed, might be given 
an environmentalist interpretation. Fathers of 
schizophrenics often show aberrations of beha- 
viour associated with violence, heavy drinking 
or criminality, and are more likely to be the 
cause of psychopathic reactions in their off- 
spring than the mothers, whose abnormalities 
are usually of a less overtly disturbing and dis- 
ruptive nature. Male offspring may be more 
- susceptible to their father’s aberrations and 
more likely to react to them with behavioural 
disturbances than female offspring. This ex- 
planation would accord with the importance 
usually attached to environmental factors in the 
aetiologies of psychopathy and heavy drinking 
in‘ general, 

In keeping with this view, nealy all the sibs 
with psychopathic disorder and/or heavy drink- 
ing belong to families in which the fathers were 
of social classes IV or V (Stephens et al., 1975). 


However, when the psychiatric state of the 
father was taken into account, it was found that 
the family’s social class had little or no effect 
when the father was normal, but increased the 
risk of psychopathy or alcoholism significantly 
when the father’ was abnormal (Table IV). 
The risk in male sibs with an abnormal father of 
social classes IV or V was 65 per cent. This may 


. simply have been a direct consequence of the 


father’s overt behaviour, but if heredity is an 
aetiological factor in psychopathic disorders, as 
recent evidence indicates (Schulsinger, 1972), 
we may be seeing the effects of genetic- 
environmental interaction. 


Abnormaltites in the mothers and the sex and 
marital state of the probands 


Alanen (1968) reported that psychopathology 
in the fathers of schizophrenics was as severe 
and as frequent as in the mothers. We succeeded 
in interviewing only a small proportion of the 
fathers, but our general findings are in agree- 
ment with Alanen’s, provided that persistent 
heavy drinking is regarded as a sign of psycho- 
pathology. We noted, however, that the mothers 
of male schizophrenics were significantly more 
often abnormal in some way than the mothers of 
female schizophrenics (Table V), while the 
fathers and sibs did not show this difference. 
This pattern is not easy to account for on a 
purely genetic basis, and seems to require some 


Tase III 
Effect of abnormality in mothers compared with abnormality in fathers on sibs of schizophrenics 


Normal Abnormal 


Mothers 


Fathers 


Normal Abnormal 








Number of families*  .. 2. 25 25 28 22 

Number of sibs'at risk .. 2. eh gI 70 go 71 

Sibs with p 
Schizophrenia 6 n.s. 9 <-or 
Personality disorder heavy drinking 16 8 9 5} i 
Other abnormality . 5 } “a 3 5 TeS 

Total abnormal sibs p 2 i 27 16 14 29 

Total normal sibs o 64 54 76 “or 

Sibs interviewed .. 37% 24% 27% 38% 





* ie. Families containing at least one sib. 
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Tase IV 
Mental state and social class of fathers and abnormalities in sibs of schizophrenics 


Fathers’ mental state* 


Normal Abnormal 
Total 
S.C. I-III S.C. IV-V S.C. I-III S.G. IV-V 
Sibs with: ; 
Schizophrenia : o 2 ; 2 6 I0 
: Psychopathic personality } % fox fox Ja 13 
heavy drinking I 3 o 9 
Other abnormalities. . 2 5 i 6 4 17 
‘Total abnormal 3 RA 10 (17%) 8 (32%) 19 (45%) 40 
Total normal 17 (85%) 50 (83%) 17 (68%) 23 (55%) 107 
Number of sibs 20(100%) 6o0(100%) 25(100%) 42(100%) 147 


* Excluding 4 families where Social Class of father is unknown. 


TABLE V 
Abnormalities in mothers of schizophrenics by sex of 
proband 
Male Female 
Mothers probands probands p 
Schizophrenia .. I o 
Personality disorder/ 
heavy drinking 15 5 
Other psychosis 2 I 
Neurotic disorders 7 2 
Total abnormal 25 (66%) 8 12520) <05 
Normal - 13 (34%) 15 (65%) 
All mothers .. 38(100%) 23 (100%) 
Interviewed .. 30 
Dead eA 8 P 
Refused iis o I 


other explanation. It is possible, for example, 
that mothers are particularly prone to become 
anxious or disturbed as a result of the illness of 
their sons. 

In some families it was obvious that the 
mothers were extremely involved emotionally 
with their schizophrenic offspring. Some of them 
denied that the patient was ill, opposed treat- 
ment, or even appeared to share some of the 
patient’s delusions. However, it seems probable 
that in these near-psychotic borderline states 
exposure to the illness had at most made overt 
an existing abnormality or aaa 


so p 
i: 
ts 


In other families we had the impression that 
the mother’s state was a quite understandable . 
reaction to her experiences in connection with 
the patients illness and often repeated ad- 
mission to hospital. In either case, we would 
expect to find a relationship between disorders 
in the mothers of schizophrenics and the dura- 
tion or intensity of their exposure to the 
psychosis. We have no direct observations on this 
point; but it was noted that female schizo- 
phrenics who were married had the least 
disturbed mothers (one abnormal out of eight), 
and that the risk in these mothers was signifi- 
cantly lower than in the mothers of the other 
patients (Table VI). It seems that the marriages 
of the schizophrenic daughters, though appa- 
rently not of the sons, had tended to shield the 
mothers from the effects of the illness. Whatever 
the explanation, the differential risk in mothers 


Taste VI 3.” 

Abnormalities in mothers rete. to:piarital state of 

probands 

Male Female 

probands probands 
Mothers ht hi eae ere 
Single Married Single Married 

Normal .. 10 3 7 8 
Abnormal .. 20 5 7 I 
Total c 80 8 I4 9 
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of male and female patients is evidently largely 
due to the good health possessed by the mothers 
of the married females. 


DISCUSSION 

In a previous paper (Stephens et al. , 197 5) the 
types of psychiatric morbidity found in the 
parents and sibs of schizophrenic patients were 
reported and contrasted with those in the 
relatives of a sample of non-schizophrenic 
patients. It was concluded that ‘non-neurotic 
personality disorders’ (i.e. paranoid, schizoid 
or psychopathic personality) and some cases of 
heavy drinking in which a personality disorder 
was suspected were the conditions most likely 
to be biologically akin to schizophrenia, at least 
in such families. In the present paper the 
occurrence of these and other psychiatric 
abnormalities in the parents and sibs of the 
schizophrenics has been examined in greater 
detail and compared with expectations based 
" on genetic models. 

The approach was entirely clinical, and 
psychiatric diagnosis, specially in the area of 
personality, is known to be unreliable; but no 
objective psychological or physiological measure 
of ‘schizoidness’ is available. Only one-third of 
the relatives were seen personally, and since 
personality disorders and neurotic reactions 
(though not heavy drinking or other disorders) 
were much more frequently diagnosed among 
interviewed than among non-interviewed rela- 
tives (Stephens et al., 1975) the risks of these 
abnormalities will have been under-estimated. 
However, careful examination of the propor- 
tions of relatives interviewed in the various 
subgroups does not suggest that the differences 
found can be explained away by unevenness in 
interviewing rates. Nevertheless, it is recognized 
that any conclusions drawn from the data must 
be regarded as extremely tentative. Our aim in 
the following discussion is to put forward 
certain interpretations for future testing, and 
in the hope of stimulating interest in the nature 
of non-psychotic abnormalities occurring in 
schizophrenics and their families. 

Personality disorders in schizophrenics and their 
relatives 


The comparative scarcity of paranoid or 
schizoid disorders of personality in the relatives, 


other than the mothers, deserves comment. 
Only four such diagnoses were made among the 
73 interviewed fathers and sibs. It is quite pro- 
bable that in some individuals attention was 
distracted from the schizoid abnormality by 
their psychopathic behaviour or drinking habits. 
Others who were shy or withdrawn may not 
have been recognized as abnormal because they 
did not wish to be interviewed and their 
relatives did not think of them as unusual. 
More fundamental, however, are the reports 
showing that only a minority of schizophrenics 
themselves are markedly schizoid before the 
onset of the illness (Bleuler, 1972; Gottesman 
and Shields, 1972). 

Now Gottesman and Shields (1972) noticed 
that their MZ twins were quite similar. in 
personality when this was categorized as 
schizoid, otherwise abnormal or normal, indi- 
cating that personality is to some extent under 
genetic control. It would follow that schizoid 
traits might be expected in the close relatives of 
those schizophrenics whose personalities were 
schizoid, but that other traits might be found 
when the personality of the schizophrenic was, 
for example, psychopathic, obsessional or 
cyclothymic. All these traits were met with in 
greater or less degree both in our schizophrenic 
patients and in their relatives, though a syste- 
matic study has not been possible. However, it 
would appear to be futile to attempt to establish 
a risk of ‘schizoidness’ which was true for the 
members of the families of all schizophrenics. 
Moreover, whatever the nature of the under- 
lying trait, its clinical manifestation appears 
likely to be influenced by the individual’s sex 
and by environmental factors such as social 
class. The findings in this study reinforce the 
observations of other workers to suggest that 
the premorbid personality of schizophrenics, and 
the relationships of the different forms of 
personality deviation found in the first degree 
relatives to the illness of schizophrenic probands 
and to incidental factors, require reinvestigation 
with the aid of modern methods. 


Mode of inheritance 

According to the theory that schizophrenia is 
inherited through a major partially dominant 
gene with 25 per cent or less manifestation in 
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heterozygotes (Slater and Cowie, 1971) there 
would be four or more non-psychotic carriers 
for every person with schizophrenia. By assuming 
that most, if not all, forms of conspicuous 
psychiatric morbidity occurring in the close 
relatives of schizophrenics are manifestations of 
a schizoid state due to this gene, it has been 
possible to advance an impressive case in favour 
of the monogenic theory of schizophrenia, 
(Heston, 1970). 

_ However, the results described in the previous 
paper (Stephens et al., 1975) indicate that, while 
schizophrenic families are characterized by an 
excess of personality disorders of non-neurotic 
kind and habitual heavy drinking, other forms 
of morbidity are not particularly frequent, and 
are unlikely, therefore, to have any relationship 
to schizophrenia. 

This finding, and the pattern of occurrence 
of schizophrenia and personality disorders in 
the families of our schizophrenics described in 
this paper, provide little support for the hypo- 
thesis of a unitary schizoid disorder inherited 
through a single dominant gene. This must to 
some extent weaken the monogenic theory of 
schizophrenia, although Slater’s (1958) theory 
makes no assumptions as to the condition of the 
unaffected heterozygotes. However, some con- 
tribution from heredity in schizophrenia can be 
regarded as established, and there is evidence 
from adoption studies (Rosenthal et al., 1968) of 
a biological relationship between schizophrenia 
and certain types of personality disorder. We 
seem, therefore, to be left with a polygenic 
hypothesis, in which the type of abnormality 
manifesting in predisposed persons is strongly 
influenced by the environment, by sex and 
probably also by other constitutional factors. 
It has to be admitted, however, that uncer- 
tainties about population frequencies, aetio- 
logical heterogeneity and clinical diagnosis 
make the tests proposed for discriminating 
between monogenic and polygenic inheritance 
particularly difficult to apply in the case of ‘spec- 
trum disorders’ which include deviations of per- 
sonality not sharply differentiated from the norm. 


Environmental factors 


- Hereditary and environmental factors prove 
difficult to disentangle. The abnormalities 
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observed in the mothers of schizophrenic 
probands are a case in point. They may have 
been vividly depicted in the accounts of a 
number of investigators (Alanen, 1966; Lidz 
et al., 1965). In some cases, and this applied to 
the families we investigated, their patterns of 
thought and behaviour, and their acceptance of 
some of the patient’s delusional beliefs, suggested 
a near-psychotic state. Of all the abnormalities 
met with, these seem most likely to be genetically 
related to schizophrenia. Even so, it should not 
be assumed that environmental factors play no 
part in aetiology. 

There is, in fact, evidence that psychosis can 
be induced im predisposed individuals through 
exposure to the schizophrenic illness of another 
person (Abe, 1969; Scharfetter, 1972). Our 
findings suggest that, in the case of the mothers 
of schizophrenics, abnormalities other than overt 
psychosis may also be induced or aggravated 
by exposure to the schizophrenic illnesses of- 
their sons. 

No plausible genetical explanation for the 
association between schizophrenia in the sons 
and conspicuous abnormality in the mothers 
can be advanced. Now, if the association had 
arisen from the schizophrenogenic effects of the 
mothers’ personality aberration one would have 
expected a significant excess of abnormal sibs 
in the families in question. But manifest psycho- 
pathology among the sibs was much more 
impressively linked with deviation in the fathers. 
It is very tempting to link the much lower 
prevalence of abnormality among the mothers of 
schizophrenic daughters than sons with the 
higher rate of marriage observed among the 
former, which would be associated, presumably, 
with a lower prevalence of premorbid per- 
sonality aberrations among them. Both these 
factors would make for shorter periods of ex- 
posure to the influence of psychotic or deviant 
individuals, and the onerous stress of caring for 
them. A possible example of interaction between 
members of the family which could give rise to 
detrimental effects on personality development is 
provided by the concentration of abnormal 
brothers (but not sisters) in the families in 
which the fathers were judged to be abnormal. 
These fathers often exhibited marked anomalies 
of personality, such as psychopathy or heavy 
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drinking. The evidence suggested that this 
phenomenon was also unlikely to reflect gene- 
tical transmission of a forme fruste of schizo- 
phrenia. Behind the association with social class 
lurked the much higher prevalence of abnormal 
fathers in social classes IV and V. If hereditary- 
environmental interaction was at work then the 
relevant genetical factors seem at least as likely 
to have been concerned with psychopathy as 
with schizophrenia. 

The concentration of abnormal sibs in the 
families of abnormal fathers highlights the 
general point that members of families in which 
some genetically determined form of disabling 
disease is prevalent are more liable than the 
general population to become espoused to 
individuals who are themselves abnormal in 
one or more ways. They, therefore, exert an 
adverse influence on the environment in which 
their offspring are reared in their formative 
-years as well as on their chances of acquiring a 
normal endowment of genes. It is well known 
that a conglomeration of disabilities accu- 
mulates in this manner in the families of those 
with Huntington’s chorea (Hans and Gilmore, 
1968; Dewhurst, Oliver and McKnight, 1970). 

For the reasons indicated the situation in 
relation to schizophrenia is likely to be more 
complex. However, the findings recorded here 
raise important questions about the personality 
characteristics of the fathers of those born to 
schizophrenic mothers and reared from an early 
age in orphanages or by foster parents. The 
observations are particularly germane in view 
of the fact that most of the psychiatric morbidity 
placed on record (Heston, 1966; Rosenthal 
et al., 1968) has been in the form of ‘borderline’ 
states, ‘schizoid’ personality, or various kinds of 
neuroses or psychopathy. 

In conclusion, the psychiatric disorders to 
be found among the first degree relatives of 
schizophrenic probands do indeed range over 
a broad spectrum. But these conditions are 
not all necessarily related genetically to schizo- 
phrenia. Assortative mating determined by 
psychological or social factors and environ- 
mental causes may contribute to a significant 
extent in their causation. And ‘it cannot be 
assumed that the relevant genetical and other 
causes of such ‘spectrum disorders’ are identical 


with those underlying the cases of indubitable 
schizophrenia found in the same family. 
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APPENDIX 


Mathod of calculating percentages of families of schizophrenics having neither, one or both parents affected 
Adapted from Slater and Cowie (1971), p. 61 











(1) (2) (3) (4) 
Parental Frequency of Frequency of Weights for affected parents 
mating mating in whole Weights mating in families of 
population schizophrenics Both One Neither 
AA XxX Aa 4p3(1 —p) $(1-+m) 2(1-+m)p3({1—p) M 1—M o 
AA Xaa 2p°(1 —p)? m gmpĉ?{1 —p)? e, I 
AaxAa 4p*(1—p)? ‘tem ptr—p)(tem) Mè a MMM) 
AaxXaa 4p (1—p)3 jm gmp{1—p)3 o M 1—M 
Where p = frequency of schizophrenia gene; 
m = rate of manifestation of schizophrenia in heterozygotes; 
M = rate of manifestation of ‘schizoid state’ in heterozygote parents. 
Example x 
If p = -03, m = +13, and M = 1, then: 
(3) (4) Columns (3) x (4) 
Parental F requency of Weights for affected parents 
mating mating in families of 
schizophrenics Both One Neither Both One Neither 
AA XAR "000 057 I o o "000 057 © o 
AA Xaa "000 220 O I o o ‘000 220 O 
Aa x Aa ‘oor 068 I o o -o01 068 á o . 9 
Aa xaa "007 IIQ O I o o ‘007 119° O 
“008 464 “OOI 125 ‘007 339 0O 


Percentages of families with: 
Both parents affected = 


‘OOI 125 


pam 6 
7008 464° 13'939% 


Once parent affected = eee 100 = 86:7% 


w ~ 
i 
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Example 2 
If M = o'o, then: 
(3) ' (4) Columns (3) x (4) 
Parental Frequency of mating Weights for affected parents 
mating in families of So 
schizophrenics Both One Neither Both One Neither 
AA x Aa "000 057 o'o 0'40 O "000 034 "000 023 © 
AA xaa “000 220 o I I a "000 220 0 
AaxAa -oo1 068 0+ 36 0:48 0°16 "000 384 "000 513 "O00 I71 
Aa Xaa -007 119 o 0-60 0'40 o -004 271 ‘002 848 
ʻ008 464 *000 418 "005 027 "003 019° 
Percentage of families with: -000 418 
= manema = a to "Q? 
Both parents affected et 464" 100 == 4'9% 


- "005 027 steals 
One parent affected ‘ood 464" 100 = 59°4% 





_ 1003 019 PERE 
Neither parent affected Gan aa 100 = 35:7% 
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Serum Copper in Schizophrenia in Nigerians 


By D. A. OLATUNBOSUN, M. O. AKINDELE, B. K. ADADEVOH 
and T. ASUNI 


Summary. Serum copper concentrations were determined by atomic absorption 
spectrophotometry in 102 schizophrenic patients and 95 healthy control subjects. 
; The serum copper concentrations were significantly higher in the schizophrenic 
patients than in the normal control subjects. The average serum copper in 
schizophrenic females was higher than in schizophrenic males, but the difference 


was not statistically significant. 


INTRODUCTION 


Elevations of serum copper and caerulo- 
plasmin levels in schizophrenia have been 
reported by Akerfeldt (1957), Pfeiffer (1971), 
Sinha and Gabrielli (1970), Pfeiffer and Iliev 
(1972) and Chugh et al. (1973). The sig- 
nificance of these increases is still unknown. 
There have been no previous reports of measure- 
ments of serum copper levels in schizophrenia 
in this environment. 


MATERIALS AND METHODS 


Venous blood was obtained with minimum 
disturbance between 8.00 a.m. and 10.00 a.m. 
from 102 psychidtric patients and 95 healthy 
control subjects. The psychiatric patients were 
undergoing treatment at the Aro Neuro- 
psychiatric Hospital Gomplex in Abeokuta, 
Nigeria. At the time the blood samples were 
collected 35 of the psychiatric patients were 
being treated as out-patients at Aro Village, 
30 others were in-patients at Lantoro, the custo- 
dial arm of the hospital complex, and 37 were 
in-patients at Aro Hospital. A detailed descrip- 
tion of the system of patient care at Aro, 
especially the open or ‘village’ system, has been 
provided by Asuni (1967). The patients were all 
suffering from schizophrenia; 74 of them were 
male and 28 were females. The duration of 
illness ranged from 3 months to 15 years. 


During the study specific treatment of. alk 
patients was similar, consisting mainly of 
chlorpromazine, amitriptyline, trifluoperazine, 
thioridazine and short courses of electro- 
convulsive therapy. The control subjects con- 
sisted of blood donors, hospital personnel, and 
volunteers who were free from organic or 
psychiatric illness. 

Copper concentrations were determined in 
deproteinized serum in a Beckman Model 495 
Atomic Absorption Spectrophotometer (Beck- 
man Instruments, Inc., Fullerton, California, 
U.S.A.) as previously described (Olatunbosun, 
Adeniyi and Adadevoh, 1973). 


RESULTS 


The results of the serum copper determina- 
tions are shown in Table I. The data on the 
psychiatric patients in Aro Village, Lantoro, 
and Aro Hospital were pooled together, since 
preliminary analysis revealed no significant 
differences in serum copper concentration in 
the three arms of the Aro Neuropsychiatric 
Complex. The average serum copper levels in 
the psychiatric males was significantly higher 
than those in the control subjects (P < 0-001). 
Similarly, the average serum copper in the 
psychiatric females was significantly higher than 
in the control subjects. Serum copper in the 
female schizophrenics was higher than in the 
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TABLE I 


Serum copper levels in control subjects and in schizophrenia 


Number of Age* Serum cop 
Group subjects (years) (ug./100 mye 
Controls (male) ae 67 g2 (18-45) 102 + 2'3 
Schizophrenia (male) gs 14 33 eo 142T+ 3'2 
Controls (female) .. sd 44 31 (20-46 Ilo + 3:0 
Schizophrenia (female) a 28 32 (22-42 w55t-+ 4:1 


* Mean values. Range in parenthesis. 
** Mean values + Standard Error. 


+ Difference between mean serum copper for this group and corresponding control group statistically 


significant (P < 0-001), 


male patients but the difference did not attain 
statistical significance. 


Discussion 


The biological significance of the elevation of 
serum copper and the increased activity of 
topper-containing enzymes in schizophrenia is 
still unknown. Akerfeldt (1957) indicated that 
schizophrenics could be distinguished from 
normal people on the basis of their higher serum 
caeruloplasmin activity. However, Scheinberg 
et al. (1957) found a considerable degree of 
overlap in plasma caeruloplasmin concentration 
between patients suffering from schizophrenia 
and normal controls; Aprison and Drew (1958), 
and Bakwin eż al. (1958, 1961) also found no 
difference in the oxidase activity and copper 
content in serum in normal and schizophrenic 
children. Scheinberg et al. (1957) concluded 
from their studies that it would be hazardous 
to classify an individual as either normal or 
schizophrenic on the basis of his plasma 
caeruloplasmin concentration. Adelstein and 
Vallee (1961), in their review of copper meta- 
bolism, also pointed out that the proposition 
that copper metabolism was seriously altered in 
mental disease needed further exploration. 

More recent studies by Pfeiffer (1971) and 
by Chugh ef al. (1973) demonstrate that 
there are indeed some patients suffering from 
schizophrenia in whom serum copper concentra- 
tions are elevated. Pfeiffer and Hiev (1972) have 
also reported increased hair copper concentra- 
tion and reduced six-hour urinary copper 
excretion in schizophrenia. The data presented 
in this paper lend support to this view, but we 
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are unable to confirm the suggestion of Chugh 
et al, (1973) in their study on Indian patients, 

t the increases in serum copper concentra- 
tions can be ascribed to ascorbic acid deficiency. 
Furthermore, Bakwin ¢ al. (1958) reported 
that over a wide range of concentrations ascorbic 
acid had no influence on the caeruloplasmin 
activity of serum. All available nutritional 
evidence at present points to a rarity of ascorbic 
acid deficiency in Nigerians (United States 
Department of Health, Education and Welfare, 
1967). 

Additional evidence for possible clinical 
application of serum copper measurements in 
schizophrenia has been provided by the studies 
of blood histamine levels by Pfeiffer (1971). 
They reported that 50 per cent of a group 
of schizophrenics had low blood histamine 
levels (the histapenic group); these patients 
suffered from paranoia and hallucinations. The 
other patients, who had high blood histamine 
levels (the histadelic group), suffered from 
suicidal depression. Effective treatment tended 
to restore blood histamine levels in both groups 
of patients towards normal. Since diamine 
oxidase, which degrades histamine to its corre- 
sponding aldehyde and NH,, contains four 
copper atoms per molecule (White, Handler 
and Smith, 1968), one can speculate that low 
blood histamine levels would be associated 
with high blood activity of copper-containing 
enzymes and hypercupraemia. Thus, hyper- 
cupraemia may be expected in patients with 
paranoia and hallucinations, and low serum 
copper levels in those with suicidal depression.: 
To test this hypothesis wauld, involve the 
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determination of serum copper in a large 
number of mentally ill patients. Studies of this 
nature are currently in progress. 
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Subjective Aspects of Alpha Enhancement 


By T. A. TRAVIS, C. Y. KONDO and J. R. KNOTT 


Summary 

Early reports on enhancing occipital alpha through feedback noted that subjects reported the 
experience as being pleasant and relaxing. ‘This paper reports the subjective experiences of 140 
subjects who participated in four studies which examined the alpha enhancement pheno- ° 
menon. Under both cyes-open and eyes-closed conditions, approximately 50 per cent of the 
subjects reported that alpha enhancement was ‘pleasant’ and 50 per cent ‘unpleasant/neutral’. 
With eyes-open training conditions, about half the subjects stated that the experience was 
‘relaxing’ and the other half ‘not relaxing’. During eyes-closed training, 63 per cent of the 
subjects noted that enhancing alpha was ‘relaxing’, while 37 per cent reported that the 
experience was ‘not relaxing’. However, in the last case the circular relationship between 
increased alpha and deep relaxation may obtain. 


INTRODUCTION 

The technique of ‘biofeedback’ consists of 
presenting information about an internal physio- 
logical process to a subject, normally not avail- 
able to him. The basic hypothesis underlying all 
research in biofeedback (also a term for ‘operant 
conditioning’ or ‘instrumental learning’) is that 
once cognizant of an internal physiological state 
to which he would otherwise have no access the 
individual can ‘learn’ to modify or control this 
process. There are many areas in which research 
examining this hypothesis and the possible 
clinical application of this technique is being 
done. They include cardiovascular (heart rate, 
blood pressure, arrhythmias); gastrointestinal 
(gastric motility, oesophageal reflux, faecal 
incontinence, functional diarrhoea, obesity); 
striated muscle (silent reading, torticollis, ten- 
sion headache); electroencephalography (en- 
hancement of specific brain wave patterns, 
reduction of seizures in epilepsy); and altered 
states of consciousness (hypnosis, meditation). 

The general.techniques of biofeedback have 
been reviewed by Gaarder (1971), and clinical 
applications using biofeedback have recently 
been reviewed by Blanchard and Young 
(1974) and Birk (1973). A series of annual 
collections of papers covering all aspects of 
research in this area has been published 

Step: 


(Barber et al., 1971; Stoyva et al., 1972; Shapiro 
etal., 1973; and Miller et al., 1974). 

The area of biofeedback which has received 
widespread popular attention and rather naive 
acceptance by the public is that of ‘alpha 
conditioning’ or ‘alpha enhancement training’. 
Although conditioned suppression of alpha 
activity had been studied as early as 1941 
(Jasper and Shagass; Knott and Henry), it 
was not until the late 1960’s that studies 
appeared involving conditioned enhancement of 
alpha. These investigators (Kamiya, 1968; 
Kamiya, 1969; Nowlis and Kamiya, 1970; 
Brown, 1970) reported that subjects given 
training to enhance the abundance of the occi- 
pital alpha rhythm reported the experience to 
be pleasant and relaxing. This reputed positive 
subjective state associated with the ‘alpha 
experience’ has led to speculation that ‘alpha 
enhancement’? may have therapeutic value. 
The present paper presents the subjective 
reports of subjects who participated in four 
different alpha enhancement experiments in 
our laboratory during the past 30 months. 


METHODS AND PROCEDURES 
Method 
Subjects: Subjects were 140 (male, N = 46; female, 
N = 94) students and employees of the University of 
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Towa, each of whom participated in one of four alpha 
enhancement studies. Forty-two subjects had received 
five 10-minute eyes-open alpha enhancement training 
sessions in Study I. Thirty-two participants, in 
Study II, received ten 5-minute eyes-open and ten 
h-minute eyes-closed training sessions; sixteen addi- 
tional subjects received random non-contingent 
reinforcement (10 trials, each 5 minutes in length). 
Participants in Study III (N = 30) received ten 
5-minute eyes-closed alpha enhancement sessions. 
In Study IV, half the subjects (N = 10) were trained 
to enhance and half (N = 10) were trained to 
suppress alpha, though both groups were told that 
the former condition obtained. Thirty minutes of 
eyes-closed practice was given to all 20 subjects. 

Apparatus: All subjects were run in a sound- 
attenuated room, which was dimly lit. The tem- 
perature ranged from 73° to 79°F. 

Silver-silver-chloride electrodes were applied with 
collodion-soaked strips of gauze (resistance below 
5 kilohms) placed as follows: (1) 2 cm. above the 
ionion (Oz); (2) on the right ear or mastoid; (3) at 
the vertex (Cz); (4) above and below the right eyes; 
(5) on the forehead (ground). The following data 
were monitored: (1) alpha (Oz—ear/mastoid); (2) 
drowsiness (Cz—ear/mastoid); (3) eye movements 
(right eye electrodes). 

Equipment to accomplish the biofeedback training 
consisted of the following: (1) a Grass Instrument Co. 
Model 78 polygraph; (2) a Krohnhite Model 330 
band pass filter; (3) a Wavetek Model 136 function 
generator; (4) a Heathkit Model AA-18 audio 
amplifier. In general, electroencephalographic activity 
(EEG) was recorded from the subjects by the Model 
78 polygraph with 8-13 Hz activity extracted from it 
using the Kronhite filter. The alpha was then trans- 
formed into a DC potential which reflected the 
average ‘amplitude of the sinusoidal alpha waveform 
by means of a Grass Model 7P9 preamplifier. This 
DC potential was used to control the feedback signal. 
In some of the experiments, subjects received the 
feedback signal only when their alpha voltage and 
amount exceeded some predetermined criterion of 
performance. Nosignal was presented when insufficient 
alpha was being produced (Study I; part of Study II). 
In other studies (part of Study Il; Studies ITI and IV) 
subjects heard a tone whose pitch varied directly and 
continuously with the amount of alpha being emitted. 
In this case, the DC potential was fed into the Wave- 
tek function generator which modulated the fre- 
quency of the feedback signal as the amount of alpha 
(and therefore the level of the DC potential) varied. 

Quantification of alpha was accomplished in two 
ways. Number of seconds of criterion alpha (i.e. 
amount of time a pre-determined criterion was equal 
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or exceeded) was timed using electro-mechanical 
clocks. A second method, using the technique, of 
Knott, McAdam and Grass (1964) used a 7P10 Grass 
integrator-preamplifier. This unit was set so that it 
counted an event every time it had integrated 100 uV- 
seconds of EEG activity. The number of these events 
together with the time period within which they 
occurred yielded the average amplitude of the alpha 
wave for that time period.* 

Procedures 

As indicated above, in some experiments subjects 
were trained with their eyes open (EO), in some 
with eyes closed (EC), or both. When EO training 
was examined, subjects rested with their eyes closed; 
and, when EC training was used, subjects were asked 
to keep-their eyes open between trials. Subjects in 
Studies J, HIJ and IV were asked to rate the task as 
pleasant, unpleasant or neutral, and also whether 
they felt that the ‘alpha experience’ was relaxing or 
not relaxing. Subjects in Study IT were only asked to 
relate pleasantness of the task. 

Study I: The basic phenomenon of alpha condi- 
tioning was examined (Travis, Kondo and Knott, 
1974); could subjects, given knowledge of their alpha 
level, increase the amount of alpha emitted? A visual 
(blue light) feedback signal was used. Subjects 
received the feedback signal when they equalled or 
exceeded a predetermined criterion alpha. This was 
defined as 0°07 to 0-13 seconds of 8-13 Hz activity 
which was 50 per cent or more of the amplitude of 
the maximum eyes-closed alpha observed during an 
initial calibration period. Twoọ control groups were 
examined, one receiving noncontingent feedback and 
one receiving no feedback, just sitting quietly. After 
we had determined to our satisfaction that this was 
indeed the case, we proceeded in Study II (Travis, 
Kondo and Knott, 1974) to examine the parameters 
of the alpha enhancement situation more closely. 

Study IIT: The following questions were examined: 
(1) Was there a difference between EC and EO 
training? (2) Could subjects learn the task more 
efficiently with on/off or continuous feedback? and 
(3) how good a dependent variable was integrated 
alpha? The feedback signal was auditory for all 
subjects, half of the subjects receiving continuous 
reinforcement and half receiving reinforcement for 
equalling or exceeding criterion alpha as defined 
above. Feedback signal for the former group was a 
tone which varied continuously between 300 and 500 


* As an example: 1 event = 100 uV-seconds, if 50 
events were marked in 100 seconds, the average amplitude 
would = 

50 events 100 uV-sec 
100 seconds 100 seconds 


= 50uV, average amplitude. 
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cycles per second, depending on the amplitude and 
ahundance the alpha produced. On the other hand, 
the group whose feedback was based on criterion 
alpha heard a 400 cycle tone when they equalled or 
exceeded criterion. 


Control subjects in this study received a random ` 


on/off or continuous signal unrelated to alpha output. 
The control subjects were led to believe that they 
were participating in an alpha enhancement study 
and that their reinforcement was in fact relevant. ” 
We found that subjects learned to enhance their 
alpha output under both eye conditions, but to a 
greater degree during EO training (since EO alpha 
levels are very low, this was not surprising). It was 
also determined that continuous feedback was 


superior to on/off in producing alpha changes; and, — 


finally, that integrated alpha was a very sensitive 
measure of changes during alpha enhancement 
training. 

Study HI: (Kondo, Travis and Knott, 1974). We 
looked at the effects of increasing monetary reward on 
alpha enhancement and found, as expected, that the 
` promise of more money spurred the subjects to greater 
efforts. These subjects received a continuous fre- 
quency modulated tone reinforcement. Subjects 
experienced ten 5-minute training and five 5-minute 
no-tone test periods following the training sessions. 
Four bonus levels were used in this investigation 
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($0.00, $2.50, $5.00 and $10.00), the criterion for full 
bonus being production ‘of alpha in each of the last 
five trials 20 per cent grdater than baseline levels. 
Study IV: In this study: (Kondó, Travis, Knott and 
Bean, 1975) the subject#*received a continuous fre- 
quency. modulated t tone. Half of the subjects heard a 
tone Which increased in frequency with increased 
occipital alpha, while the other half heard a tone 
which. decreased in frequency with increases in alpha. 
Both groups, howéver, were .told that the former 
condition obtained and that their :task was to keep 
the tone as high as possible. Subjects receiving true 


false. 


' feedback produced more alpha than those receiving 


i Rie 

Study I: EO Alpha Training (5, ro ) minute trials) 
—Table I. Of the. 42 subjects, 20 (48 per cent) 
reported that the ‘alpha experience’ was pleasant, 
while 22 subjects (52 per cent) reported that 
the alpha experience was ‘neutral or un- 
pleasant’. Of the 20 subjects who reported that 
they found the alpha experience to be ‘pleasant’, 
only 10 could definitely say that the experience 
was intrinsically pleasant. The other 10 could 
nat say whether the pleasant feeling they ex- 
perienced was from the alpha production per se 


TABLE I 
Subjective reports of subjects who received 5 ten-minute eyes-open training trials (n == 42) 








sos Not Intrinsically 
Pleasant Unpleasant Neutral Relaxing relaxing pleasant 
20 | 2 20 24 18 10 
TaBe IT 


Subjective reports of subject who received continuous and binary feedback under eyes-open and eyes-closed conditions, 
and control subjects who received eyes-closed training with random feedback (n = 48) 








F Intrinsically 
Ms Pleasant - Unpleasant Neutral pleasant 
Eyes closed experiment: 
Binary feedback ag sii es 6 I 9 5 
Continuous feedback .. os is 10 I 5 5 
Eyes open experiment: 
Binary feedback pa a ia 8 O 8 4 
Continuous feedback .. ia a3 5 o 3 3 
Eyes closed control: E 
Binary feedback se a as 4 o 4 2 
T o 10 4 


Continuous feedback nae be 
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Tase IIT 
ee reports £ chee ihe received continuous feedback under three levels of reward (n = 30) 


d * Pleaskint 


i Unpleasant 
High S+ J, E: o` 
Medium St... i l o` 
O 


Low St.. v7. AaS 


or because of the N SE received -for 
having succeeded at the task. Again, of the 42 ` 
subjects 24 (57 per cent) reported that the ‘alpha * 
experience’ was relaxing; 18 (43. per cent) of the 
subjects reported ‘either. that- the task was 
demanding or:that it was not relaxing. 


Study II: EC/EO Alpha Training (10, 5 ‘minute - 


sessions)—Table II. Sixty-three per cent of the 
patients who received continuous feedback and 
38 per cent of those receiving binary feedback 
during eyes-closed training rated the experience 
as pleasant. Following eyes-open enhancement 
training, on the other hand, 27 per cent of 
those receiving continuous and 50 per cént of 
those receiving binary feedback reported the 
alpha experience to be plesasant. It is interesting 
that 63 per cent of the random continuous 
feedback control and 50 per cent of the random 
binary feedback controls also found the ex- 
perience to be pleasant. No consistent pattern 
can be discerned in this table concerning 


Not Intrinsically 
Neutral Relaxing relaxing pleasant 
2 7 3 7 
7 6 4 2 
3 8 2 5 


pleasant, i.e. was pleasant independent of task 
success. Performances of subjects who rated a 
task pleasant and those who rated it unpleasant 
- did not differ in learning alpha. 

Study IIT: EC Alpha Training (10, 5 minute 


- sessions)—Table III. A majority of the groups 


who received the high and low levels of rewards 
rated the task as ‘pleasant’. There does appear 
to be a reversal in the medium reward group; 
no explanation can be offered for this at present. 

Study IV: EC Alpha Training (1, 30 minute 
session) —T able IV. It can be seen that subjective’ 
responses of persons who were trying to increase 
(true feedback) and of those who were trying 
to suppress (inverted feedback) alpha produc- 
tion were nearly the same. 

All subjects: It can be seen in Table V that 


Tasis IV 
Subjective reports of subjects who received true and 
inverted continuous feedback for 30 minutes (n = 20) 











possible patterns of responses; i.e. ‘pleasant’, True Inverted 
‘unpleasant’ and ‘neutral’ feelings do not seem to feedback feedback 
be related to any degree to the kind of the Pleasant 3 i 
feedback stimulus experienced or the eye Unpleasant 3 2 
condition during training. Further, a fair num- Neutral 4 7 
ber of the subjects in all categories noted or a 5 4 3 
J : & A Not relaxing 7 
felt that the alpha experience was intrinsically 
, TABLE V 
Combined reports of all subjects who have participated in alpha enhancemant studies to date 
Intrinsically 
Pleasant Unpleasant Neutral pleasant 
Eyes open (n = 66) .. 50% 3% 47% 61% 
Eyes closed (n = 62) .. 55% 3% 42% T1% 
Relaxing Not relaxing 
Eyes open (n = 42) .. 57% 43% 
Eyes closed (n = 40) .. 63% 37% 
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approximately half of the subjects who received 


alpha enhancement under either eye condition - 


rated the task ‘pleasant’. On the other hand, 
more of the subjects who received eyes-closed: 
alpha enhancement found the training relaxing 
than did subjects who received eyes-open. 
training. 


Discussion 
The evidence to date suggests that the alpha 
enhancement task is not as overwhelmingly 
pleasant, as had been suggested by Nowlis and 


‘Kamiya (1970) and Brown (1970). The audi- 


tory, eyes-closed enhancement, however, appears 
in a number of people to be related to relaxation. 


Although the use of this type of training for, 


therapy would be decidedly premature, it does 
appear that in some cases relaxation can be 
increased coincident with ‘learned’ alpha en- 
hancement, Of course, this may be a circular 


- process, since ‘relaxation’ with decrease. in 


anxiety and tension leads to an increase in 
per cent time alpha. 
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Lost, discarded 


or simply 
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forgotten 


Your chronic schizophrenic 
patient on oral therapy can lose, 
discard, or simply forget to take 
his medication. This problem can 
be eliminated by prescribing 
Depixol’ Depot Injection which is 
administered once every 2-4 weeks. 

Depixol provides effective 
maintenance control of psychotic 
symptoms with usually ewet side 
effects than phenothiazines. 

In addition, Depixol possesses 
activating and antidepressant 
properties which are so important 
when treating withdrawn, apathetic 
and poorly motivated patients. 


Depixol 





Depot Injection 

.the long-acting 
Maintenance therapy 
, which cannot 

be forgotten |. 








Presented as 2% solution of Rupenthixol decanoate in thin vegetable oil in pre-filled disposable syringes and ampoules each containing 20 mg (1 ml) | 
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and mg (2ml). Further information on request, Lundbeck Limited 48 Park Street Luton Beds LU1 JHS Tei: Luton #11482 


*trade mark 


Fluanxol gives 
your anxious and 
depressed patients 
a head start 


Fluanxol* treats both reactive 
depression and anxiety and its 
clinical effect is usually seen within 
the first few days of treatment, 
or at the latest within a week. 
Fluanxol acts fast without causing 
the autonomic side-effects of 
tricyclic antidepressants and has 
a wider psychotropic spectrum of 
activity than the benzodiazepines 
without the risk of habituation. 
Patients with symptoms of fatigue, 
weepiness, anergy or irritability can 
be put on the road to recovery more 
quickly, giving them reassurance and 
encouraging continuation of therapy. 


iF z = % Fluanxol well worth a weeks trial 
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Self-Mutilation, Obsessionality and Narcissism 


»* 


INTRODUCTION 

This paper describes a controlled study of 22 
non-psychotic - - female habitual self-cutters. In 
this study an ‘habitual self-cutter is defined as a 
patient who_has cut herself with a sharp object 
on at least two separate occasions. 

A wide-variety of self-mutilating acts have 
been observed in psychiatric patients for 
centuries, but’ Offer and-Barglow (1960) have 
focussed interest on the patients, usually female, 
who repeatedly cut their wrists. Since their 
paper a number of reports have appeared, 
mainly from the U.S.A. Thus, Graff and 
Mallin, (1967) ° described ‘the typical wrist- 
cutter as ‘an attractive, intelligent, unmarried 
young woman, who is either promiscuous or 
overtly afraid of sex, easily addicted and unable 
to relate to others . . . she slashes her wrists 
indiscriminately and repeatedly at the slightest 
provocation, but she does not commit suicide. 
She feels relief with the commission of her act’. 
Ping-Nie Pao (1969) has labelled these patients 
‘delicate self-cutters’ to distinguish them from 
_ those who cut once, deeply and _ suicidally. 
Rosenthal et al. (1972) have suggested tenta- 
tively that the patients cut themselves while in 
a depersonalized state ‘in an effort to re- 
integrate’. These and other American papers 
are essentially descriptive, almost all are un- 
controlled, and o . to the different diagnostic 
criteria and semantic differences that exist 
between the U.S.A; řand the U.K. (Cooper J. 
et al., 1972) great ‘edution is required in com- 
paring the data in the present and other British 
papers with the American literature. 

Only three studies of consequence appear in 
the British literature. They are McEvedy’s (1963) 
work, which lacks a control group, McKerracher 
et al’s (1968) paper describing self-mutilation in 
subnormal criminal psychopaths, and Walden- 
burg’s (1972) study, which’ was controlled, 
involving 13 subjects and their controls. 
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The background to our present state of 
knowledge can be summed up thus: some useful 
descriptive and interesting but speculative work 
has been done. There has been only one satis- 
factorily controlled study among patients of 
normal intelligence, namely Waldenburg’s, and 
much remains to be established and confirmed 
about a common group of patients, examples 
of which must have been seen by all psychia- 
trists. 

The aims of the present study were: (1) To 
elicit the clinical and biographical features of 
non-psychotic, female, repeated self cutters, 
as defined above. (2) To attempt a detailed 
study “the patients’ mental state at the time 
of the a. ` (3) To test the prediction, based on 
clinical o. ervation, that selfcutters exhibit a 
marked obs ssional trait. (4) To examine the 
possible relafionship between self mutilation, 


_ obsessionality and narcissism. 


The above relationships were suggested by 


‘the impression that self-cutters, although often 
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casually dressed and made up, had clearly 
spent much time and effort achieving this effect. 
This impression of preoccupation with appear- 
ance was strengthened by the fact that 7 out of 
7 male self-cutters (subjects of a current ongoing 
study) were exceptionally particular about their 
personal appearances. Further hints lay in 
McEvedy’s conclusion that ‘in our culture the 
female devotes a great deal more time to 
such grooming activities as skin care and hair 
grooming’ and his suggestion that the produc- 
tion of superficial lacerations could be seen as 
an extension of grooming behaviour. The well 
known decorative facial scars of certain African 
tribesmen and the self-esteem boosting, highly 
prized, sabre-inflicted facial wounds of German 
students are two further examples supporting 
the idea that narcissism and superficial cutting 
of the skin might ’be related. 
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METHOD 
The 22 subjects were repeated self-cutters, 
"female, non-psychotic in-patients. Patients whose 
self mutilations occurred when their mental state 
was altered by alcohol, drugs or epileptic 
phenomena were excluded. 

Eight patients were drawn from the psychia- 
tric ward of an undergraduate teaching hospital, 
and 14 from a large, traditional mental hospital. 
Most previous studies involved only teaching 
hospital or special unit patients, and we hoped 
that our wider sampling would provide a more 
representative series. 

The patients form only a proportion of the 
self-cutting patients treated at the two hospitals 


between 1 July 1972 and 30 June 1973, during . 


which period the study ran. The patients were 
seen by one or other of us when our service 
commitments allowed, and although no doubt 
a variety of undetermined selection factors did 
intrude, no patient was deliberately selected or 
excluded other than for reasons already stated. 
Thus the sample was as random as could be 
achieved within the limits indicated. In practice 
no truly random sample of these patients has 
yet been described. 

The 22 subjects were matched with 22 non- 
psychotic female controls for age, social class 
and ward. The choice of the control patient was 
made by the relevant ward sister, who was 
otherwise ignorant of the aims of the study. 

As Offer and Barglow (1960) and McEvedy 
(1963) have shown, repeated self-cutting appears 
to have an ‘infectious’ quality leading .to out- 
breaks involving several patients. ‘This suggests 
that factors in the ward milieu play their part 
and these should ideally be the same for subject 
and control. An attempt was made to allow for 
this by drawing the controls from the same 
wards as the subjects, their periods of in- 
patient care to coincide. This latter provision 
proved difficult and was achieved in only half 
the pairs. The best that could be achieved for 
the remaining pairs was for their admissions to 
be as near each other as possible; this was never 
more than a few weeks apart. It is acknowledged 
that the ward dynamics could have changed 
substantially during this time. 

A detailed psychiatric interview was carried 
out on all subjects and controls. The accepted 
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psychiatric diagnosis was that made inde- 
pendently by the psychiatrist in charge of each 
patient., Special attention was paid to the 
patient’ mental state during self-cutting. An 
important aspect of this was the patient’s avowed 
reason for the act. In clarifying: this we felt a 
choice had to be made between either asking 


each patient the same questidg{s in a set order 





as spontaneously as possible, . 
reasons were given. The former approach has 
the advantage of being easier to replicate, 
but it was our impression that the subjects were 
often vague about their motives -and easily led. 
Because of this we chose the latter; less structured 
approach, 

All patients and controls filled up the Middle- 
sex Hospital Questionnaire (Crown and Crisp, 
1966), which measures six common groups of 
symptoms and traits (see Table III). Similarly 
the 40 question section. of the Tavistock Inven- 
tory (Sandler, 1954) relating to obsessive and 
compulsive traits was completed. 

No reliable questionnaire to assess Narcissism 
has been designed. However, Sandler and 
Hazari (1960) showed by factor analysis that 
the section of the Tavistock Inventory just 
referred to contained two distinct factors. 
Factor A they tentatively called ‘realistic- 
narcissistic’, as they felt that this described the 
character pattern which exhibited the items 
clustering round factor A. For similar reasons 
they felt that factor B approximated the so- 
called ‘obsessional personality’. We predicted 
that the self-cutting group would cluster 
significantly nearer the realistic-narcissistic pole 
than would the controls. 


RESULTS 

The data are summarized in Tables IA- 
Ip. 
- Itcan be seen from Table Ia that although the 
mean age is quite young the range is p 
wide from 18 to 56 years. ` 

That self-cutting behaviour can commence 
as early as g years of age and as late as 56 is 
noteworthy. As very little is known about the 
long-term prognosis in these patients, the fact 
that it has lasted 26 years in one patient is of 
interest. 
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TABLE [A i 
Age of onset and duration of sebf-cutting 





Mean age of patients 28-8 years 


t; . 


Mean age at ay 


Mean duration’ “of ee, 








behaviour 5:0 ) Years i 
i ongea 26) yrs. ) 
Number who first cut as E 
patients : J4 
Number who first cut outside . 
hospital i å 
TABLE IB 
Site and number of cuts 
Wrists and/or forearms .. | 22 
Face .. ‘ se 2 
Neck .. I 
Abdomen 7 I 
Thigh I 
Leg below knee I 
Feet .. i ae I 
Toes I 
Number of cuts per subject. . 2 to well over 100 
Act always in private - a 21 
-Act always in Saar Ss I 
TABLE Ic 
Reason given for self cutting and feelings at time of act 
‘Relief of tension’ 19 
‘Suicide’ : ss P 9 
‘Anger at others’... de 7 
‘Anger at self’ T 4 
‘To get attention’ 5 
‘Sexual frustration’ . x 
Number who felt no pain at 
time 16 
Number depersonalized at 
time of cut i 
Number claiming Amnesia for Same subjects 
the event sg 7 
. TABLE Ip , 
Social class ; 
Social class I 5 
H 4 
II 4 
z IV 6 
V 3 
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The wrists or forearms were the chosen site in 
all cases, though a few patients cut themselveg 
elsewhere in addition. 

The initially private nature of the act is well 


_ emphasized. 


The reasons given for self-cutting require 
further clarification. By far the commonest 
experience leading to self-cutting was the 
onset of an unpleasant feeling of tension, this 
increased in intensity until the patient cut her 
skin, which brought an immediate lessening of 
tensioi{-and a feeling of relief. Sometimes the 
feeling of tension was related to angry feelings 


| ‘towards self or othérs, but more often than not 
there was no apparent precipitating factor. 
* Although in some ways the build-up of tension 


and repeated act resembled obsessional beha- 
viour, in only three cases was there any inner 
struggle to resist the act, and two of these patients 
were suffering from a definite obsessional illness. 

The 9 patients who alluded to suicidal 
motives all'put forward this explanation in a 
half-hearted perfunctory fashion, and during 
further discussion it became obvious that in 
no case was‘self-destruction the aim. Similarly, 
7 patients claimed that they had no recollection 
of the act, but as the interview progressed all 
seven gave a very detailed description of their 
feelings at the time. In no case did a true 
amnesia exist. It was interesting to note that 
these same patients all suffered depersonaliza- 
tion before the self-mutilation. 

A high proportion, 16, claimed to feel no 
pain when they cut themselves, but all felt pain 
minutes or hours later. 

The -social class incidence reveals a trend 


. suggesting that self-cutting might be commoner 


in Social Classes I and IT. 
Table II shows that the only difference 


‘between subjects and controls was a signifi- 


cantly higher incidence of psychosexual dis- 


_ order among thé subjects. As a group they were 


more likely to be frigid or actively lesbian. 
We also had the impression that individual 


“cutters took overdoses of drugs more often than 


the controls, but the actual number of cutters 
‘who -had taken one or more overdoses was not 
significantly different from the control group. 


... The most striking feature of Table III is the 


cutter’s highly significant score on obsessionality. 
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Compartson of clinical and biographical data for 22 
cutters and 22 controls 


Cutters Controls (P) 


ERTS disorder 15 14 N.S. 

Depression ; 5 6 N.S. 

Obsessional state 2 I N.S. 

SEL state .. - o I N.S. 
Married es = 8 10 N.S. 
Single 14 12 N.S. 
History of abuse of drugs o: or 

alcohol .. í 5 5 N.S. 
Number of patients who 

had taken overdoses .. 12 8 N.S. 
Nursing or paramedical 

occupation ; na 5 3 N.S. 
Psychosexual disorder 13 6 <0-05 


x? test with Yates’ correction used throughout. 
N.S. = Not significant. 


Although not a significant difference, the 
controls scored higher on ‘Hysteria’ than did 
the cutters, which might surprise observers 
prone to describe self-cutters as ‘hysterics’. 
Table IV confirms the cutters’ marked ten- 
dency to score significantly higher than their 
controls on measures of obsessionality. There 
was, however, no evidence that the cutters 
scored higher on the obsessionality question- 
naire because of selectively higher marking of 
items relating to the realistic-narcissistic charac- 
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ter pattern. Their generally higher scores 
appeared to be due to an equal marking of 
both. realistic-narcissistic and obsessional per- 
sonality items. 


DISCUSSION 


The data related to the act of self-cutting 
are similar to those in earlier studies and tend 
to confirm much that has been described before. 
There are, however, a number of significant 
differences. , 

The figure for the number of subjects de- 
personalized at the time of cutting is lower 
than in other studies which give figures, and 
we cannot agree with Rosenthal et al. (1972) 
that depersonalization is the essential factor 
preceding self-mutilation. The fact that Walden- 
burg (1972) found the phenomenon of de- 
personalization as often in his control group as 
among wrist cutters tends to confirm our view. 
The surprisingly high (8) number of patients 
who first cut outside hospital suggests that this 
behaviour is not just a product of institutional 
life. 

When the clinical and biographical data for 
controls and subjects are compared, the most 
striking feature is the lack of difference between 
them. This leads us to the conclusion that the 
general aspects of Graff and Mallin’s literary 
description of the ‘typical’ wrist cutter would 
apply equally well to a random selection of 


Tage IIT 
Mean Middlesex Hospital questionnaire scores and standard deviations of total groups of 22 cutters and 22 controls 
A O D P H Total 
Cutters 1275439 10o5Łr6 845129 9°53°5 612433 45H 142-75 
Controls... we IL@+3°5 T5423 B-14+2°4 g°0-+3°3 7I+3'6 48°844-68 
Probability (P) .. N.S. <0'OOI N.S. N.S. N.S. N.S. 


N.S., Not significant; A, Anxiety; O, Obsessional; D, Depression; P, Phobia; S, Somatic; H, Hysteria 


Taste IV 


Mean score on ‘obsessionality’ section of Tavistock 


Inventory. 
Ratio Factor A (Realistic-Narcissistic) 


Factor B (Obsessional personality) 


Cutters Controls (P) 
24'5+10'2 15°5-+-6°7 <0°002 
1°07 0'92 N.S. 


N.S., Not significant 
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non-psychotic female in-patients; particularly 
if drawn from a teaching hospital or special unit 
population. 

The need for controls in the study of this 
phenomenon is emphasized when one considers 
McEvedy’s finding that 5 out of his 13 patients 
were nurses, and Goldwyn et al. (1967) also 
remarked that many of their patients were 
nurses or paramedical workers. The present 
study also shows a similarly high proportion of 
cutters from these occupations, but the control 
group shows that this finding is not necessarily 
significant. 

Waldenburg found a diagnosis of personality 
disorder to be significantly commoner in his 
study, whereas we did not. This difference is 
easily explained by the fact that Waldenburg 
(1972) included psychotic patients amongst his 
controls, and although none of his wrist cutters 
turned out to be psychotic four of his controls 
were schizophrenics. All psychotics were ex- 
cluded from the present study. 

Thus we have found little difference between 
self-cutters and controls, but it remains possible, 
even probable, that differences do exist but 
are found perhaps in the quality of child/parent 
relationships and other areas difficult to assess 
with certainty in retrospect. Waldenburg (1972) 
presents some evidence that this is so, and of 
particular interest is his finding that a history of 
feeding disorder allied to anorexia nervosa is 
significantly commoner among wrist-cutters. 

Turning to the Questionnaire evidence, the 
obsessionality of the self-cutters as a group is 
confirmed. McKerracher et al. (1968) also used 
the Middlesex Hospital Questionnaire, and 
they found that self mutilators scored signifi- 
cantly higher on obsessional, phobic and 
somatic items, the obsessional symptoms being 
the best for discriminating between subjects 
and controls. The similarity between their 
results and those reported here 1s particularly 
surprising when one considers that all McKerra- 
cher et al’s patients were criminal, subnormal 
and psychopathic patients in Rampton Hospital; 
a very different sample. 

Another hint that obsessionality is at least a 
factor in self-mutilation is to be found in 
Watson’s (1970) paper concerning an intensive 
study of one self-mutilating patient, using a 
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repertory grid technique. He demonstrated 
that ‘having the same thoughts in my head for 
a long time’ could be identified as one of the 
elements most likly to make the patient slash 
herself. There is not enough detail concerning 
the ‘thoughts’ to confirm them as obsessional, 
but the statement is at least suggestive. 

The Rampton workers point out that there 
is a compulsive and ritualized element in 
repeated self-cutting and suggest that each time 
it is carried out positive reinforcement occurs as 
a result of the pleasurable relief of tension, 
strengthening the patient’s tendency to repeat 
her behaviour. ‘Relief of tension’ was easily the 
commonest reason for cutting in the present 
series, and this coupled with the evidence for a 
marked obsessional trait supports the Rampton 
workers’ suggestion. If their explanation is 
even partially correct it has theoretical implica- 
tions for the treatment of repeated self-cutting. 
All authors who discuss the problem acknow- , 
ledge that modification of this particular 
aberrant behaviour is extremely difficult. It 
would seem logical to seek some other superior 
tension-relieving reward or alternatively seek 
to couple the self-mutilating act with an aversive 
stimulus. 

In practice it is difficult to find a superior 
tension-relieving reward. However, it may be 
that Graff and Mallin (1967) employed such 
a technique successfully, though they con- 
ceptualized it quite differently. Graff and 
Mallin regard the self-cutters’ method of tension 
relief as a pre-verbal message, and they based 
their treatment on what they describe as a 
physical pre-verbal approach. This involved 
holding the patient’s hand when she was tense 
and even cuddling her when she felt like cutting 
herself. ‘Thus, they state, ‘periods of cutting were 
ended or staved off by the therapist’s putting his 
arms around the patient’. It could well be that 
this behaviour of the therapist’s ‘in a nonsexually 
stimulating way’ proved to be a comforting and 
tension-relieving reward, superior in effect to 
self mutilation. 

If this explanation is correct, it would be 
logical to equip the patient with the means of 
controlling her distressing tension. Perhaps this 
could be achieved by teaching the patient auto- 
relaxation which she could apply whenever she 
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felt herself becoming tense. This approach does 
not appear to have been tried i in these circum- 
stances. 

An aversive stimulus such as an electric shock 
has been used with considerable short-term 
success in a number of single case reports of 
self-injurious mentally handicapped children 
(Smolev, 1971; Callias et al., |1973). The 
technique is to administer a painful electric 
shock immediately after the self-injurious beha- 
viour (usually head banging).: ‘There are of 
course enormous differences between the adult 
self-cutter who self-injures relatively infre- 
quently and the head banging child who 
carries out the act several hundred times daily. 
Obtaining the self-cutter’s co-operation would 
be but the first of many possible difficulties. 
However, aversive shock treatment has not 
been reported in adult self-cutters, and it 
remains a new line of possible treatment to 
- explore in what is still an extremely difficult 
treatment situation. 


SUMMARY 


A controlled study of the clinical and bio- 
graphical features of 22 female repeated self- 
cutters is described. 

The results of the assessment of these patients, 
using the Middlesex Hospital Questionnaire 
and the Obsessive-Compulsive section of the 
Tavistock Inventory, is presented. 

The marked obsessionality of these patients is 
emphasized and the possible implications of 
these findings for treatment is discussed. 
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Psychiatric Morbidity in a Sample of a London Coroner’s 
Open Verdicts 


By T. A. HOLDING and B. M. BARRACLOUGH 


A coroner concludes an open verdict if there 
is insufficient evidence to record any of the 
other verdicts, namely, suicide, accident, homi- 
cide and natural causes (Purchase and Wollas- 
ton, 1957). In practice, open verdicts are most 
often used when the coroner cannot decide 
between suicide and accident. They are there- 
fore of interest to doctors, especially family 
doctors and psychiatrists, and to social scientists, 
because suicides may be so classified for want of 
evidence of intent to die. Thus the study of open 
verdicts may increase knowledge about suicide 
itself and the accuracy of suicide statistics. 
To further these aims we describe, for the first 
time, a consecutive series of such deaths which 
occurred in a London coroner’s district. The 
psychiatric aspects have been given special 
emphasis. 

The methods of classifying violent deaths 
used by the Home Office and the Registrar 
General require consideration first. Death 
certificates for violent deaths are completed 
after the coroner’s inquest. He records the cause 
of death and allocates the death to natural 
causes or the ‘external’ causes of suicide, homi- 
cide, accident or open verdict. The principal use 
to be made of the open verdict category is 
described in Ferois on Coroners (Purchase and 
Wollaston, 1957): “There may, however, be 
cases in which it is impossible to decide whether 
the death was an accident or suicide, and in 
such cases an open verdict is legitimate’. Open 
verdict statistics for England and Wales are 
provided in coroners’ returns to the Home Office 
and on death certificates. In 1970 there were 
1,626 open verdicts, 0-28 per cent of the 575,194 
' deaths that year, and 3,940 suicides, a ratio of 
suicides to open verdicts of 2:4: 1 (Home 
Office). 

The Registrar General reclassifies open 
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verdict deaths using the system of the Inter- 
national Classification of Diseases (W.H.O., 
1969). In 1970, 1,125 (70 per cent) of the 1,626 
open verdict deaths were reclassified to ‘undeter- 
mined deaths’ (Eg80—989*), giving a ratio of 
suicides to undetermined deaths of 3-5 : 1. Most 
of the remainder were reclassified as accidental 
deaths or natural causes. Statistics about un- 
determined deaths have been published in the 
Registrar General’s Statistical Review since 
1968. 


METHOD 

Sample 

The sample comprised all those persons whose 
bodies were found in the Inner West London 
Coroner’s District during the two years from 1.1.69 
to 31.12.70 and whose deaths were recorded as 
open verdicts. This coroner’s district had a popula- 
tion of 951,600 in 1969 and comprises the City of 
Westminster and the Boroughs of Kensington and 
Chelsea, Merton, and Wandsworth. It can be 
described roughly as west central London, north and 
south of the Thames and the river itself between 
Putney and Westminster. The coroner is full-time 
and qualified in medicine and law. He is assisted by 
two part-time deputy coroners, both lawyers. ‘The 
coroner concluded 112 (84 per cent) of the open 
verdicts sampled, the deputies 15 and juries 7. 


Data collection 

The coroner must account for the violent and 
unusual deaths which occur in his district. His 
decision is made after considering evidence collected 
by his officers and questioning witnesses directly at 
the inquest. Eight full-time and four part-time 
coroner’s officers investigate the circumstances of 
death, each having responsibility for the bodies 
found in a defined area. The enquiry’s aim is to 

* Categories Eg8o—989 are for use when it cannot be 
decided whether the injuries are accidental, suicidal or 
homicidal. They include self-inflicted injuries not specified 
either as accidental or intentional (W.H.O., 1969). 
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identify the body and determine when and how the 
death occurred, so as to enable the coroner to 
complete the death certificate. Although exhaustive 
the enquiry may be limited by lack of evidence. 

The inquest notes provide information gleaned 
from visiting the scene of death, examining the body, 
interviewing relatives, friends, employers and any 
other relevant witness, consulting official documents 
such as medical, hospital and criminal records, and 
obtaining medical reports from attending doctors. 
The information includes, besides age, sex, marital 
status, occupation and living circumstances, an 
account of the period immediately before death, 
recent events of psychological and social importance, 
and the salient features of the person’s present and 
past medical and psychiatric history. The evidence is 
completed by a full post-mortem and in most cases a 
supplementary report for blood levels of alcohol and 
drugs. One hundred and twenty-six (g4 per cent) 
of the post-mortem examinations in the sample 
studied were performed by forensic pathologists, 96 
(72 per cent) of these by two Professors of Forensic 
- Pathology in the University of London, and the 
remainder by pathologists in the hospital service. 
Since the coroner’s enquiry is not intended to cover 
the dead person’s medical history comprehensively, 
it must be an underestimate of both previous and 
present morbidity. 

The validity of the data is assumed, and that 
assumption appears justified because the facts we 
have used are unambiguous, given by relatives and 
close friends likely to be well informed, substantiated 
by documents and then verified by the coroner when 
he questions witnesses under oath. Evidence of the 
mental state of subjects before death was given by 
psychiatrists and family doctors in 29 per cent and 
by relatives and friends in 51 per cent, but for the 
remaining 20 per cent this information was lacking. 
Reports from the Criminal Records Office were 
consulted in 5 per cent. Every case had a post-mortem, 
drugs were identified in body fluids in 72 per cent 
and quantified in 55 per cent; alcohol was present 
in 67 per cent and quantified in 63 per cent. For some 
cases data were replete, while for others, especially 
those of homeless men, little was known. 

Each set of inquest notes was reviewed and the 
relevant facts recorded in coded sheets. Some of this 
transfer was clerical, for example age and sex; some 
required coding, for example social class and socio- 
economic group, and some required judgement, for 
example making the diagnosis. The reliability of the 
coding was assessed for 10 sets of inquest notes which 
were reviewed twice by the same rater; at least one 
week intervened between the coding of each, and 
differences of coding provided a measure of reliability. 


PSYCHIATRIC MORBIDITY IN A SAMPLE OF A LONDON CORONER’S OPEN VERDICTS 


For 139 of the 143 items no differences were observed, 
and for 4 items one difference; so we concluded that 
the procedure was reliable. 

Each case was classified as mentally ill, mentally 
well, or unassessable, and those mentally ill were given 
a diagnosis which was rated as certain or probable. 
As more than one diagnosis was made in some cases, 
it was also decided which was the primary or more 
important disorder. It is not as difficult as might 
first appear to make a diagnosis from the coroner’s 
notes: 37 cases (32 per cent) had been diagnosed in 
medical reports; of these 32 cases had been diagnosed 
before death (25 by psychiatrists and 7 by family 
doctors), and 5 by post mortem evidence of chronic 
alcoholism. We accepted all these diagnoses. We 
diagnosed the remaining 43 mentally ill cases from 
reports of symptoms and signs present before death 
and evidence of impaired social functioning. Records 
of previous mental illness requiring psychiatric 
treatment and treatment with psychotropic drugs 
before death provided supporting evidence. To assess 
the reliability of the diagnoses, a second psychiatrist 
made an independent assessment of a random sample 
of 20 cases. There was agreement that 13 of the 
subjects were mentally ill, and using 7 diagnostic 
categories there was agreement on diagnosis for 10 
(77 per cent) of these 13 subjects. The diagnostic 
procedure, therefore, seemed reliable. 


RESULTS 

One hundred and thirty-four deaths over the 
two-year period were recorded as open verdicts. 
But open verdicts reclassified ‘undetermined 
deaths’ are the chief concern of this paper; so 24 
of the 134, 19 adults and 5 children, which 
would not have been given that classification 
by the Registrar General have been excluded. 
For the 19 adults the alternatives were natural 
causes or accident, and for the 5 children 
suicide was not a consideration (Fig. 1). The 
g adult men died from the following causes: 
3 had head injuries, 2 died post-operatively, 
1 was struck by a train but died from a myo- 
cardial infarction, another had a traumatic 
epistaxis, the eighth was struck by a hit and run 
driver and the last fell at home. The 10 adult 
women died from the following causes: 3 after 
a criminal abortion, while each of the following 
causes accounted for one death, post-operative, 
a leucine test for an insulin secreting tumour of 
the pancreas, a pedestrian car accident, a fall 
in the street, pulmonary embolism whilst taking 
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oral contraceptives, carbon monoxide poisoning 
from a certified defective gas heater and a head 
injury in a homeless vagrant. The 5 children 
died from the following causes: 2 were aban- 
doned neonates, 1 from imipramine poisoning, 
1 from a head injury and for the other the cause 
of death was not ascertainable. 


Age, sex, marital status 

Fifty-five per cent of cases were men, 45 per 
cent women (Fig. 1). The men are relatively 
younger than the women, their mean age being 
42:6 years, that for women 47:7 years. A pro- 
portion of the younger men were drownings or 
deaths related to drug dependence. The age 
group distribution of the men is similar to that 
for the population of England and Wales except 
for a lower proportion in the 55-64 years age 
group; but there are relatively fewer young and 
elderly women and relatively more middle-aged 
women (Table Ia): 

Comparing the age group distribution of our 
sample to that of all undetermined deaths in 
England and Wales, we have both proportion- 
ally more young men and women but fewer 
older men and women (Table Ib): 
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Being single or divorced compared to being 
married is associated with an increased risk of 
an open verdict death, but no definite conclu- 
sions about the association can be drawn for 
men because the marital status was unknown in 
nearly a quarter (Table II): 


Discnosis 

Of the 110 cases, 80 were classified as mentally 
ill. The evidence about the remaining 30 
although suggestive of much ill health was 
inconclusive; they are described under the 
section headed “The Undiagnosable’. 

Of the 80 mentally ill cases, 69 were given a 
precise diagnosis, and for the other eleven cases 
less comprehensive evidence permitted a tenta- 
tive diagnosis only (‘Table IIT). 


DEPRESSION 

Fourteen men and 20 women were diagnosed as 
suffering from a depressive illness; for 13 the 
diagnosis was given in medical evidence. Ten 
were under the care of psychiatrists, 8 as out- 
patients and 2 as in-patients, and 13 were under 
the care of family doctors. Nine were prescribed 
anti-depressants and 2 were receiving ECT. 
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PSYCHIATRIC MORBIDITY IN A SAMPLE OF A LONDON CORONER’S OPEN VERDICTS 


Tass Ia 
Age group distribution—undstermined deaths Inner West London, 1969 and rg7o (England and Wales total population 


age 15+, 1970*) percentages 


Age group 15-24 25-34 35-44 45-54 55-64 65-74 75+ 
Men 20°0 ees 21-7 (1774) 1§°0 (16-7) 18°39 (16> E eee 11°97 (9:5) 3°3 ra 
Women 120 (180) =12°0(15°5) 16°0(14°8) 24°0(15°8) 20°0(15°8) 120 (12°2 o (7'9 
Tase Ib 
Undetermined deaths by age groupb—Inner West London 1969 and 1970 (England and Wales 1969 and 1970 ape l 
15+ )—percentages 
15-24 25-34 35-44 45-54 55-64 65-74 75t 
Men 200 a 21-7 (19-1) ie ae 18-3 (17-6) 10-0 (20°8) ae es 3°3 
Women 12-0 (7:1) 12:0 (7°5) 16-0(12°3) 24'0 (18-2) 20'0o(21r°5) 12°0(19°3) 4:0 (14°1 
TABLE II 
Marital status—percentages 
Men Women 
Inner West London England and Inner West London England and 
undetermined deaths Wales 1970* undetermined deaths Wales 1970* 

Single 33°3 25°7 42°O 20° 4 

Married 35°0 69:7 36:0 64-1 

Widowed I°4 3:6 14°70 14°0 

Divorced 6-7 1'0 8-0 1'5 

N.K- 23°4 — — — 

* Registrar General’s Statistical Review for England and Wales, 1970—H.M.S.O., 1972. 


Fifteen died from overdosage of their prescribed 
psychotropic drugs. Thirteen had a recorded 
history of a previous suicide attempt. Five 
depressed men had second diagnoses, Hunting- 
ton’s chorea, mild subnormality, ‘ personality 
disorder, epilepsy and drug dependence asso- 
ciated with a personality disorder. Two women 
had second diagnoses of chronic anxiety state 
and alcoholism with cardiomyopathy. 


Case summary 

A spinster, aged 37, was found fully clothed 
drowned in the Thames. She had a history of 6 
suicide attempts, 5 of which had been drug 
overdoses, and once before she had jumped into 
the ‘Thames. She suffered from manic-depressive 
disorder for which she had received psychiatric 
care in the past, and at the time of her death 
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she was again a psychiatric hospital in-patient. 
She had been depressed for some months and 
was being treated with ECT and tranquillizers. 


SCHIZOPHRENIA 

Schizophrenia was diagnosed for 6 men and 
5 women, 10 of whom were under psychiatric 
care, 8 as in-patients and 2 as out-patients. 
Five were prescribed a phenothiazine, for 3 this 
was a long-acting fluphenazine preparation, 
and 1 was on haloperidol. Two men were 
epileptic, one was diagnosed as psychopathic 
by his psychiatrist and one woman was mildly 
subnormal. The mode of death was more 
violent than in other diagnostic groups: 4 
drowned, 2 fell from a height, 1 was crushed 
on a railway line and only 4 were poisonings, 
Three had made suicide attempts in the past. 


TABLE III 





Men Women Total 
Psychiatric morbidity before death n n n % 
Mentally ill 38 42 80 es : 
Unassessable 22 8 30 (27 
Mentally fit o o O — 
Go 50 110 (100) 
Primary diagnosis—certain 
Depression 14 20 34 (42) 
Schizophrenia 6 5 II us 
Alcoholism “is 5 3 8 10) 
i Drug dependence 4 I 5 mY 
; Personality disorder 2 — 2 ) 
Subnormality P 2 — 2 (5) 
Other =f, 2 5 7 (9) 
Primary diagnosis—possible Ji 3 8 II (14) 
38 42 80 (100) 
Past history of psychiatric treatment 
Yes... ee 21 (35%) 25 (50%) 46 (42) 
None II 9 20 
Not known 28 16 44 
6o 50 110 
Attempted suicide tn the Ta 
Once z 917%) 10) (32%) 19 (24) 
Two or more I 6 7 
Not recorded 50 34 84 
60 50 110 
Treatment recorded—drugs prescribed 
Hypnotics 
Barbiturate i 10 17 27 
Non-barbiturate .. 2 5 7 
Mixed types I I 2 
Type not recorded 2 O 2 
Anti-depressants 6 8 14 
Anxiolytics 4 7 II 
Major tranquillizers 6 4 10 
Others .. me 4 3 7 
Not specified . 2 3 5 
No record of drugs prescribed 25 21 46 
ECT .. I 3 4 
Psychotherapy . I I 2 
Time since last period of in-patient mental ee care 
In patient at death .. 6 5 11I 
ey » during previous week I I 2 
n » during previous year 3 8 II 
oa », before previous year 3 I 4 
" », time not recorded .. 3 5 8 
16 (27%) 20 (40%) 36 (33) 
- No record of previous in-patient care 44 30 74. 
60 50 110 
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Case summary 

, A bachelor, aged 46, a mental hospital in- 
patient, had an 8-year history of paranoid schizo- 
phrenia, and was initially disturbed, deluded 
and violent, requiring treatment with major 
tranquillizers and ECT. His final admission 
followed transfer from prison. He absconded 
and the following day entered a casualty de- 
partment stating that he had taken an overdose 
of 100 compound codeine tablets and did not 
want to live. He died the following day. He had 
taken an overdose of aspirin 5 years earlier. 


ALCOHOLISM 


Five men and 3 women were alcoholic. 
Post-mortem evidence of chronic alcoholism 
was given for all but one man. All died from 
drug overdosage, 7 from barbiturate poisoning, 
and in 4 cases the post-mortem blood alcohol 


level was over 80 mg. %. Two women had a . 


history of psychiatric care, one being under 
out-patient care before death, and 4 cases were 
under the care of a family doctor. Epileptic fits 
associated with bout drinking were recorded 
for one man, and another had had a partial 
gastrectomy. 

Alcoholism is underestimated because it was 
not diagnosed in cases of alcohol abuse unless 
the person’s doctor gave the diagnosis or there 
was post-mortem evidence of physical damage 
caused by alcohol. Since 22 bodies had post- 
mortem blood alcohol levels over 80 mg. % it 
is possible that if greater clinical evidence had 
been available more cases might have been diag- 
nosed alcoholism. 


Case Summary 

A spinster, aged 36, had previously received 
psychiatric treatment for alcoholism. She was 
still drinking heavily during the last week of 
her life. On the night before dying she was 
drunk and quarrelled with her cohabitee. The 
following morning she was found dead from an 
overdose of amylobarbitone. Threats to harm 
herself had often been made and she had been 
in hospital 2 years earlier because of a suicide 
attempt. ‘The post-morten showed fatty infiltra- 
tion of the heart and liver. She was under the 
care of her family doctor. 


PSYCHIATRIC MORBIDITY IN A SAMPLE OF A LONDON CORONER’S OPEN VERDICTS 


Druc DEPENDENCE 

Four men and 1 woman all aged 19 or 20 were 
seriously dependent on drugs; 3 were prescribed 
methadone as out-patients at the time of death 
and all had a previous history of psychiatric 
care. Two died from barbiturate overdoses, 
1 from morphine and 1 from Mandrax poison- 
ing and the fifth who died from Reye’s syn- 
drome* had, methadone and its metabolites 
detected in his urine. Two were in trouble with 
the law, one dying shortly before his coyrt 
appearance, the other hours after his conviction. 


Case Summary 

A 20-year-old bachelor was found dead with 
a full syringe near his feet and a tourniquet 
around his arm. Although a day patient two 
years before, he was not under medical care 
when ‘he died. He injected intravenously both 
morphine and barbiturates, and a month before 
his death was charged with possessing dangerous 
drugs. He was said to be depressed and worried, 
fearing a prison sentence, had threatened 
suicide and enquired about the size of a fatal 
dose of barbiturate. The night before his court 
appearance was spent with his girl friend, 
herself a registered addict. She said he ‘fixed’ 
the contents of 35 capsules of sodium amytal 
and drank beer and whiskey. Death was caused 
by alcohol and barbiturate poisoning. 


ABNORMAL PERSONALITY 
Abnormal personality was diagnosed for 2 
men, both were aged 23 and under psychiatric 
care. They had histories of many admissions to 
psychiatric hospitals and evidence of instability 
of mood. Both were treated with tranquillizers. 


Gase summary 

A bachelor of 23, described by his psychiatrist 
as a psychopath, was being treated as an out- 
patient with twice weekly injections of fluphena- 
zine enanthate. Frequent bouts of depression 
occurred when he would mention suicide. Over 
the previous 5 years numerous hospital admis- 


* Reye’s syndrome is characterized pathologically by 
cerebral oedema and fatty degeneration of the viscera, 
especially the liver. Its cause is unknown and it occurs in 
children aged 2 months to 15 years. Mortality varies from 
25-80 per cent. 
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sions had been required, and on four occasions 
suicide had been attempted, three times by 
poisoning and once by gassing. Death resulted 
from a barbiturate overdose. 


SUBNORMALITY 


Two men were subnormal. One lived in a 
mental hospital and the other who lived at 
home was epileptic as well. Both drowned. 


Case Summary 


A single man, aged 44, was found, fully 
clothed in the Thames drowned. He had 
lived in a mental subnormality hospital for 30 
years, being unable to support himself. He 
could however spend weekends at home, finding 
his own way, and it was on one of these weekends 
that he died. How he came into the water was 
never discovered. 


OTHER DIAGNOSES 


Other diagnoses were made for 7 persons, in 
6 cases from the medical evidence. The 2 men 
had long standing phobic-anxiety states and it is 
of interest that one had had a partial gastrectomy 
and the other a healed gastric ulcer. Of the 
5 women, 2 had anxiety states, one agoraphobia, 
one a recent attack of mania (she was probably 
depressed when she died) and one had anorexia 
nervosa and a personality disorder. Family 
doctors were treating 4 cases, psychiatrists 2. 
Five cases died from poisoning, 1 from a fall 
and 1 slashed her wrists. 


Case Summary 

A housewife, aged 50, was found dead at 
home having slashed her wrists with her 
husband’s razor. She had slashed her wrists on 
two previous occasions but these acts were not 
regarded as serious suicidal attempts. Five years 
before she had had a menopausal depression 
and recovered. Three years before she was 
diagnosed alcoholic and successfully treated 
with psychotherapy, and for the last 8 months 
she had been treated for agoraphobia with an 
antidepressant. Death resulted from haemor- 
rhage associated with alcohol and barbiturate 
poisoning. 
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PossSIBLE DIAGNOSES 


For 11 of the mentally ill cases the evidence 
was insufficient to conclude a diagnosis with 
confidence although from the illustrative case 
summary it can be seen that the authors have 
erred on the side of caution in this respect. 
Nine probably suffered from depression, 1 from 
a chronic anxiety state and 1 from alcoholism. 
Secondary diagnoses included 1 case of epilepsy 
and 2 of personality disorder in one associated 
with alcohol abuse. Two were under family 
doctor care before death and 1 had a past 
history of psychiatric care recorded. 


Case Summary 

A spinster, aged 41, was found dead by police 
in a hotel room. They described her as a local 
drunk of no fixed abode. A close friend described 
her as a heavy drinker with a very unsettled 


- personality. She was drinking heavily before _ 


her death and had become quiet and with- 
drawn, fearing she had cancer or Tb. She was 
worried about recent trouble with the law and 
was despondent about her failure to find 
permanent accommodation for bail. There 
was no recorded history of previous psychiatric 
care and no post-mortem evidence of alcoholism. 
She died from an overdose of Triptafen tablets. 
A tentative diagnosis of alcoholism and de- 
pression was made. 


‘THe UNDIAGNOSABLE 


There was insufficient evidence to conclude a 
diagnosis for 22 men and 8 women: for 13 of 
these men and 3 women there was no record of 
their mental state before death. Nine men were 
of no fixed abode or no known address, five 
lived alone and 8 lived with others. Five women 
lived alone and 3 with others, differing markedly 
from the men. 

The evidence about the group’s physical 
health before death suggested it was not good. 
Three had epilepsy, 1 tuberculous pneumonia 
and amyloidosis, 2 chronic bronchitis with 
emphysema, 1 gross coronary atheroma with an 
old myocardial infarction and emphysema, and 
1 each had: diverticulitis of the colon, partial 
gastrectomy, achalasia of the cardia, insulin 
dependent diabetes, advanced cerebral 
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atheroma, uterine fibroids and extensive varicose 
ulceration of the legs. 

* Seven were being treated by family doctors 
with psychotropic drugs, 3 women had a 
previous history of psychiatric care and 1 man 
had made a previous suicide attempt. Alcohol 
may have been a problem for some because 
8 men and 1 woman had post-mortem blood 
alcohol levels over 80 mg. %. Poisoning was the 
cause of death in 19 cases, drowning in 7, falls 
from a height in 4, and one was crushed on an 
underground railway. 


Case Summary 


A man, aged 33, was found dead in public | 


gardens from a barbiturate overdose and was 
identified through the criminal records office. 
No relatives were traced, little information 
resulted from enquiries made at places of past 
residence, and his residence and occupation at 
_ the time of his death were unknown. Thus there 
was no record of his ante-mortem mental state 
nor of any previous psychiatric care. 


EPILEPSY 

Epilepsy alone was not counted a psychiatric 
illness. Ten persons (g per cent) were epileptic, 
which is over 20 times the general population 
rate of 0-4 per cent (Bannister, 1970). Four had 
been epileptic since childhood, one following 
meningitis and one associated with subnor- 
mality. Three cases of late-onset epilepsy had 
their first fit within two years of death and at 
post mortem one case had an area of old con- 
tusion in the right frontal and temporal lobes. 
Six cases were known to be taking anticonvul- 
gants. 

Six were diagnosed mentally ill and have 
been included under the relevant diagnoses: 
2 were depressed, 2 schizophrenic, r alcoholic 
and 1 subnormal. Three died from barbiturate 
poisoning, 1 from a cytotoxic drug and 5 
drowned. Only rı death may have been post- 
ictal: she was found dead in bed with equivocal 
bite marks on her tongue and had been in- 
continent, but a blood phenobarbitone level 
of 15 mg. % indicated a large overdose. 
All those who drowned were fully clothed 
and it was not known how they entered the 
water. 


PSYCHIATRIC MORBIDITY IN A SAMPLE OF A LONDON CORONER'S OPEN VERDICTS 


Past Hisrory oF MENTAL DISORDER 

Forty-six cases (42 per cent) had a history of 
psychiatric care at some time before death. 
Thirty-six (33 per cent) had been in-patients, 
and twelve (11 per cent) had been admitted 
more than once (Table III). Suicide attempts 
in the past were recorded for twenty-six (24 per 
cent), which is thirty-six times a general 
population prevalence (Barraclough ét al., 1974). 
In six cases (5 per cent) the suicide attempt had 
occurred within twelve months of the death. 
The cause of death was a repetition of self 


poisoning for 17 (15 per cent). 


Famicy History or MENTAL DIsoRDER 


Family histories of mental disorder were 
recorded for only three cases. Such evidence is 
outside the chief area of concern for the coroner’s 
enquiry and its absence is not therefore of 
significance. Interestingly the man with Hun- 
tington’s chorea had siblings with the same 
disorder who had died by suicide. 


PRESENT TREATMENT 

Fifty-nine people (54 per cent) were known 
to be receiving medical treatment for psycho- 
logical symptoms at the time of death. Psychia- 
trists were treating 27 (25 per cent), II as in- 
patients and 16 as out-patients, family doctors 
were treating 28 (26 per cent) and for the 
remaining 4 it was not recorded if it was 
family doctor or psychiatrist. Psychotropic 
drugs were prescribed for 58 (53 per cent), 
hypnotics being the only drug for 22 (20 per 
cent). Thirty-one (28 per cent) were poisoned 
by their prescribed drugs, in 24 cases (22 per 
cent) barbiturates. In addition to drugs, 4 were 
receiving ECT and 1 psychotherapy; 1 person 
was undergoing psychotherapy only (Table ITI). 


PSYCHIATRIC MORBIDITY IN Cases EXCLUDED 


A brief comment is required to cover the 
mental health of those adult open verdicts 
which were excluded from the undetermined 
deaths. Of the g men, one was diagnosed a 
chronic alcoholic being a heavy drinker with 
cirrhosis of the liver, 6 were unassessable owing 
to lack of information and 2 were clearly men- 
tally fit. Only 1 man had a previous history of 
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psychiatric care including mental hospital 
admissions and he was killed by a hit and run 
driver. None of the 10 women was diagnosed 
mentally ill, 7 being clearly mentally fit and 3 
unassessable. One woman only had a history of 
psychiatric care recorded: she was a vagrant 
and was found dead on a pavement from a head 
injury. The mental health of these excluded 
cases is, therefore, very different from that of 
the undetermined deaths. 


Discussion 


The 8th edition of the International Classifica-’ 


tion of Diseases introduced ‘undetermined 
death’, Eg8o-98g, as a classification for deaths 
resulting from injury undetermined whether 
accidentally or purposefully inflicted. Mortality 
statistics now describe their distribution by sex, 
age group, mode of death and month of death. 
It would be useful to know more about these 
obscure deaths to improve the accuracy of 
violent death statistics, investigate causes and 
perhaps discover methods of prevention. To 
further these aims we have described here for 
the first time the more important psychiatric 
features of a sample of these deaths. The dis- 
cussion will be directed to the validity of the 
findings and the inferences which may be 
drawn from them. 

The operational definition used was the 
coroner’s verdict; for go per cent of cases that 
decision was concluded by one man. So the 
study is directed to the open verdict deaths of a 
single coroner. A reclassification was imposed 
to make the group comply with a recognized 
I.C.D. category of cause of death. We used the 
official description given in the I.C.D. manual 
taking advice from the General Register Office 
on their own procedure. The descriptions of the 
open verdict cases excluded show that they 
would not have been classified undetermined 
deaths. The evidence of both tables and case 
histories shows the area of doubt to be between 
accident and suicide. The reclassification we 
have made seems, therefore, to fulfil the I.C.D. 
requirements. 

The accuracy of the collection and recording 
of data by coroners’ officers has never been 
subjected to systematic enquiry as far as we 


Iq] 
know. All investigations assume it valid. The 
information we used is straightforward, much 
had been cross-checked by the use of second 
informants and documents, and also at inquest 
by the coroner, who questions witnesses under 
oath to verify their written statements. On 
these grounds serious error of fact appears un- 
likely, but if error does exist it is of underestima- 
tion of illness and social pathology. Nine men, 
for example, were undiagnosed for lack of evi- 
dence. Since they were homeless and destitute, 
a condition associated with a very high pre- 
valence of mental disorder in London (Tid- 
marsh and Wood, 1972) it is probable they 
too were mentally ill. 

Assessment of the mental state before death 
was limited by the available data. Nevertheless 
for 37 of the 80 cases diagnosed mentally ill, 
this fact and the specific diagnosis was derived 
from the reports of psychiatrists, family doctors 
and forensic pathologists, and for 32 of these . 
cases the diagnosis was established before death; 
for the remaining 43 the information came from 
relatives or friends. Our diagnosis was based on 
predetermined criteria designed for use with 
coroner’s notes which gave a high level of inter- 
psychiatrist agreement in the reliability study 
(77 per cent). The prevalence of past histories of 
illness, present treatment with psychotropic 
drugs and the case summaries quoted suggest 
that the classification is valid. 

The principal finding, therefore, is that a 
group of undetermined deaths is associated with 
a very high degree of psychiatric morbidity, 
especially mood disorders, schizophrenia, alco- 
holism and epilepsy. 


It would be useful to know whether these 
findings can be generalized to undetermined 
deaths in England and Wales. The first consi- 
deration is the definition used by the coroner. 
The ratio of suicides to undetermined deaths 
for our coroner is 3-6: r, the same as that for 
England and Wales, 3-5: 1, which suggests 
that he is using the same criteria of uncertainty 
about suicide or accident as other coroners. ‘The 
sex ratio for his cases is the same, 55 per cent 
being men, but there are proportionally more 
young men and women (‘Table Ib). The per- 
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centage of non-violent deaths, poisoning and 
drowning, is similar, 88 per cent from our 
coroner’s district and 81 per cent for England 
and Wales (Table IV). These congruencies 
suggest that the findings about mental disorder 
from our sample may apply to undetermined 
deaths classified in other parts of England and 
Wales. This is a point which could be verified 
using coroners’ inquest notes as we have done. 
It is a commonplace that suicide is under-: . 
estimated. The legal definition in present use,” 
makes this inevitable. It would be useful to: 
know how many undetermined deaths are con- . 
cealed suicides, in which case the undetermined 
rate could be used to rectify the official suicide 


PSYCHIATRIC MORBIDITY IN A SAMPLE OF A LONDON CORONER’ S OPEN VERDICTS 


rate and make: a better estimate of incidence, if 
most were. k 

Perhaps the most telling piece of evidence is 
the coroner’s own belief that up to go per cent 
of these cases are suicides but cannot be so 
classified because of insufficient evidence of 
intent to die (Thurston, 1971). The selected 
case summaries accord with his view. The 
‘argument would be strengthened if suicides and 


‘undetermined deaths resembled each other in 


‘those aspects thought to be aetiologically 
“important for suicide. A comparison between 
‘the findings of this paper relating to mental | 
illness and those of other inquest studies shows 
close similarities. And a sample of our coroner’s 


Tase IV 
Mode of death—-undetermined deaths | 
Inner West London Coroner’s England and 
District Wales 
1969/70 , 1970* 
Male ` Female Male Female 
I.C.D. Cause of death n = 60 n = 50 n= 592 n == 495 
Nos. yA Nos. % yA 7A 
Eg80 Poisoning by solid or liquid substances 35 58°3 42 84'o 34'9 65°5 
Eg8r Poisoning by gases in domestic use .. o o o o 3'5 3'4 
Eg82 Poisoning by other gases s bes o o o O eir <I 
E983 Hanging and strangulation .. at o O O O 3°2 1-0 
E984 Submersion (drowning) Ks 16 26°7 4 8-0 32°2 19°2 
E985 Injury by firearms and explosives ss o O o o 3°0 <I 
E986 Injury by cutting and piere instru- 
Mente. s» $ O o I 2'0 <I <I 
E987 Falling from high places ad 4 6:7 2 4'0 4'4 1:6 
F988 Injury by other and unspecified means 4 6:7 o o 15°4 10°5 
E989 Late effect of injury ne ELS) I 2'0 <I <I 


* Aged 15 years and more: ref. Registrar General’s Statistical Review for England and Wales. 


TABLE V a aa 
Psychiatric morbidity in selected violent deaths—percentages a 


Inner West London Suicides 

1969—70 North Suicides Suicides 

London Bristol Brighton 

Undeter- 1936-38 1957-61 1963-69 
mined Suicides Accidents (1) (2) (3) 

nh=110 n=O n = IIO = 390 n =325 n= 2I0 
Mentally ill before death .. ʻi 73 87 60 64 85 5I 
Psychiatric care before death $ 25 27 4 ? 19 16 
Previous psychiatric hospitalization 33 46 20 ? 30 32 
Previous suicide attempt .. zs 2d. 36 24 9 16 ? 





Ref.: (1) Sainsbury, 1955; (2) Seager and Flood, 1965; (3) Jacobson and Jacobson, 1972. 
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suicides matched on sex, age group and mode 
of death also resembles his undetermined 
deaths in these respects (Table V). Such findings 
suggest that suicides and undetermined deaths 
are drawn in the main from the same popula- 
tion, the mentally ul. i 

If undetermined deaths are for the most part 
concealed suicides, the error’ in the official 


suicide rate as an estimate of incidence may ‘be 
as much as 22 per cent too low, since the ' 
suicide rate in 1970 was 105 per million and = 
the undetermined death rate 29 per million.’ ` 
Clearly further evidence is needed, and in an = 
attempt to provide it we have undertaken a. 


detailed comparison between our coroner’s 
suicides, undetermined deaths and selected 
accidental deaths to study similarities and 
differences in other respects, notably evidence 
of physical and mental illness, social pathology, 
stress and suicidal intent. The sample of our 
coroners’ accidental deaths has a high level of 
present and past mental disorder, although 
somewhat less than the undetermined deaths 
(Table V). 

The mortality of mental disorder is usually 
regarded as death from suicide. Nearly three 
quarters of these undetermined deaths could be. 
classified as suffering from a mental illness at 
their death. Studies of the mortality of mental 
illness should therefore consider deaths recorded 
as open verdicts. 


SUMMARY 

One hundred and thirty-four deaths recorded 
as open verdicts in the Inner West London 
Coroner’s District during 1969 and 1970 have 
been surveyed for evidence of mental illness. 
For 110 (82 per cent) of these deaths the pro- 
bable verdicts were suicide or accident and they 
were reclassified as undetermined deaths. Of 
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these deaths 73 per cent were diagnosed as 
mentally ill, 54 per cent were receiving medical 
treatment for psychological symptoms before 
death, 42 per cent had a history of psychiatric 
care and 24 per cent had made a previous 
suicide attempt. In these respects undetermined 
deaths and suicide deaths resemble each other; 
both are drawn predominantly from the 
mentally ill. 
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- The Potential Difference Ana the Rectal Mucosa During: 
Depressive Illness and Lithium Therapy 


% By MALCOLM PRET 
Summary. The potential difference across the rectal mucosa (rectal p.d.) is 
generated by the active transport.of sodium across the mucosa, and it is sensitive 
to the action of aldosterone. The rectal p.d. values of depressive patients on no 
treatment, tested whilst depressed or after recovery, were found to be similar to 
those of control subjects, indicating that sodium transport across the rectal 
mucosa and the activity of aldostérone were normal in these patients. This 
contrasts with previous reports of abnormalities of sodium transport and of aldo- 
sterone levels in manic-depressive patients. Manic-depressive patients taking 
lithium carbonate as a prophylactic agent were found to have significantly 
elevated rectal p.d. values when normothymic. Patients who had become 
depressed whilst taking lithium, and in whom prophylaxis had therefore failed, 
were found to have normal rectal p.d. values, Lack of elevation of rectal p.d. in 
response to lithium administration may be a characteristic of patients who fail to 


respond to lithium prophylaxis. 


respect to the serosal side. The rectal trans- 
mucosal potential difference (rectal 
generated by the active transport oie 
from the lumen to the blood (Archampong and 
Edmonds, 1972). Measurement of the rectal p.d. 
thus provides a convenient method of assessing 
sodium transport in this organ. 

In the present investigation the rectal p.d. of 
patients with depressive illness and of lithium- . 
treated patients is compared ma that of- a® 
group of control subjects. te 


INTRODUCTION 

There is evidence of reduced sodium transport 
across certain membranes in patients with 
depressive illness. Thus, there are reports of 
diminished transport of sodium from blood’ to: 
cerebrospinal fluid (Coppen, 1960; Carroll, 
1972) and across parotid gland duct walls 
(Glen et al., 1968) in depressive patients. An 
increase’ in erythrocyte Na-K ATPase on 
recovery from depression has also been reported 
(Naylor et al., 1973). 

Lithium salts are effective in the treatment of 
mania (Stokes et al, 1971) and in the pro- 
phylaxis of recurrent affective illness (Coppen 
et al, 1971). They may also have an anti- 
depressant effect (Mendels st al., 1972). There 
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SUBJECTS 
1. Depressive patients 
Patients with depressive illness characterized by 
such features as depression, diurnal variation of 
mood, loss of appetite and libido, early morning 


ig evidence that lithium increases sodium 
transport across erythrocyte membranes ‘in 
vitro (Glen et al, 1972) and across the rectal 
mucosa in vivo (Rask~Madsen et al., 1972). 

The human rectal mucosa is normally 
polarized, the luminal side being negative with 
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waking, self-blame, and diminished energy, interest 
and concentration, were tested following admission 
to hospital. Patients in hospital who had recovered 
from depressive illness were also tested. No patient was +: 
taking drugs other than night sedation (nitrazepam 
5-10 mg. or ethchlorvynol 250-500 mg.) at the time 


Instruction in psychological 
medicine 


‘That students who wish to qualify for membership 
of the College may substitute, if they so desire, 

a three months course of clinical instruction inthe 
wards of alunatic asylum for the same period 

of attendance in the medical wards of a general 
hospital. 


Resolution adopted by the Royal College of Physicians of 
London, July 19th 1875. Brit. med. J.’ 1875, 207 (Aug) 
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3 Conira-indications 
- Hypersensitivity to amitriptyline, concomitant use with a 
monoamine oxidase inhibitor (see Precautions’), during 
-the acute recovery phase following myocardial infarction. 
. See ein Preangyy | under ‘Precautions: 
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watched closely. Tricyclic antidepressant drugs have 
been reported to produce arrhythmias, sinus tachy- 


myocardial infarction and stroke. 


Amitriptyline may block the antihypertensive action of 
guanethidine or similarly acting compounds. 


Discontinue amitriptyline several days before elective 
surgery, if possible. 

Both elevation and lowering of blood sugar levels have 
been reported. 


Not recommended for depressed patients under 12 
years of age. 


Safe use during pregnancy has not been established. 
Weigh benefits against possible hazards to mother and 
child when administered to pregnant or possibly EO 
pregnant women and to nursing MINGS; $ 


Side effects a 
Note: Included in the listing whiéh follows are a few 
adverse reactions which have not been reported with 
this specific drug. However, pharmacological similarities 
among the tricyclic‘antidepressant drugs require that- 
each of the reactions. be considered when amitriptyline: 








Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitations, myocardial infarction, arrhythmias, heart 
block, stroke. : 


CNS and neuromuscular: Confusional states, disturbed 
concentration, disorientation, delusions, hallucinations, 
excitement, anxiety, restlessness. insomnia. nightmares, 
numbness, tingling, and paraesthesiae of the extremities, 
peripheral neuropathy, incoordination, ataxia, tremors, . 
seizures, alteration of EEG patterns, extrapyramidal 
symptoms, tinnitus. 

Anticholinergic: Dry mouth, blurred vision, disturbance 

of accommodation, constipation, paralytic ileus, urinary 
retention, dilatation of urinary tract. 


Allergic: Skin rash, urticaria, photosensitisation, oedema 
of face and tongue. 


Haematological: Bone-marrow depression including 
agranulocytosis, leucopenia, eosinophilia, purpura, 
thrombocytopenia. 


Gastro-intestinal: Nausea, epigastric distress, vomiting. ms 
anorexia, stomatitis, peculiar taste, diarrhoea, parotid. = 03 
swelling, black tongue. Sa 


Endocrine: Testicular swelling and gynaecomastia i in the eoo 
male, breast enlargement and galactorrhoea in the | 
female, increased or decreased libido, elevation or 
lowering of blood sugar levels. 


Other: Dizziness, weakness, fatigue, headache, weight 
loss or gain, increased perspiration, urinary frequency, 
mydriasis, drowsiness, jaundice, alopecia. 

Withdrawal symptoms: Abrupt cessation of treatment 
after prolonged administration may produce nausea, 
headache, and malaise. These are not indicative of 
addiction. 


















Tryptizol 75 once-a-day 
dosage for many depressed 
patients. 


‘Tryptizol' 75 presents all the clinical effectiveness 
of ‘Tryptizol' as a slow-release capsule, containing 
75mg amitriptyline hydrochloride, usually taken 
as a single dose at bedtime. 

‘Tryptizol 75 means more convenient and easily 
remembered treatment for patients—more 
certainty of patient compliance for physicians. 


Detailed information, including full dosage statement, is available 
to physicians on request. » denotes registered trademark 


Merck Sharp & Dohme Ltd, Hoddesdon, Herts, ENTI 9BU 
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Take the patients pulse 


Tachycardia and Palpitations 
Headache - Lump in the throat - Pounding in the neck - Tremor 
Sweating - Non-specific chest pains - Undue fatigue 
Control somatic symptoms of sympathetic 
hyperactivity with Inderal 


Detailed information available on request 
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Imperial Chemical Industries Limited, — 
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` a. Lithium-treated patients 
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of testing. The degree of depression was assessed using 
the self-rating depression inventory (D,I.) devised by 
Beck et al., (1961). ; 


Patients with recurrent affective illness who were 
taking lithium carbonate (Priadel, Delandale Labo- 
ratories) as a prophylactic agent were also tested. 
The patients, who were all in good physical health, 
had a history of at least two previous episodes of 
depression or mania, and had been taking lithium 
for at least one month. Six patients were also taking 
night sedation (ethchlorvynol 250~500 mg. or nitra- 
zepam 5-10 mg.), two patients were taking diazepam 
5 mg. thrice daily, and one patient was taking 
thyroxine in a replacement dose. Subjects taking 
other medication were excluded. The measurements 
were usually made during a routine visit to a lithium 
clinic, at which time plasma lithium levels were also 
determined. A small number of patients were tested 
following admission to hospital. No patient was manic 
when tested. The degree of depression was rated on 
the D.I., and by a psychiatrist’s clinical rating on a 
o-3 scale as normal, mildly depressed, moderately 
depressed or severely depressed. The patients were 
divided into a depressed group (D.I. >10 and/or 
clinical rating 1) and a normothymic group. 


3. Control subjects 

The control subjects were surgical in-patients and 
out-patients who had no history of psychiatric illness 
and who were taking no drugs. The subjects had no 
organic bowel disease or other physical illness likely to 
affect rectal p.d. 

Informed consent was obtained in all cases prior 
to testing. 


Mernons 
The method used to construct the electrodes and 
to measure the rectal p.d. was based on that described 
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by Edmonds and his a onas and 
Godfrey, 1970;, Archampong andi onds, 1972). 

The probe electrode consisted § a narrow perspex 
tube, the tip of which was filled with agar (4 per cent 
in normal saline) in contact with a gilver screw coated 
with silver chloride. The reference electrode was a 
cylinder of perspex, 2'5 cm. in diameter and 1 cm. 
deep, with a hole through the centre which was also 
filled with agar in contact with a silver screw coated 
with silver chloride. 

With the subject lying on his side, 10 c.c. of normal 
saline was introduced into the rectum, using narrow 
polythene tubing connected to a syringe. The saline 
facilitated electrical contact between the mucosa and 
the probe electrode. Normal saline was then injected 
intradermally into the uppermost thigh, to raise a 


bleb, This procedure abolishes the small p.d. nor- 


mally present across the skin and thus renders the 
skin surface equipotential with the serosa (Archam- 
pong and Edmonds, 1972). 

The reference electrode was strapped to the thigh 
ovér the injection site, and the probe electrode was 
introduced 8 cm. into the rectum. The electrodes 
were connected to a portable battery-operated 
millivoltmeter (Comark Electronics Limited, Little- 
hampton, England). When the reading was stable 
it was recorded and the probe electrode was removed. 
Three readings of rectal p.d. were made on each 
occasion and the mean taken. Between measurements 
the electrodes were kept moist with normal saline. 
Before each measurement, the electrodes were placed 
together in a beaker of normal saline and the asymme- 
trical potential difference was recorded. The observed 
value of the rectal p.d. was corrected for this. 


RESULTS 
The characteristics of the patients are shown 
in Table I, and the rectal p.d. values for each 
group are shown in Fig. 1. The control subjects 


TABLE Ï 


Sex, age, and D.I. scores of depressive and lithium-treated patients and control subjects 








Sex Age (yrs.) Beck D.I. 
a? Group N 
M F Mean S.E. Mean S.E. 

Controls © .. = LI 7 4 48-6 3°6 — — 
Depressed patients .. 16° 2 i4 57:2 3:7 21°8 1+9 
Recovered depressives ee 7 2 5 49°7 4°2 4°14 1‘1@ 
Lithium-treated patients i , 

(norothymic) .. 22 5 17 522 18 Q°7 0-6 
Lithium-treated patients 

“` (depressed) si T 9 3 6 524 2'4 14:2 2:0 
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146 THE POTENTIAL DIFFERENCE ACROSS THE RECTAL MUCOSA DURING DEPRESSIVE ILLNESS 


RECTAL P.D. (mV. t S.E.) 
-10 


-20 +10 
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patients 
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Fig. 1.—Rectal p.d. values for each group of patients? 
Probability values refer to the differences between cach 
group and the normothymic lithium-treated ae 


p 
are somewhat younger than the psychiatric, 
patients, but the difference.in age does not reach: 
statistical significance. The rectal p.d. of thé 
control subjects was. 39-+5 (S.D.) mV. This‘i 1s 
comparable with the value of 407 mV re- 
ported by Archampong and Edmonds (1972). 
The patients tested during a depressive episode, 
the recovered depressives, and the control 
subjects all have similar rectal p.d. values. 

The normothymic lithium-treated patients 
have a significantly higher mean rectal p.d. 
than the control subjects, the depressed patients 
and the recovered depressives. However, the 
mean, rectal p.d. of the depressed lithium-treated 
patients does not significantly differ from that 
of the control subjects and is significantly lower 
than that of the normothymic group of lithium- 
treated patients. 

The mean plasma lithium level of the normo- 
thymic lithium-treated patients (0-84 mEq./1.) 
does not significantly differ from that of 
the depressed lithium-treated patients (0°85 
mkq./L.). 


Discussion 

The rectal p.d. of the untreated depressive 
patients, tested whilst depressed or after 
recovery, was similar to that of the normal 
control subjects. The results do not indicate 
any abnormality in sodium transport across the 
rectal mucosa in patients with depressive illness. 
This finding contrasts with the reduction in 
sodium transport which has been reported in 
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other organs of depressive patients (Glen ¢ al., 
1968; Coppen, 1960; Carroll, 1972). 
i The rectal p.d. is aldosterone-sensitive. Thus, 
there is a strong positive correlation between 
rectal p.d.::and plasma -levels of endogenous 
> Or intravenously administered aldosterone 
r, (Beevers, 1973; Efstratopoulos ei al, 1974). 
; Measurement of the rectal p.d. has been 
4 suggested as a-screening test for hyperaldo- 
~- steronism, in which the- rectal p.d. is often 
greater than —6o mV (Edmonds aad Richards, 
1970; Lancet, 1973). Also, Edmonds (1974) 
found that administration of the aldosterone 
antagonist spironolactone in a dose-of 300 mg. 
daily for:six weeks resulted in a mean fall in 
rectal pid. of 8 mV, in a group of 21 hypertensive 
patients with previously normal rectal p.d. 
values. ‘Falls in rectal p.d. of 5-10 mV were also 
recorded in three normal subjects following the 
administration of spironolactone (Edmonds, 

1974). 

There are reports of marked fluctuations in 
urinary aldosterone excretion (Jenner et al., 

1967) and aldosterone production rate (Allsopp 
et al., 1972) associated with mood change in 
patients with short-cycle bipolar affective illness. 
However, the present finding of a normal rectal 
p.d. in depressive patients indicates that there 
was no significant abnormality- of aldosterone 
activity in these patients. 

The elevation of rectal p.d. in the normo- 
thymic lithium-treated patients is similar to that’ 
reported by Rask-Madsen et al. (1972). The 
present finding that the rectal p.d. of the normo- 
thymic lithium-treated patients was significantly 
higher than that of the recovered depressives on 
no treatment demonstrates that the elevation of 
rectal p.d. is an effect of lithium rather than a 
characteristic of patients who have recovered 
from an affective illness. 

The mechanism by which lithium produces 
an elevated rectal p.d. is not clear. Increased 
urinary aldosterone excretion occurs at the 
start of lithium therapy (Murphy et al., 1969). 
This appears to fall back to normal within seven 
days. Since the present group of patients had 
been taking lithium for at least one month, it 
is unlikely that the elevation of rectal p.d. was 
mediated by aldosterone. Vasopressin redyces 
sodium and water transport by the human colon 
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(Levitan and Mauer, 1968). Vasopressin- 

resistant polyuria is a recognized side-effect of 
lithium (Forrest et al., 1974). It is therefore 
possible that lithium could inhibit the actiorfof 
vasopressin on the colon, leading- to increased 
sodium transport across the colonic mucosa. :{t 
has also been reported that frythrocyte Na-K. 
ATPase activity is raised following the adminis-° 


tration of lithium (Naylor et al., 1974) and. thig’ 
could reflect a similar process in the rectal, 
mucosa. a 
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"The depressed fithium- treated patients’ did: i . COPPEN, A, Noguera, R., Bamzy, J., Borns, B. H., 


not have elevated. rectal p.d. values. These»: 

patients had all become depressed whilst taking 
lithium, and a normal affective state as assessed $ 
by the D.I. and the psychiatrist’ s rating had © 


been recorded on’ previous visits to the lithium ; 
clinic, Lithium prophylaxis. had therefore failed ` 
in these patients. It is possible that the réctal" 


p-d. of these patients was raised by lithium `“; 


before they became depressed, and that, the 


onset of a depressive episode resulted in a- 


reduction of rectal p.d. However, we have seen 
in the untreated patient that depression in itself 
is not associated with a reduction in rectal pd. 
It is therefore unlikely that the occurrence of a 
depressive episode would lead to such a marked 
reduction of rectal p.d. in the lithium-treated 
patients. It seems more likely that lithium had 
failed to raise the rectal p.d. of these patients 
even before they became depressed. Lack of 
elevation of rectal p.d. in response to lithium 
administration may thus be a characteristic 
of patients who fail to respond to lithium 
prophylaxis. 
AQKNOWLEDGEMENTS 

This work was carried out whilst the author was em- 
ployed in the M.R.C. Neuropsychiatry Unit, West Park 
Hospital, Epsom, Surrey. Thanks are due to Dr. A. 
Coppen, who suggested the study, Dr. G. J. Edmonds for 
providing electrodes and advice on the method of 
measuring rectal p.d., and Mr. R. S. Taylor and Mr. J. A. 
Southam for allowing contro] measurements to be made 
on patients under their care. 


REFERENCES 
Autisorp, M. N. E., LeveL M. J., Srrras, S. R. & 
Horm, R. P. (1972) Aldosterone production rates 
in manic-depressive psychosis. British Journal of 
Psychiatry, 120, 399-404. 
ÅRCHAMPONG, E. Q. & Epmonns, C. J. (1972) Effect of 
¢ luminal ions on the transepithelial electrical potential 
difference of human colon. Gut, 13, 559-65. 


Swani, M. S., HARE, E, H., GARDNER, R. & Macos, 
R. (1971) Prophylactic lithium i in affective disorders. 
Lancet, it, 275-9. 

ee C. J. & Goprrey, R. C. (1970) Measurement 
of electrical potentials of the human rectum and 
pelvic colon in normal and aldosterone-treated 
patients. Gut, 11, 330~7. 

——— & RioHarps, P. (1970) Measurement of rectal 
electrical potential difference as an instant screening 
test for hyperalddsteronism. Lancet, ii, 624-7. 


-———— (1974) Personal communication. 


EysrraTopouLos, A. D., Peart, W. S. & Watson, G. A. 
(1974) The effect of aldosterone on colonic potential 
difference and renal electrolyte excretion in normal 
man. Clinical Science and Molecular Medicine, 46, 
489-99. 

Forrest, J. N., Conen, A. D., Torretrm, J., Hnocernocs, 
J- M. & Epsrem, F. H. (1974) On the mechanism of 
lithium-induced diabetes insipidus in man and rat. 
Journal of Clinical Investigation, 53, 1115~23. 

GLEN, A. I. M., Brapsury, M. N. B. & Wirson, J. (1972) 
Stimulation of the sodium pump in the red blood cell 
by lithium and potassium. Nature (London), 299, 
339-401. 

~—— Onatey, G. C. & Rosmson, K. (1968) Diminished 
membrane transport in manic-depressive psychosis 
and recurrent depression. Lancet, ti, 241-3. 

Jenner, F., Gyessinc, L., Cox, J, Davrs-Jones, A., 
Hurum, R. P. & Hanna, S. (1967) A manic- 
depressive psychotic with a persistent forty-eight hour 
cycle. British Journal of Psychiatry, 113, 895-910. 


Lancet (1973) Leading article. Potential difference of 


gut epithelia. ii, 424-5. 

Leviran, R. & Mauer, I. (1968) Effect of intravenous 
antidiuretic hormone administration on salt and 
water absorption from the human colon. Journal of 
Laboratory and Clinical Medicine, 72, 739-46. 

MENDELS, J., Secunpa, S. K. & Dyson, W. L. (1972) 
A controlled study of the antidepressant effects of 
lithium carbonate. Archives of General Psychiatry, 26, 
1547-7: 

Morpry, D. L., Goopwm, F. K. & Bonney, W. E. (1969) 
Aldosterone and sodium response to lithium admini- 
stration in man. Lancet, ti, 458-61. 


ape S1 


t> 


148 THE POTENTIAL DIFFERENCE ACROSS THE RECTAL‘ MUCOSA DURING DEPRESSIVE ILLNESS 
Navor, G. J., Diox, D. A. T., Diox, E. G., Le Pomevin, Rasx-Mapsen, J., Baasrrup, P. C. & Sonwartz, M. 


D. & Wurtz, S. F. (1973) Erythrocyte membrane (1972) Lithium-induced hyperpolarisation of the 
cation carrier in depressive illness. Psychological human rectum in vivo. British Medical Journal, i 
Medicine, 3, 502-8. 496-7. 

—— —— —— & Moony, J. P. (1974) Lithium therapy Sroxes, P. E., STOLL, P. M., Suamoran, C. A. & PATTON, 
and erythrocyte membrane cation carrier. Psycho- M. J. (1971) Efficacy of lithium as acute treatment of 
pharmacologia (Berlin), 37, 81-6. manic-depressive illness. Lancet, i, 1319-25. 


4 a’, 


Malcolm Peet, M.B., Ch.B., B.8., M.R.Q.Psych., Sentor Registrar, Royal Dundee Lif Hospital, by Dundee 
Scotland ; Honorary Lecturer in Climcal Psychiatry, University of Dundee 


(Received 23 October 1974) 


`F LSA 
« 

~t a 
3 =? 


Brit. J. Psychiat. (1975), 127, 149-56 


The Assessment and Progress of Long-Stay and Elderly 
Psychiatric Patients: The Predictive Validity of a 
Ward Behaviour Questionnaire 


By MICHAEL CLARKE, JANE WALLER and BARBARA WEBSTER 


S 


ummary 
This paper describes an attempt to validate a behaviour rating scale used to predict the 
likelihood of discharge among elderly and long-stay patients in a psychiatric hospital. The 
scale measured behaviour on the ward as rated by nursing staff. The scale was a sensitive 
predictor of discharge among those with a low score (indicating least disability), except for 
patients with organic psychoses. However, many patients with low scores were not discharged. 
In order to improve the scale’s use as a screening technique additional information was 
considered. The significance of the findings is discussed. 


1 


INTRODUCTION 

Numerous studies have suggested that many 
patients in long-stay psychiatric hospitals do 
not need full-time nursing care, and that they 
would be better cared for in non-institutional 
accommodation. To provide those who are 
responsible for planning community facilities 
with estimates of accommodation required 
and to select patients for such accommodation 
is, however, difficult, since many psychiatric 
hospitals have resident populations of over 
1,000 patients, and it is impracticable to con- 
duct standardized clinical interviews with such 
large numbers. What is needed in this situation 
is a well validated screening questionnaire of 
the patients’ present behaviour. 

Wing (1961), in an attempt to produce a 
simple, reliable classification of chronic schizo- 
phrenia, developed a scale of ward behaviour 
to be completed by nurses. It was found that 
the scale could be used as a crude measure of 
severity of clinical condition, of chances of 
discharge, and of level of social functioning 
within the hospital (Wing and Brown, 1970). 
Analysis of the items in the scale produced 
two factors, one of which, social withdrawal 
(3.W.), we considered appropriate for our 


purpose. 


The social withdrawal component embraces 
such behaviours as speed of movement, con- 
versation, leisure activity, continence and ability 
to wash, dress and feed oneself. Behaviour is 
rated on a three-point scale for each question. 
The construct validity of this component as a 
measure of the severity of chronic schizophrenia 
was demonstrated by Wing (1960), in that 
S.W. scores distinguished between three clinical 
sub-groups of schizophrenic patients (mode- 
rately ill, severely ill with ‘florid’ symptoms, 
severely ill with ‘defect’ symptoms). Further 
examples of the validity of the component in 
distinguishing between levels of clinical severity 
of chronic schizophrenia were provided by 
Wing and Brown (1970). The clinical validity 
of the scale has only been tested on patients 
with schizophrenia, but it seemed reasonable to 
use it in the present study, where schizophrenia 
was the most common diagnosis and almost half 
the population were schizophrenic. The inter- 
rater reliability, which Wing (1961) had shown 
to be 0-85, was replicated by Philip and 
McKechnie (1969) on a mixed population of 
schizophrenics and patients with other long- 
standing disorders, and they found an average 
reliability between raters of 0-71. They also 
demonstrated that the use of two raters on 
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each occasion increased the reliability of the 
S.W. scale from 0-71 to 0°83. 


Tue Present STUDY 

Park Prewett Hospital, Basingstoke, Hamp- 
shire, contains some 1,200 beds. Earlier studies 
had shown that 47°5 per cent of the patients 
were over the age of 65, 80 per cent of the 
patients had been in hospital for one year or 
more, and 39 per cent of the population had 
both these characteristics (Clarke and Waller, 
1974). In this study we have used the Wing 
questionnaire on all the long-stay and aged 
patients in the hospital and have attempted to 
estimate the validity of the questionnaire as a 
predictor of discharge home. In addition we 
have used the results of the survey to estimate 
the numbers of patients who might be suitable 
for discharge to non-institutional settings. 


Method 

It was decided that each questionnaire 
would be completed as far as possible by all 
nurses involved in the care of each patient. 
The decision was made, firstly, because this 
would provide information on the patient’s 
behaviour during both day and night, and, 


secondly, because 37 wards were involved in 
the study and there would be no guarantee 
that at the time of the survey senior staff in 
charge of a ward would have been on the ward 
very long or be available to take part in the 
survey. A consensus approach was therefore 
taken to represent the most accurate available 
measure of the behaviour of the patients. In 
order to obtain a measure of the predictive 
validity of the S.W. scores, all patients in the 
sample were reviewed two years after the study, 
and any discharges, transfers to others institu- 
tions or deaths were recorded. 


Sample 

The study was undertaken in mid-February 
1972, and included the 1,028 patients who were 
over 65 years old or who had been in the 
hospital for more than one year (long-stay). 
Table I shows the study population by diagnosis 
and age. Fifty-six per cent of the population 
were over the age of 65, and 48 per cent hada 
diagnosis on admission of schizophrenia. Fifty- 
six per cent of the study population were female, 
and females outnumbered males by more than 
2:1 among those over 65 years of age, while 
males outnumbered females by 3 : 2 below this 


age. 


TABLE I 
Study population by age and diagnosis 
Age in years 
Diagnosis Total 
15-24 25-34 35-44 45-54 5564 65-74 75-84 85+ 

Schizophrenia 6 1g * 56 97 148 122 52 5 499 
(I.C.D. 295) (48:5) 

Organic psychoses O 0 O 7 15 53 99 69 243 
(I.C.D. 290, 292-294) (23°6) 

Other psychoses .. I I 4 4 15 38 53 II 127 
(I.C.D. 296-299) (12:3) 

Neuroses .. = I I I 8 8 16 9 4 48 
(I.C.D. 300, 305) (4:7) 

Other disorders .. 2 7 6 2I gI 30 1g I III 
(10:8) 

Total number... 10 22 67 137 217 259 226 go 1,028 

Percentage .. (110) (271) (6°5) (1313) (2171) (252) (2210) (8+7) (100) 
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RESULTS 

Table II shows the diagnostic groups’ by 
length of stay and the mean S.W. scores. Over 
half the schizophrenics were of over 20 years 
duration of stay, and the mean S.W. scores 
increased with length of stay to much the same 
extent as has been reported previously (Wing 
and Brown, 1970). Just over a quarter (26:3 per 
cent) of the patients with organic psychoses were 
over 65 years old and had been in hospital 
under one year. This is because the sample for 
the study had been selected in such a way that 
all patients of under one year’s duration of 
stay were over the age of 65. Patients in this 
group had the highest mean S.W. scores, and 
these did not vary with length of stay. The 
group with other psychoses had an overall 
mean S.W. score of 5:6, but the mean score of 
the recent admissions was somewhat higher. A 
similar pattern is seen in the patients with 
neuroses, but overall scores are lower. The 
diagnostic group of ‘other disorders’, which 
included some mentally subnormal patients, 
addicts, and those with ill-defined conditions, 
showed increased S.W. scores with length of 
stay. However, none, of the differences either 


Taste IT 
Study population by length of stay, diagnosis, and mean social withdrawal score (S.W.) 
Length of stay 
Diagnosis Total 
<I yr 1—0 yrs 10-19 yIs 20- yTs 
No pA No % No % No % No % 
Schizophrenia .. zi I Org II2 22°4 128 25:6 258 5107 499 100 
Mean S.W. score. o 2e 3°6 572 4°2 
Organic psychoses 64 26:3 120 49°4 3I 12°8 28 11'5 243 100 
Mean S.W. score g'o 8-9 7°97 8'4 8:7 
Other psychoses .. 20 15°7 56 44'I 24 18-9 27 A213 127 100 
Mean S.W. score 6°5 5°6 5'2 5'3 5'6 
Neuroses .. T ets 6 12°5 28 58-3 g 18-7 5 10°4 48 100 
Mean S.W. score 4°8 2'93 3°6 2:6 2'9 
Other disorders .. sa 3 2'7 39 35'I 30 270 89-35"! III 100 
Mean S.W. score .. 0°2 4'0 3°9 5'6 4'4 
Total T pa in 94 Ql 355 34°5 222 21°6 357 34°7 1,028 100 
Mean S.W. score... 7-8 5'4 4°4 5'5 5'4 
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between diagnosis or between length of stay 
was statistically significant. 

The main purpose of the study was to assess 
the validity of the S.W. score as a predictor of 
discharge, and Table HI shows the residential 
status of the patients two years after the survey, 
together with the mean S.W. scores. The overall 
results show that the mean scores for those 
discharged home were lower than for those 
remaining in hospitals or other institutions. 
When the individual diagnostic categories are 
considered, patients with schizophrenia, neu- 
roses and other disorders showed marked 
differences between those still resident and 
those discharged. There were no differences 
between the mean scores of patients discharged 
and scores of patients still resident for those 
with organic psychoses and other psychoses. 
However, of the 60 patients discharged to non- 
institutional care 80 per cent (48) were schizo- 
phrenics, neurotics or those with other disorders. . 

Overall, patients who died had higher scores 
than those who remained alive. This finding 
was marked for all diagnostic categories except 
for the schizophrenics, who had scores very 
close to the mean for residents with schizophrenia 
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Taste III F 
Outcomes in 1974 by diagnosis and social withdrawal score in 1972 


Residential status 











Diagnosis Total 
Dead Still resident* Discharged home 

Schizophrenia no. ns we >> 499 ‘36 s 434 i 29 
Mean S.W. score .. Š 4'2 4*7 < 4'2 1°32 
Organic psychoses no. .. E 243 100 "137 6 

Mean S.W. score ... sat 8:7 1049". >? 7°2 9'8 N 
Other psychoses no. ooi. r 127 62° uro S 89 6 
Mean S.W. score... oe 5°6 8-1. - . 48 4°8 
Neuroses no. `.. de hea 48 7 ' 28 13 
Mean S.W. score... a 2°9 6'9 ~ 28B 0:8 
Other disorders no. T 36 III l 13 ce 92 6 
Mean S.W. score ... .. 4'4 9'4 4°0 0'5 
- Total number .. Ei n 1,028 ~ IBB 780 60 
Mean S.W. score... si © 4 9°8 4°7 2*2 
Standard deviation... me 4'5 4'4 4'0 3°8 


* Includes Park Prewett residents and discharges to other institutions. 


TABLE IV 
Patients discharged home and still resident or dead after two years by S.W. score and diagnosis 


Social withdrawal score 
Diagnosis 
o 1—2 3—4 5-6 7—8 g-10 1-12 19-14 15-16 Total 

Discharged home 

Schizophrenia wae. “RY 7 4 O o o I O o 29 

Organic psychoses o o I o 2 I o o 2 6 

Other psychoses I 2 o I o I I o o 6 

Neuroses a 9 3 o I Oo o O Oo 0 13 

Other disorders 5 o I 0) O Oo O o 0 6 

Total number <- 32 IQ 6 2 2 2 2 o 2 60 
Still resident or dead 

Schizophrenia . 51 1Ql 106 78 51 24. 16 13 10 470 

Organic psychoses .. II 2I 19 23 28 34, 37 Al 23 237 

Other psychoses ce. TS 15 27 13 10 15 II 9 9 IQ 

Neuroses se oe. 33 5 4 6 3 I I I I 35 

Other disorders ie: 25 21 5 13 10 9. 4 2 9 105 

Total number .. 108 183 181 133 102 83 72 66 40 968 


Percentage .. 11°2 189 18-7 19°77 10°5 86 74 G8 4:1 100. 
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If the questionnaire is to be used as a screen- 
ing instrument for selecting patients who might 
be considered for discharge, the predictive 
validity must be assessed in terms of sensitivity 
and specificity. Sensitivity is the extent to which 
a low S.W. score selects out those that have 
been discharged, and specificity is the extent 
to which a high score selects out those who have 
not been discharged. In this study low scores 
were considered as 4 or less and high scores as 
5 to 16. Table IV shows the number of patients 
discharged home and those still resident or 
dead by diagnosis and score. Thé. data are 
summarized in Table Va, which shows ‘that 
83 per cent of patients discharged within two 
years had scores in the range 0-4, whereas 
only 49 per cent of patients who died or re- 


mained in hospital over the two years’ had ` 
scores in this range. The S.W. scale was,.how- _ 
ever, particularly insensitive in identifying - 


patients with organic psychoses who were 
discharged. If this group of patients is excluded 
from the estimates, then gi per cent of dis- 
charged patients had scores in the o-4 range 
(Table Vb). The specificity of the social with- 
drawal scores (the proportion of false positives) 
was low at 51 per cent, that is to say, many 
patients who were not discharged also had low 
scores. Only approximately 10 per cent of 
patients with scores in the range o-4 were 
discharged home in two years. 

The finding that patients who died had 
markedly higher scores than either those dis- 
charged or those who remained in hospital 
prompted an estimation of the sensitivity and 
specificity of the questionnaire in predicting 
death. Of the patients who died 82 per cent 
had scores of 5—16 (sensitivity) and the specifi- 
city was 59 per cent (patients with low scores 
who remained alive). Some 31 per cent (155 of 
504) of all patients with scores of 5 and over 
died during the two-year follow-up (Table Vc). 

Although the scale had a high sensitivity as a 
predictor of discharge for those with low scores, 
the low specificity reduces its usefulness as a 
screening technique. In an attempt, therefore, to 
isolate a group of patients who might be 
suitable for care in the community, we ex- 
tracted details of all patients with low scores 
(o-4) and compared the characteristics of those 
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TABLE V 


Sensitivity and specificity of the social withdrawal score 
as a predictor of discharge home and death 


(a) Sensitivity and specificity of a low social 
withdrawal score as a predictor of discharge 
. home for all cases 


Dis- Stull 
charged resident Total 
home or dead 
0-4 502s 472 522 
S.W. score ~- - 
i 5-16 10 _- 496 506 
Total 6o 968 1,028 
Sensitivity 50+ 60 = 83% 
Specificity 496—968 = 51% 
(b) Excluding organic psychoses 
Dis- Still 
charged resident Total 
home or dead 
O~4 49 421 470 
S.W. score 
5-16 5 310 315 
Total 54 731 785 


Sensitivity 49+ 54 = 91% 
Specificity 310-731 = 42% 


(c) Sensitivity and specificity of a high social 
withdrawal score as a predictor of death 


Dis- 
charged 
Dead home Total 
Stull 
resident 
5-16 155 349 504 
S.W. score 
O-4, 33 49I 524 
Total 188 840 1,028 


Sensitivity 155—188 = 82% 
Specificity 491 -840 = 59% 
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discharged with those not discharged. Marital 
status, whether the patient had visitors, or was 
in receipt of occupational therapy or psychiatric 
drugs, or had a physical illness, showed no 
differences between patients still resident and 
those discharged home. Variables that were 
significantly different between the two groups 
are shown in Table VI; each of these differences 
is highly significant (p < o-oor). Having an 
address to go to is, predictably, associated with 


TABLE VI 
Patients with social withdrawal score in the range 0-4 
discharged home and still resident in any hospital at 
2 years by social and therapeutic categories 
(excluding those with organi¢’ psychoses and those 


that died) 
' Discharged Sul 
home resident 


Total = 49 Total = 395 - 


Number Number 
Address for discharge .. 25 60 
Visits home .. ir 27 107 
Work outside ward... 35 121 
Needs no nursing care. 39 92 
Less than 10 years length 
of stay Si 34 139 


(In each category p < 0-001) 


_ care only’. 


discharge, but is 
the number of pz 
make them suitak 
selected all patien 
still in Park Prey 
the ward and ne 
care (Table VII) 
been divided into 
non-supervised wi 
need for nursing « 
need for nursing 
These 
exclusive. As can 
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need for nursing | 
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wide range in 

(14-102) who en 
community care. 
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another part of t 
that only 68 per 
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care; secondly © 
supervised work ' 
mean S.W. score 
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for the patients w] 
S.W. score of pat 


Tase VII 


Patients still resident in Park Prewett Hospital with social withdrawal 
by length of stay and need for nursing care and work 


(excluding organic psychoses) 
Len 
Need for nursing care and work status 
less the 
10 yrs 
A. Minimal or no nursing care; works outside the ward oe 35 
Mean S.W. score .. md a i Si 33 0:8 
B. No nursing care; works outside the ward 21 
Mean S.W. score .. s 0'7 
C. Minimal or no nursing care; works iaei outside ward 15 
Mean S.W. score .. vs a ‘a a o°6 
D. No nursing care; works unsupervised outside ward 8 
Mean S.W. score .. si a Sa 0'4 
E. All patients 123 


Mean SW score... 


VALMUILY, LEMAUILILY, yita CAA, ALAA preci Ca 
the provision of follow-up services. In this study 
the yield was 100 per cent, because the nurses 
taking part felt the exercise was useful and 
because only a short time was involved in 
completing each questionnaire. The costs for 
roptine use would be small both for the question- 
naires and for data processing. In this particular 
hospital district a recently acquired computer 
would make routine six-monthly or annual 
surveys of the elderly and long-stay population 
eminently practicable. The inter-rater reliability 
of the instrument has been established previously 
(Wing, 1961; Philip and McKechnie, 1969), 
as has the construct validity for schizophrenic 
patients (Wing, 1960). There is no evidence 
that the hospital’s policy towards rehabilitation 
and discharge changed during the study, and it 
is unlikely, therefore, that our findings have been 
affected by such a change. 

The final consideration in the report by the 
Commission on Chronic Illness was the pro- 
vision of follow-up services, which in this study 
could be seen as non-institutional accommoda- 
tion. Here we faced a dilemma, in that the 
hospital wanted a mechanism to help them 
select patients suitable for discharge in order to 
provide estimates for community care places, 
whereas the research team, in order to test the 
predictive validity of the selection method, 
would have needed unlimited, available non- 
institutional accommodation. However, the 
relative lack of available accommodation out- 
side the hospital will tend to reinforce the 
finding that up to one hundred patients who 
are still resident possess the characteristics 
which are associated with discharge, namely 
low S.W. scores, little or no need for nursing 
care, and being capable of work outside the 
ward. This lack of local provision of community 
places for long-stay psychiatric patients may in 
part explain the low specificity of the question- 
naire. For if there had been more accommoda- 
Han nencuided in the rammimity there wonld 
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indicated that many patients 
were not discharged, indeed 58 
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had died after two years. Fro 
view of estimating patients ; 
community care this relatively 
can be usefully subdivided by 
need for nursing care and the 
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in epilepsy 


Ospolot 


has the added advantage oft 'a Further information available from 
a“ f ff Bayer UK Limited, Pharmaceutical Division 
speci ic effect on the emotional Haywards Heath, West Sussex RH16 ITP 
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disorders associated with ‘Haran, T. Irish J. Med. Sci. Sept. 1962 
epilepsy’*. So when you next 
prescribe for'epilepsy, consider 


Ospolot -first Ospolot 


Broad-spectrum Ospolot is 
effective against a wide range of 
the epilepsies, and can be used 
alone, or effectively be added to 
other therapies. Ospolot is 28 
times less toxic than 
phenobarbitone and 17 times 
less than phenytoin, is 


exceptionally well tolerated and 
shows few side effects. Ospolot 


first-line treatment 
for epilepsy 





kiia 
E 


< E 


Brit. J. Psychiat. (1975), 127, 157-9 


Group | 


Summary. The ages of 87 patients iedig ah: open out-patient group ina 
. generat hospital psychiatric out-patient department are analysed’ 
persistence with treatment. A highly significant correlation pA < ‘OOL) is 








greater n iber are found to attend ie six a or more in the ag 
37—47 than at other ages. In a sub-group of 35 patients, all of whom had a 
more than four sessions and had returned a questionnaire, significant corte: 
are obtained between age and symptomatic improvement (p< +05, 
between continued attendance and improvement in interpersonal pee ee | 
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inzan Open Out-Patient 











(p < ʻ05). 
‘INTRoDocHON , 





Improvement in greup therapy is- generally 


thought to be cotrelated- ‘with continued 


attendance (Bonhejin, 1959; Yalom et al., 1 967). 

It is therefore of some importance to deterrfhiine 
factors which distinguish persisters from non- 
persisters. This study investigates the correla- 
tions between age, persistence and improvement 


following attendance at an open out-patient 
group. 





THe GROUP 


The patients were selected from referrals to 
a general hospital psychiatric out-patient de- 
partment; they were all patients for whom 
physical ‘treatments seemed inappropriate or 
for whom such treatments had been adequately 
tried with @mited success. They were of both 
sexes and aged 16 to 53. New patients were 
added as others left, so as to maintain an 
attendance of 4 to 8 patients per session. 
Meetings were held weekly for 14 hours, and 
the maximum time that a patient was allowed 
to spend in the group was 2 years. The approach 
was supportive, non-analytic and generally 





non-directive; an attempt was made to con- 





a, 


problems and relationships. The da ; 
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centrate the group’ s attention o 


nag 
male) who attended the group between Apei 
1966 and March 1972. A questionnaire was 
sent to those patients, 60 in number, who had 
attended four or more sessions; the question- 
naire was a modification of the first part of 


‘that used by Sethna and Harrington in their 


evaluation study (19714), and patients were 
asked to rate on a 5-point scale their own 
estimate of improvement in the areas of symp- 
toms, relationships, life problems and insight. 


RESULTS 

The overall drop-out rate was 40 per cent by 
one month and 8o per cent by six months; 10 per 
cent of patients remained for more than a 
year. The mean number of sessions attended 
was 15:5 (S.D. 21-1). The aim of 4 to 8 patients 
per session was achieved in 83 per cent of 
sessions. 

There was a positive correlation at a oʻr per 
cent level of significance (p < -oo1) between 
number of sessions attended and increasing age. 


The scatter diagram (Fig. 1) shows that the 
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Fig. 1.—Scatter diagram of number of sessions in relation to age. Each dot 
represents one patient. The shaded area indicates the age decade 37-47 years. 






cade containing the highest proportion of 
sisters is that between age 37 and 47; of the 
‘9 patients in this age group 10 remained in 
treatment for six months or longer; this result, 
when compared with that for patients aged less 
than 37 and that for patients aged more than 47, 
is significant at a level of p < -005 (Table I). 
Of the 60 questionnaires sent out 35 were 
returned; there were no statistically significant 
differences in respect of age or number of 


TABLE I 
Patient attendance in relation to age decade 37-47 


No. of patients attending 








sessions attended between those who returned 
the questionnaire and those who did not. 
Analysis of the questionnaire scores revealed 
positive correlations at a 5 per cent level of 
significance between improvement in inter- 
personal relationships and continued attendance, 
and between symptomatic improvement and 
increasing age. 


Discussion 
Bovill (1972), in a trial of group therapy for 
female neurotics, found no clear pattern of 
correspondence between age and the amount of 
group therapy that patients felt they needed; 
this study was, however, confined to female 
patients who commenced treatment as in- 


e Up to 2 
i Eon a patients and attended relaxation classes, differ- 
ing in these respects from the patients in the 
apes 37 ss 56 7 present study. Yalom (1966), in a study of 
Ai pu Mi 7 T group therapy drop-outs, found age not to be a 





x? with Yates’ correction: p < 'oo05 


significant factor; his patients were, however, 
quite highly selected in that they were from the 
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middle and upper-middle socio-economic levels 
and ‘considerably better educated’ than the 
general clinic population from whom they were 
drawn. Kotkov (1958) in discussing favourable 
clinical indications for group attendance among 
a population of male patients aged 19-44 found 
a mean age of 27 years for the continuing group 
and 26-9 years for the non-continuing group. 
It might be, however, that had the'figures been 
analysed as in Sethna and Harrington’s study 
(1971b) a significant age difference would 
have emerged; the latter authors, in a study of 
patients who lapsed from group psychotherapy, 
found an average age of 334 for the continuing 
patients and 31-4 for the lapsed patients; but 
when patients over 40 were compared with 
those under 40 it was found that only 28 per cent 
of the former had lapsed compared with 46 per 
cent of the latter. They suggest that the lesser 
= tendency to lapse after the age of 40 may be 
due to the high incidence of obsessional per- 
sonality traits in middle-aged patients and the 
consequent tendency to persevere with treat- 
ment. An alternative explanation might be that 
older patients are more disposed towards per- 
manent group formation—a view suggested by 
Halstead (1968) who in an account of group 
therapy for middle-aged patients comments on 
the tendency for such patients to be very 
cohesive. 

Bonheim (1959) considered homogeneity of 
age to be one factor favouring effective group 
therapy and suggested that the average age of 
the patients in a group should be between 17 
atid 30 or between 30 and 45, or beyond. 
Phillipson (1958), in assessing the progress of 
patients who had attended for at least two years, 
found that there was a tendency for groups 
containing patients between 25 and 35 to do 
better than those in which the age range was 
more than ten years. The age range in the 
present study was sometimes as great as 30 





years and this may have been one factor. 
responsible for the high drop-out rate in general 
and that of the younger members in particular. 

The return of only 35 out of a possible 60 
questionnaires may throw doubt on the validity 


of conclusions drawn from the questionnaire 


scores, but the lack of any statistically significant 
differences in respect of age and number of 
sessions attended between those who returned 
the questionnaire and those who did not 
increases the acceptability of the results in 
relation to these two variables. 
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tion or i to So where this was the case with the family’ eadWinner; a 
history of court conviction; and a history of previous psychiatric treatment. 
They were less likely to have improved since fi 


> of controls 


anges of occupa- 








Yeferral to the clinic; and to have 


a diagnosis of manic depressive psychosis, depressed type.“ 
The findings are discussed. ‘There appears to be some self-selection, the most ` 
treatable patients keeping their eppencaea | 


INTRODUCTION 
"Patients who fail to keep their appointments 
at a psychiatric new-patient clinic pose some 
questions and create a problem. Why do they 
fail to attend? What is the nature of this group 
of non-attenders and does it differ from the 


ag group who do attend? Do these patients 


a improve spontaneously, or if not what is their 
fate? The problem created is one of wasted 


|. clinic time. It was with these questions in mind 
that the present study was undertaken. 


- Similar investigations have been reported by 
Burgess and Harrington (1), Errera et al. (2), 
and Hoenig and Ragg (3).. However, ‘none of 
these papers investigated the outcome of not 
attending the clinic in terms of the patient’s 
health. 

Non-attenders at the psychiatric new-patient 
clinic at Maryfield Hospital, Dundee, were the 
subjects of the study. The clinic deals with all 
adult psychiatric out-patient referrals to the 
Dundee Psychiatric Services, which cover the 
City of Dundee and immediately adjacent areas. 


“METHOD 
Attempts were made to trace and interview 
so consecutive cases who had been non- 
attenders between 39 October 1972 and 18 
January 1973. For each non-attender seen, a 
randomly selected attender matched for age, 
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sex and social class was also seen, to act as a 
control. The patients’ general practitioners were 
asked to give details of the number of contacts 
they had had with the patients in the four weeks 
before and the four weeks after referral. 

Patients were asked a standard list of ques- 
tions. In addition, a history was taken and a 
mental examination carried out, Intelligence 
was estimated by use of the abbreviated 
Wechsler Adult Intelligence Scale. 


RESULTS 

The overall attendance rate at the new- 
patient clinic during the period of the study 
was 74 per cent. During this time, 50 patients 
failed to keep appointments. 

Of the 50 non-attenders 32 (64 per cent) were 
seen. The commonest reasons for the others not 
being seen were that they had moved house or 
did not wish the visit. Of the 32 seen, 10 had 
failed to attend because they were in hospital at 
the tig e'f the appointment. These 10 patients 
were not considered ‘true’ non-attenders and so 
have been omitted from the following results, 
which therefore deal with a total of 22 non- 
attenders. = 

Six (27 per cent) patients said they did not 
attend because they did not want to, and four 
(18 per cent) because they had tegovered. The 
remainder gave an assortment t of reasons. 
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gnificant findings are 


yment of the family 
Ù bħsidered. The non- 


than the- okadi in the past five years. Whereas 
12 non-attenders admitted to having had a 
court cee eee) one control admitted to 





treatrnent. Whe asked retrospectively about 
their condition at the time of examination as 
compared to the time of referral, the controls 
reported more improvement than did the non» 
attenders (Table I). The ‘diagnosis ‘manic’ 
_ depressive psychosis--depressed type’ was over- 
represented in thegigitrol group (aale IT). , 








TaBe I 
Condition at time of examination 


tanran rrean aneian agaiiin PAA nianna n Te TS inter AA: 








Non- 
attenders ` Controls 
Improved .. 10 i3 
Worse 5 o 
Unchanged Tr. 5 
Total 22 22 
Taste II 
Primary psychiatric diagnosis 
Non- 
attenders Controls 
Manic-depressive psychosis, 
depressed type O 7 
Schizophrenia 2 I 
, Depressive neurosis 4 6 
‘Other’ neurosis 4 i 
Personality disorder 5 I 
Transient situational 
disturbance 5 3 
Borderline mental 
subnormality .. Sat I 2 
Dementia .. i oO I 
No psychiatric diagnosis . . i o 
22. 22 
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of controls ‘had not PERE ES on seen at. all 
by their general practitioner in the four weeks 
prior to referral. 


- Discussion 

It is a striking fact that only three q ig 
the patients given first appointments 
psychiatric clinic keep thee appointmen 
Of the non-attenders who were not inter- 
viewed, the large number untraceable beéause 
they had moved house about the time when they 
were being referred to a psychiatric clinic 
suggests that their problems were predominantly 








eee a social nature. Although many patient a 






; characteristics were considered, few pry 
” be significant; this may have been on att 
of the small sample. That more non-attenders 
than controls had had a larger number of 
different jobs in the past five years or came from 
~ families where this applied to the family bread- 
winner, and that more non-attenders had had 
more court convictions suggests that as a group 
they were more immature, impulsive and anti- 
social and so perhaps were looking for an 
immediate solution when they attended the 
referring agent, and were unwilling to accept 
the promise of postponed help implied in 
referral to the out-patient clinic. Crisis inter- 
vention techniques might have been a more 
appropriate way of dealing with this group. | 

‘It is difficult to explain why more non- 
attenders than controls had had previous 
psychiatric treatment. It may be that patients 
did not attend because tey had found psy- 
a was “that a number of patients who 
had broken off psychiatric treatment previously 
were being referred back to the clinic because 
their problems were unresolved, but without 
any change having taken place in the patient’s 
attitudes or circumstances which were likely to 
make him want to restart treatment. However, 
not all patients find psychiatric treatment un- 


“helpful, as is shown by the fact that there was 


more reported improvement in the attenders 
than the non-attenders. It seems quite likely 
that there is some self-selection for treatment, 
and that those most likely to benefit do attend. 
For example, all the patients diagnosed manic- 
depressive psychosis, depressed type, did attend, 
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and this is perhaps the psychiatric illness which essential, to Mr. B. P. Geraghty for statistical assistance, 
is most treatable, -~ and to the patients who allowed me to visit and interview. 


| ACKNOWLEDGEMENTS REFERENCES es 
I wish to thank Dr. H. C. Fowlie and Professor I, R. C. 1- Buroess, J. & Harrineron, J. (1964) 200 psychiatric 
Batchelor for help and encouragement in this study; also outpatient non-attenders. Case Conference, 2, 59-60. 
the general practitioners in Dundee who co-operated in 2. ERRERA, P., Davenport, P. & Decker, L. (1965) 


the study and the doctors at Royal Dundee Liff Hospital Pre-intake drop-out at a. psychiatric clinic. 
who permitted me to see patients under their care. I am Mental Hygiene, 49, 558-63. 

most grateful to the secretarial and medical records staff 3. Hoznic, J. & Race, N. (1965) The non-attending 
of the Dundee Psychiatric Services, whose help was psychiatric out-patient. Medical Care, 4, 96—100. 


R. Whyte, M.B., Ch.B., M.R.C.Psych., Consultant Psychiatrist, Royal Infirmary and Duke Street Hospital, 
Glasgow ; formerly Senior Registrar, Royal Dundee Lif Hospital, Dundee 


(Received 29 August 1974) 











A Followup Seay 


By PETER TYRER and DEREK STEINBERG 


Summary. 1. Twenty-six out of 28 out-patients with agoraphobia and social 
phobias who had originally been treated with phenelzine or placebo in a double- 
blind clinical trial were followed up for a mean period of one year. During the 
follow-up period patients received further pharmacotherapy or behaviour 
therapy, except that those patients originally receiving placebo were not allowed 
therapy with monoamine oxidase inhibitors. 

2. Ratings of phobic and additional symptoms, social adjustment and degree 
of personality disorder were made after one year by one of the authors (D.S.) who 
had no prior knowledge of the treatment each patient had received. 

3. There were no significant differences in any of the ratings between the 
patients of the two groups, but those originally receiving placebo had more 
additional treatment in the follow-up period. Patients continuing to receive 
phenelzine frequently experienced a return of symptoms if the drug was with- 
drawn before six months treatment had elapsed. 

4. Degree of personality disorder showed a significant negative correlation 
(p = —o:6) with improvement in the phenelzine group but not in those 
receiving placebo originally. 

5. Improvement in social adjustment items was less than improvement in 
symptoms at follow-up. The implications of this are discussed. 

6. The results suggest that phenelzine is of comparable efficacy to other 
symptomatic treatments for agoraphobia and social phobias, but that it acts 
mainly by symptom suppression. Prolonged treatment in patients with per- 
sonality disorders is not indicated, for improvement is less likely and the dangers 


of dependence are greater. 


INTRODUCTION 


In the last few years many advances have 
been made in the classification and treatment 
of phobic disorders. The practising clinician, 
who formerly had a dearth of therapeutic aids 
in what was frequently considered to be a 
chronic condition with a poor prognosis, now 
has almost too many treatments from which to 
choose. He may opt for desensitization (Wolpe, 
1961), prolonged exposure (Watson, Gaind 
and Marks, 1971), flooding (Boulougouris and 
Marks, 1969), shaping (Crowe, Marks, Agras 
and Leitenberg, 1972) and other forms of 
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behaviour therapy (e.g. Snaith, 1974); use 
pharmacotherapy with either benzodiazepines 
(Franke, 1968), imipramine (Klein, 1964) or 
monoamine oxidase inhibitors (M.A.O.Ls) 
(Sargant, 1966; Solyom, Heseltine, McClure, 
Solyom, Ledwidge and Steinberg, 1973; Tyrer, 
Candy and Kelly, 1973a), or combinations of 
these treatments (Lipsedge, Hajioff, Huggins, 
Napier, Pearce, Pike and Rich, 1973). The 
choice is difficult, and in the absence of con- 
trolled comparative studies it is impossible to 
say which treatment is most effective. All these 
techniques are aimed at symptom removal by 
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direct means, and because ü 
been subjected to criticism (e. g. Freeman, 1968). 
Despite fears of ‘symptom substitution’, follow- 
up of phobic patients treated by behaviour 
therapy has shown that successful treatment is 
not followed by replacement with new symp- 
toms (Marks, 1971) although other symptoms, 
originally present but obscured, may emerge 
(Crisp, 1966). No follow-up studies have been 
made in phobic patients treated with pharmaco- 
therapy. This type of treatment is even more 
prone to the criticism that it merely suppresses 
phobic symptoms, giving temporary relief 
during therapy, only for relapse to occur after 
the drug has been stopped. 

To investigate this possibility, phobic patients 
who had been treated with the monoamine 
oxidase inhibitor, phenelzine, in a controlled 
trial were followed up for at least a year after 
treatment. In the initial trial a selected group 
_ af 40 chronic agoraphobic and socially phobic 
out-patients were treated with either phenelzine 
or placebo for two months, using double-blind 
procedure. The trial was completed by 32 
patients (28 at the Maudsley Hospital and 4 at 
St. George’s Hospital), and the results showed 
that phenelzine was significantly better than 
placebo in relieving some phobic symptoms and 
in effecting overall improvement (Tyrer, Candy 
and Kelly, 1973a, 1973b). 


METHOD 

Patients 

Detailed follow-up was restricted to the 28 
patients who had been treated at the Maudsley 
Hospital. These comprised 14 treated originally 
with phenelzine and 14 with placebo. In the 
follow-up period patients were seen by P.T., 

and additional treatment was given to the 
patients as seemed appropriate, except that 
those who had originally received placebo 


were not allowed to receive any M.A.O.I. drug. — 


Thus at follow-up the two groups still differed 
in that phenelzine was given to one group 
only, although the introduction of additional 
treatments introduces a bias against the original 
active drug. This type of design is appropriate 
for studies involving long periods of assessment 
in which strictly controlled trials are ethically 
dubious (Coppen, Noguera, Bailey, Burns, 
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they have í {Swani, Hare, Gardner and Maggs, 1971). 


Assessments were made by D.S. after a mean 
interval of one year (s.d. 4-1 months). He had 
no knowledge of the treatment the patient had 
received and was unaware of the design of the 
study at the time of these assessments. Besides 
the restriction of M.A.O.I.s to one group of 
patients, there was one other difference from 
normal clinical practice, namely that a deli- 
berate attempt was made to complete treatment 
(whatever its nature) before assessment by D.S. 
so that any improvement due to temporary 
symptom suppression would be minimized. 
Apart from the three patients who continued 
to take phenelzine (see below), treatment with 
behaviour therapy or phenelzine was completed 
at least two months before assessment, and that 
with minor tranquillizers and antidepressant 
drugs at least one month before assessment. 


Ratings 

The same ratings were used as in the original 
study (Tyrer, Gandy and Kelly, 1973b). These 
comprised assessments of main and secondary 
phobias and avoidance, depression, panic, 
generalized anxiety, obsessional symptoms and 
depersonalization. The assessments were com- 
pleted by both the psychiatrist and the patient, 
using g-point scales adapted from those of ` 
Gelder and Marks (1966). Ratings of social 
adjustment and a global rating of severity of 
illness were also made by the psychiatrist alone. 
In addition, a rating of ‘personality disorder’ 
was made, using a g-point scale; this was com- 
pleted by D.S. at assessment and also by P.T. at 
a separate interview. Because there is no satis- 
factory classification of personality disorders 
(Walton and Presley, 1973; Lewis, 1974), a 
strict definition was avoided and the authors 
made ratings on the basis of their clinical 
judgement of deviant personality traits and 
behaviour. The term ‘personality disorder’ was 
taken to exclude any handicap occurring as a 
consequence of the phobic symptoms, but no 
other limiting criteria were made. 


RESULTS 


Of the 28 patients included in the study 26 
were seen at follow-up. Two patients were not 
seen; one had moved to a different part of the 
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country (after receiving a course of desensitiza 
tion), and the other, a man with a social phobia 

of 30 years duration, refused further treatment 
and assessment. The remaining 26 patients 
comprised 13 in each of the original phenelzine 
and placebo groups. 


Additional therapy 


Additional treatment required in the two 
groups of patients in the follow-up period is 
shqwn in Table I. This was confined to beha- 


TABLE I 
Additional treatments in follow-up period 





Phenelzine Placebo 
group group 
(n=13) (n=13) 
Behaviour therapy 
Desensitization . . I 2 
Flooding ; o 2 
Minor tranquillizers 2 4 
Antidepressive drugs I 3 
Supportive interviews o 2 
Total* .. a oe 4 13 
No. of patients receiving no 
additional therapy 10 4 


etree stir 


* More than one additional treatment was received 
by some patients. 


viour therapy, additional pharmacotherapy or 
simple support, because of previous evidence 
that psychotherapy (as carried out at the 
Maudsley Hospital) is relatively less effective 
in treating phobias (Gelder, Marks and Wolff, 
1967). More additional treatment was required 
in the original placebo group, yet three patients 
required no further therapy because of an 
initial improvement on placebo which was 
maintained during follow-up. Of the 13 patients 
originally treated with phenelzine, 10 continued 
treatment with this drug. Despite the intention 
to stop all active treatment by the time of 
follow-up, three patients were still taking 
phenelzine at this time because of an apparent 
return of symptoms on stopping or reducing the 
drug. All patients continuing on phenelzine 
observed the appropriate dietary restrictions, 
except for one patient who found the restrictions 
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irksome and gr lly returned to eating his 
normal quota of each of the forbidden foods 
without ill effect. 


Effects of treatment 


The ratings at first assessment and after two 
months and one year were analysed, using a 
split-plot analysis of variance. Within-patient 
F-ratios for time and treatment-time inter- 
actional effects were estimated against residual 
variance after allowing for between-patient 
variance. The ratings for obsessional symptoms 
and depersonalization were not analysed, as 
most patients had nil ratings on these items at 
original assessment. The ratings for the first 
and the two-months assessments were the 
mean scores of the psychiatrist’s ratings in the 
original trial (Tyrer, Candy and Kelly, 1973b); 
ratings for the one-year assessment were those 
of D.S. alone. 

No significant treatment differences betweeh 
the two groups of patients were found for any 
of the ratings, nor was there any consistent 
trend. The similar outcome in the two treat- 
ment groups is illustrated (Fig. 1). For most of 
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Fic. 1.—Ratings of mean phobia and overall severity for 
patients originally treated with phenelzine (n = 19} and 
placebo (n = 19). 
the measured variables there was significant 
improvement in rating scores over the 12- 
months follow-up period. The social adjustment 
items, however, did not show the same degree of 

improvement (Table IT). 


Influence of personality disorder on improvement 
As the degree of personality disorder was 
based on a clinical assessment not previously 
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Taste II 
Mean changes in ratings of clinical symptoms and social adjustment items during follow-up 
(n = 26) 


Patients’ ratings 


Psychiatrists’ ratings 





‘Times (months) 


Symptom 
Mean phobia » 5'5 
Mean avoidance a. 54 
Depression æ. 26 
Panic sei ke, Wg 
Generalized anxiety .. 2-1 


Social adjustment 
Work 
Leisure 
Sex... 
Social .. 3s a 
Mean social adjustment 
Overall 
* p< o-o! 


tested for reliability, the measure of agreement 
between the ratings of the two authors was 
calculated by product-moment correlation co- 
efficients (r) between the scores of both authors. 
This showed a satisfactory degree of reliability 
(r = 0°75), and so the rating of personality 
disorder was taken at the mean value of each 
pair of ratings. To assess the influence of per- 
sonality disorder on improvement this mean 
rating was correlated with the overall improve- 
ment score (i.e. the score difference between 
initial and final ratings of global disability). 
The mean correlation coefficient (r) in the total 
sample was ~—o-29, but for the phenelzine 
group there was a significant negative correla- 
tion (rf = —o-6, p < +05) whereas in the 
placebo group this correlation was not signifi- 
cant (r = —o-2t). 


‘Spontaneous’ improvement 

Three patients in the original placebo group 
who improved significantly during the original 
trial maintained this improvement throughout 
the follow-up period. To make certain that this 
was not just a temporary remission follow-up 
was extended over two years. Steady unhindered 
improvement was maintained (Fig. 2). 
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Fic. 2.--Ratings of mean phobia and overall severity for 
patients (n = 3) who showed ‘spontaneous’ improvement. 


Discussion 


The main findings of the study are unexcep- 
tional; symptomatic treatment and the passage 
of time are a potent therapeutic combination 
in phobic anxiety, even in a chronically handi- 
capped sample such as the one described in 
this study. However, the design of the study 
allows some comparison to be made, between 
the effects of different treatments in this condi- 
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tion. The differences in response between the 
original phenelzine and placebo treatment 
. groups were very small, and it is fair to con- 
clude that phenelzine is probably of the same 
order of efficacy as other symptomatic treat- 
ments. Further i 
and the small imber of patients receiving 
behaviour therapy do not allow adequate 
comparison to be made. It is relevant that three 
of the patients on phenelzine were still taking 
this drug at the time of follow-up despite 
efferts to stop this before assessment. On each 
occasion that the drug was reduced patients 
suffered an apparent relapse and the drug had 
therefore to be continued. Even with those 
patients who stopped treatment before assess- 
ment there was some return of symptoms in 
the weeks following withdrawal, although no 
severe withdrawal symptoms were seen, as has 
been described in some patients (Pitt, 1974). 
This suggests that symptom suppression is an 
important part of drug action, and that in 
phobic patients treatment with phenelzine 
should be generally considered for a period of 
months rather than days or weeks. It is rele- 
vant that successful coping mechanisms in these 
patients were often only achieved after months 
of persistence (Steinberg, 1972), and so it is 
rational to continue treatment for this length 
of time. The clinician should take this into 
account when deciding on the appropriate 
treatment for a phobic patient, and it is not 
sufficient merely to prescribe a short course of 
monoamine oxidase inhibitor (or other symp- 
tomatic) treatment and have no other strategy 
of management. 

It has been noted previously that behaviour 
therapy in phobic anxiety has led not only to 
clinical improvement but also to improvement 
in social adjustment (Gelder, Marks and Wolff, 
_1967); this finding was not replicated with 
symptomatic treatment in our study. Although 
there was some improvement in ratings of 
social adjustment, this was not of the same 
order as the improvement in clinical ratings. 
There may be a place, therefore, for additional 
intervention, directed towards adjustment in 
social functioning for patients who are being 
treated for phobias, particularly if of long dura- 
tion. It #® relevant that the improvement in 





rpretations are speculative, | 


patients treated by group psychotherapy occur- 
red mainly in these spheres (Gelder, Marks and 
Wolff, 1967). 

It is worth stressing that the treatments given 
in this study were only partly responsible for the 
improvement. The fact that three patients were 
able to continue improving throughout a period 
of two years after receiving no active treatment 
of any sort shows that even in a chronically 
handicapped population apparent ‘spontaneous’ 
improvement can occur. It has been argued 
that this improvement in symptoms still con- 
ceals unresolved dynamic conflict which may 
manifest itself subsequently (Malan, Bacal, 
Heath and Balfour, 1968), but there was no 
evidence of any return of symptoms in these 
patients over two years. As their improvement 
dated from the time they first started treatment 
it cannot be truly regarded as spontaneous. On 
questioning these patients in detail it appeared 
that the explanation of the nature of their 
phobic symptoms in terms free from any 
dynamic interpretation was sufficient to lead 
to long-term clinical improvement. Patients 
were also asked to test themselves in phobic 
situations if they had habitually avoided them 
in the past, and this may also have been a 
relevant factor. The extent of this improvement 
emphasizes that recovery in chronic phobic 
patients need not be related to any specific thera- 
py, a fact not always appreciated by the authors 
of single case reports. 

Ratings of personality disorder were signi- 
ficantly correlated with degree of improvement 
in the original phenelzine group but not in the 
other group of patients, and this lends support 
to the view, first expressed by Sargant (1966) 
that monoamine oxidase inhibitors should only 
be given to patients with a ‘good previous 
personality’. The difference in correlations 
between personality disorder and improvement 
in the two treatment groups suggests that this 
difference is a real one and not an artifact 
produced by, for example, a tendency to rate 
any patient who has not improved as per- 
sonality disordered. More work is required 
before this relationship can be taken as con- 
firmed, but it raises an important issue. If the 
absence of a personality disorder in a neurosis 
implies that the patient, though temporarily 


ae H. (1972) Time-limited desensitization, 
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handicapped, has the basic resources to a 
come or adapt to his difficulties, then ‘it! 
appropriate to treat the neurosis with 
agent which may only suppress sympto 
The temporary removal of symptoms may 
be: sufficient to set in motion a process w. 
leads to clinical relief, which is maintained ¢ 
treatment is stopped. The length of treatn 





with psychotropic agents in chronic disorder ‘ š 


now being recognized as an increasingly im- 
portant problem. If assessment of personality 
disorder can be made more precise and reliable 
it may be a helpful guide in this little under- 
stood area of psychiatry. 
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rapproach to the treatment 
of schizophrenia. 


‘Redeptin’ provides a new approach to the 
treatment of schizophrenia. An inherently 
long acting, potent neuroleptic which has 
few side effects, and is effective for 
approximately seven days, when given by 
injection. 

‘Redeptin’ is given in the active form, 
is long acting and does not rely on 
hydrolysis after an injection to release 
active drug. Its action in each patient is 
remarkably reproducible. 

Once dosage has been titrated its 
therapeutic effect should be predictable 
week after week. 

















zaa dph; eyte -yippee . 
are essentially different from the phe ~Ne 
and butyrophenones. Unlike these drugs ‘Redeptin’ acis almost €Enincy Ie 
* central dopaminergic system so it is likely to cause fewer autonomic side wiects 
and less sedation. There are also few extra-pyramidal symptoms with ‘Re. ‘eptin’ 
Given by intramuscular injection ‘Redeptin’ is slowly and continuc usly 
absorbed over a period of about seven days. Once titrated its action should oe 
reproducible week after week in the same patient. 


















‘Extrapyramidal symptoms, if they occur, 
are limited to the first two days 


-There are few extrapyramidal symptoms with ‘Redeptin’ but if they do occur they 
-will usually appear after six hours and disappear within forty-eight. So antiparkinson- | 
ism therapy, if needed, can-be anticipated and will not normally be required after- 
_the second day. This means that the timing of treatment can be planned so that 
extrapyramidal symptoms do not occur when the patient is unattended. 
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q mptoms 


A double blind trial demonstrated that side effects are fewer and more predictable 
with ‘Redeptin’ than with fluphenazine enanthate (2). 












I Score of side effect rating scale 


O fluphenazine enanthate 
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: Because Redeptin is given every week a control of the pati ients therapy is oS 
achieved. Dosage can be adjusted weekly and therefore be q Jick ised. 
This should result in earlier discharge trom hospi ital. > 

For day hospital patients or outpatier 





l ts the predictabil ity of extrapy 
-symptoms is a special benefit because treatment can be planned to avoi 
: chance of these symptoms occurring when itis inconvenient. - 


Clinical experience with ‘Redeptin’ 


40 clinical trials in more than 1,500 patients have demonstrated the effecti ivenes 
of ‘Redeptin’ In particular it has been commended for its easier management and 4 
lack of side effects. E 
More recent work has confirmed ve PRESON recorded in the first publi- 
cation on 'Redeptin' by Haase et al. (3). -pa a 


















It distinguishes itself by a high neuroleptic potency, very good anti 
chotic efficacy and a characteristic uniform effect, not only with regard to: 
chotic effect but also tothe extrapyramidal andlong-term effects 











~ ‘REDEPTIN’ prescril ibing informati sag 


Action 

‘Redeptin’ (fluspirilene) is a major ‘ranguit- 
lizer of the diphenylbutylpiperidine group 
with a mildly alerting action. It is slowly 
absorbed after intramuscular injection. 
Detectable blood levels are reached within 
4 hours of injection, and the antipsychotic 
action usually lasts for about a week, with 
a range of 5 to 15 days. 

indications 

‘Redeptin’ is recommended for the treat- 
ment of schizophrenia, and has proved 
especially useful for maintenance therapy: 
It is of particular value in patients who are 
unreliable in taking oral medication. 
Dosage 

Adults only: The recommended starting 
dose is 2 mg a week by intramuscular 
injection; this may be increased by 2 mga 
week according to response. The main- 
tenance dosage for most patients is from 
Z to 8 mg a week, but some may require up 
to 12 mg a week. Dosage should not 
exceed 20 mg a week. 

Administration: Before administration the 
container should be shaken well. 


ener Adverse reactions 


: When side effects occur, they are usually 


limited to the first two days after injection. 


Extrapyramidal reactions, D 
-dyskinesia and akathisia but also tremor 
and salivation, may occur within 6 to 12 
hours after injection and usually disappear 
within 48 hours; they can normally be con- 
trolled by reduction of dosage or by the use 
of anticholinergic antiparkinsonism drugs. 
Other reactions reported include fatigue, 
upper gasiro-intestinal symptoms such as 
nausea and vomiting, drowsiness, insom- 
nia, restlessness, excitement, anxiety, head- 
ache and sweating, There have also been 
occasional reports of blurred vision, mild 
hypotension, dizziness, rash and EEG and 
ECG changes. inasmall number of patients 
side effects may become progressively 
more marked over a period of weeks or 
months; these signs of accumulation can- 
be eliminated 2 omitting one in 4 or 5 
actio 





Patients who drive or operate machinery 
should be warned of the aan of 


drowsiness. Eee 
Known enilentice shaule He treater 





A wik = 


caution as attacks may be precipitated. 
Use in pregnancy 


+ Although there is no evidence from animal 


Studies to suggest that ‘Redeptin’ has 
embryotoxic effects, drug treatment should 
always be avoided during pregnancy 
unless essential, especially during the first 
trimester. 

Contra-indications 

Do not use in patients who have suffered 
uncontrollable adverse effects during. 
previous treatment with diphenylbutyl- 
piperidine derivatives. 

Overdosage 

In the unlikely event of accidental over- 
dosage, signs and symptoms are likely to 
be predominantly extrapyramidal, possibly 
with some excitation. Treatment would 
consist of supportive and symptomatic 
measures. Extrapyramidal symptoms 
should be treated with a barbiturate, or in 
more severe cases parenteral diphen- 
hydramine or amore potent anticholinergic 
antiparkinsonism drug. The long-acting 


> properties of the presentation should be 


borne in mind. 
Pharmaceutical precautions 
‘Redeptin’ ampoules and vials should be 
stored at room temperature and protected 
from light. 

Legal category 

For prescription only 

Presentation 

Each ampoule or vial of ‘Redeptin’ con- 
tains an opalescent white aqueous sus- 
pension containing 2 mg fluspirilene in 
each 1 ml. 

‘Redeptin’ ampoules, each containing 
either 2 mg fluspirilene in 1 ml or 6 mg in 
3 mi, are available in boxes of 10. 
Redeptin’ vials, each containing 12 mg 
cee IN6 mi, are available in packs 
of 5 

Product licence number 

0002/0056. 
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The Treatment of Marital Psycho-sexual Problems 


By C. M. DUDDLE 


Medical practitioners have begun to look for 
ways of helping the psycho-sexual problems of 
their patients with increasing awareness that it 
is impossible to ignore their sexual lives if they 
are to treat the whole patient. Sexual problems 
occurring in marriage have been treated in the 
past in two main ways, by some form of insight 
therapy or by behaviour therapy, and recently 
some adherents of both these schools have 
moved towards treating the disordered relation- 
ship rather than the individual patient. Dicks 
(1967) at the Tavistock Institute has pioneered 
the treatment of what he calls the ‘diad’ by two 
therapists, male and female, in 2. basically 
analytic framework, whilst Masters and Johnson 
(1970) in America have used an approach based 
largely on behaviour therapy techniques, also 
using two therapists. 

This paper describes one method of treating’ 
these patients using a mixture of brief psycho- 
therapy with some behavioural techniques. 

The patients were all seen by the author at a 
special psycho-sexual clinic held weekly in local 
authority premises in association with an F.P.A. 
clinic. The clinic was started twelve years ago 
and the first two years have been reviewed else- 
where (Duddle, 1964). Referrals were received 
from F.P.A. clinics, general practitioners, gynae- 
cologists, psychiatrists, marriage guidance coun- 
sellors and social agencies. Self-referral was also 
allowed. The majority of problems presented 
occurred in the context of a marital or stable 
hetero-sexual relationship. 

Two hundred and twenty cases have been seen 
in the last five years, the main diagnoses being 
orgasmic dysfunction (113), non-consummation 
(45), marital problems not predominantly 
sexual (10), impotence (15), premature ejacula- 
tion (11), mental illness of one partner (8), sub- 
fertility (7), dyspabrunia (3), miscellaneous (8). 

. The emphasis has gradually moved away from 
treating just the presenting partner towards 


'. 
~% X a 
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treating the total marital relationship by seeing 
the couple together. Each was first seen sepa- 
rately, but interviews after this were mainly 
joint, physical examination including genital 
examination of both male and female being 
carried out where indicated. After assessment 
of the problem the emphasis was laid upon 
improving communication betwéen husband 
and wife, both specifically about the presenting 
sexual problems and also towards increasing 
insight into their mutual inter-reactions, stem- 


: ming from their own personality and back- 


ground and their expectations of marriage | 
acquired from their parents. 

In a few cases where sexual inhibition in the 
female amounting to phobic anxiety was present, 
deconditioning under deep relaxation (Wolpe, 


|1958) was used, and in a number of cases of 


vaginismus leading to non-consummation of 
marriage vaginal dilators were used, usually by 
the patient herself in the presence of the doctor 
and later by herself or her husband in the home. 

In the last two years the techniques described 
by Masters and Johnson (1970) particularly for 
impotence, premature ejaculation and frigidity 
have been gradually introduced into the joint 
sessions. 


RESULTS 


Follow-up was attempted in the two largest 
groups—-the non-consummated marriages and 
the cases of orgasmic dysfunction. In the 45 
cases of non-consummation the major factor was 
vaginismus in 36 and primary impotence in 9. 
Of the 36 cases of vaginismus, 23 consummated 
the marriage, and for 13 the results are not 
known. Nine of these patients had previously 
had a surgical dilation and of these 7 con- 
summated and in 2 the results are unknown. 
Three had an hymenectomy, 2 couples con- 
summiated and in one the results are not known. 
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In the 9 cases of primary impotence 7 con- 
surmmated and 2 failed. Overall results for the 
whole series are 65 per cent consummated, 4 per 
cent failed, 29 per cent not known. 

Follow-up in the cases of orgasmic dysfunc- 
tion was harder to achieve, but finally an 
attempt was made to evaluate the results from 
the last interview, excluding cases who attended 
once only but including those who dropped out 
of therapy later. Using these criteria it was 
possible to assess results in 67 cases who were 
seen for an average of 3+8 visits. In the 35 cases 
of primary orgasmic dysfunction 24 per cent 
achieved orgasm in intercourse and 32 per cent 
improved the quality of their sexual relationship 


but did not achieve orgasm, making a total 


improvement in 67 per cent of cases. 

In the 42 cases of secondary orgasmic dys- 
function 48 per cent achieved orgasm in inter- 
course and 23 per cent improved the quality of 
_ their relationship, giving a total improvement in 
71 per cent of cases. . 

This paper reports the results from an un- 
selected series of cases presenting at an open- 
access clinic and seen by one therapist with no 
ancillary help apart from one voluntary recep- 
tionist/secretary. They are not as dramatic as 
those given by Masters and Johnson, but they 
compare favourably with most other published 
series, especially in cases of non-consummation 
(Friedman, 1962; Lazarus, 1963; Ellison, 1968; 
Courtenay, 1968; Tunnadine, 1970). Improving 
the quality of the total marital relationship, with 
the attendant increasing sense of security and 
lowering of anxiety levels seems in the long run 
to be the most therapeutically effective agent, 
- and with improved communication between 
husband and wife the quality of the sexual rela- 
tionship may go on improving even when 
therapy was finished. This was confirmed in a 
few cases who were later seen for other reasons. 

Treatment of this kind involves using several 
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different types of skill, and practitioners trained 
only in either analytical or behaviour therapy 
techniques may find it difficult to accept the 
possibility of changing roles in this way. In 
practice, this can be achieved without too much 


- difficulty, the Masters and Johnson techniques 


being introduced into the joint interview at 


appropriate times and individual desensitization 


introduced separately when necessary. 

The question arises as to where this kind of 
treatment should be offered. Patients are often 
reluctant to go to the illness-centred and rather 
intimidating out-patient department of hospi- 
tals, either gynaecological or psychiatric, as 
they do not see themselves as physically or 
mentally ill. Perhaps one solution is the sort of 
clinic described running alongside ‘well’ clinics 
such as those giving birth control advice, and 
ideally with unrestricted access. Although some 
couples will need skilled psychiatric help it 
appears that many can be helped at a clinic of 
this type by one therapist without the need for 
extended treatment. 
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Psychiatric Referrals from. the Police 
By A. C. P. SIMS and R. L. SYMONDS 


Summary. This is a ees of one = of inception into psychiatric care 
in Birmingham, Mentally disturbed people coming to the attention of the 
' police are referred to a mental welfare officer and assessed by him, usually in a 
police station. The mental welfare officer may then refer for a psychiatric decision 
with regard to further management, and the patient is examined by the doctor 
in the police station: 

The annual frequency of use of this referral system was studied from 1962-73 
inclusive. It is shown that there was an increase in referral over the years and 
that such referral from the police became an increasing proportion of new 
referrals to the Mental Health Department (Social Services Department). 

The sample of referrals from the police for 12 months is studied in greater detail 
(252 cases), surveying social characteristics of individual patients, the relation- 
ships between such police intervention and areas of the city, the nature of 
situation requiring intervention.and the management and treatment which these 
patients received. The referrals were traced from contact with the mental welfare 
officer to hospital where the case notes of those admitted were studied for details 
of legal status and mental state on admission, diagnosis, duration of stay and 
disposal. ‘The effectiveness of this method of entering treatment is discussed and 


some recommendations are made. 


INTRODUCTION 
Mental disorder resulting in disturbed social 
behaviour occurring in the community often 


results in police intervention. Patients reaching” 


treatment facilities via the police are often 
amongst the most acutely disturbed admissions 
to psychiatric hospitals. A high rate of police 
referral for mentally disordered people occurs 
with urban disorganization and characteristic- 
ally this phenomenon occurs in the decaying 
parts of the city with poor housing and multi- 
occupation, and among lonely, isolated people 
often from minority communities. 

It is in the biggest cities that problems such as 
psychiatric referrals from police stations and 
the admission to psychiatric hospital of patients 
of ‘no fixed abode’ (Berry and Orwin, 1966) are 
likely to be particularly frequent. While there 
are many patients of no fixed abode in Birming- 
ham, such patients are uncommon in a smaller 
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city, e.g. Coventry (Berry, 1973). The attitude 
of the general public influences the presentation 
of psychiatric problems, especially if there is 
widespread interest in and concern for the 
mentally disordered (Carstairs and Wing, 
1958). For the police referral to take place, indi- 
vidual problems must have been communicated 
to the social field where detection and appre- 
hension are the means of entry to treatment; 
there is an upset in the internal balance ‘of 
forces in the individual, which is closely related 
to disturbances in the field of forces by which he 
is surrounded (Caplan, 1969). ` 


METHODS 
The police may either invite the person 
whom they believe to be mentally ill into the 
police station for referral to the Mental Welfare 
Officer, and subsequently the doctor, informally; 
or they may use Section 136 of the Mental 
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Health Act 1959 (Kelleher and Copeland, 
1972). This study is concerned with the first 
alternative which was the more common 
practice in Birmingham. r 

The investigation was carried out in three 
stages. First, the referral rates over 12 years were 
studied. Second, a year’s sample, 1 October 1970 
to 30 September 1971, was investigated in more 
detail from the records of the City Mental 
Health Department. Third the patients of this 
sample were followed from the Mental Health 
Department to the area hospitals, and the case 
notes studied for further information. 

Psychiatric referrals from police stations in 
Birmingham were studied over 12 years soon 
after the coming into force of the Mental Health 
Act 1959. Information was obtained from the 
records of the day books of the Birmingham 
Corporation, Public Health Department and 
later Social Services Department. From this 

information it was possible to plot changes over 
` the years in the absolute numbers of referrals 
from police stations and compare these with total 
mental disorder referrals to the Mental Health 
Department. 

From a study of the forms completed by 
Mental Welfare Officers for police and all 
referrals, we were able to collect data recorded 
in the results of this investigation. ‘Patients’ 
(119 males, 105 females), were all individual 
subjects of the study whether admitted to 
hospital or not. ‘Cases’ (132 males, 120 females), 
were all separate occasions when subjects 
presented to the police and were thence referred. 
‘Situations’ (151 males, 125 females), refers to 
the incidents which brought subjects to the 
notice of the police, whether offences or not. 


PSYCHIATRIC REFERRALS FROM THE POLICE 


The very small number of subjects referred to 
the Mental Welfare Officer but not referred to 
a doctor are excluded from the study. 

Usually the doctor visited the patient at the 
request of the Mental Welfare Officer, most 
often at a police station. Less often the Mental 
Welfare Officer consulted the doctor by tele- 
phone, and further management was then 
arranged. When the patient’s condition had 
required his admission to hospital the diagnosis, 
clinical state and subsequent course was 
investigated using the hospital case notes of the 
five area hospitals concerned. 

Of the 252 cases, 46 (24 males, 22 females) did 
not result in admission to hospital after examina- 
tion by the doctor. Of the 82 per cent admitted 
(107 males, 99 females), 156 (82 males, 74 
females) had case notes which were considered 
adequate. 


RESULTS 
1. Psychiatric referrals from police stations 
(1962-1973) 

In Table I the number of referrals to the 
Mental Health Department are recorded for 
the years 1962-67 inclusive. Referrals from the 
the police are compared with total referrals. 


- Referrals from the police are taken to exclude 


those patients referred from the Courts under 
Sections 60 and 65 of the Mental Health Act. 
Total referrals are recorded, also referrals for 
mental illness, the discrepancy being accounted. 
for by subnormality and psychopathic disorder. 

The trend of referrals over the decade 1962—73 
is shown in Fig. 1. Because of changes in 
recording by the Mental Health Department, 
and later Social Services Department, some of 


TABLE I 
Police referrals and total referrals to Mental Health Department 1962-1967 


Police referrals Referrals for mental illness Total referrals 
Year $$ 

Male Female Total Male Female Total Male Female Total 
1962 60 44 104 673 921 1,594 732 1,004 1,736 
1963 75 45 120 591 781 1,372 641 807 1,448 
1964 98 38 136 620 J90 1,410 654 809 1,463 
1965 81 39 120 670 762 1,432 710 786 1,496 
1966 117 55 172 741 806 1,547 838 848 1,686 
1967 150 95 245 772 873 1,645 833 1,749 ° 
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Data from Mental Health 
Department 


Data from Treasurer's 
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Data from Social Services 
Department 





Fig. 1.—Referrals from Police to doctors, 1962—73—an 
extrapolation accounting for alterations in data recording. 


these figures were derived from expenditure 
by the Mental Health Department on medical 
recommendations. 


2. Referrals from police to mental welfare officers 
(1970-71) 

Of the 224 patients referred, 20 were referred 
on a total of 48 occasions. Of total patients 
referred more than once, males were signifi- 
cantly (p < 0-05) younger than those referred 
once only, whereas the females did not differ 
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significantly in age. The mean age of the total 
sample was 39-13-+14°82 years for males, 
39°93-+15:'01 for females; the difference is not 
significant. The age distribution showed a 
preponderance in the mid-adult range (20-50 
years). 

Considering ethnic origin (where figures in 
brackets are for the general city population, 
Census 1971) 72 per cent (87 per cent) of the 
sample were born in the United Kingdom, 
IO per cent (2°5 per cent) in the West Indies, 
10 per cent (4+4 per cent) in the Irish Republic, 
4 per cent (3:7 per cent) in Asia and 2 per cent 
(0-7 per cent) in European countries. Occupa- 
tion was not reliably recorded on the forms; 
however, there was clearly a preponderance of 
‘unemployed’ and disabled, with Social Classes 
I, II and III under-represented. 

Area of residence was recorded for 217 
patients. While 70 per cent of patients lived in 
Birmingham, 20 per cent were of ‘no fixed . 
abode’, 7 per cent were resident outside Birming- 
ham, and 3 per cent lived in a hostel or hospital. 
When the postal district is considered for the 151 
Birmingham addresses, the city may be divided 
into four areas (Fig. 2). The first area is the 
city centre and has very few residents. The other 
areas are all residential and may be grouped 
into inner, middle and outer zones. If the 
locations of the police stations to which patients 






Middle Zone 


Outer Zone 


Fic, 2.—Zones for the City of Birmingham based on 
postcode districts. 
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Taste II 
Area of residence and cases at police station in zones 
%.of approx. No. of 
% of patients population No. of cases at Cases per 
tesident in resident in police stations police stations station 
zone zones in zone 
City centre ag a I 3 27 9'00 
Inner zone ‘ct 52 eee | 14 04 6:71 
Middle zone 29 " o gg II 73 6-64 
Outer zone sg 18 70 8 23 2°88 
Total 100 100 36 217 6-03 * 


are taken are similarly zoned, the following 
distribution of cases is found (Table II). 

A residue of cases were referrals from British 
Rail police (8), from other police stations 
outside Birmingham, and ‘not known’. 

The classification of ‘situations’ in which the 
patients were found is necessarily somewhat 
. arbitrary. A classification of 151 situations in 
males (1°3 per patient) and 125 in females 
(1+2 per patient) is detailed in Table III. 

Among these ‘situations’, ‘wanderers’ were 
found not to be significantly older than the 
rest of the sample; female subjects who made 
suicidal gestures were found not to be signi- 
cantly younger, but male patients in this 
situation were. ‘Public order’ involved bizarre 


TABLE III 
Stiuations resulting in involvement of police 
Male Female Total 

Theft .. i “ss 3 g 6 
Request for help ee 16 20 36 
Assault or threat— 

domestic k 16 3 1g 
Assault or threat— 

non-domestic .. 15 5 20 
Fare refusal .. 2 4 6 
Wandering .. T 16 26 42 
Suicidal attempt or 

threat .. 13 17 30 
Drink or drugs 5 2 7 
Clothing removal 3 I 4 
Damage 24 6 30 
Public order 25 23 48 
Miscellaneous .. 6 9 15 
Not known 7 6 13 

Total 151 125 276 


behaviour in a public place, whereas ‘miscella- 
neous’ included circumstances which defied 
classification. 

The home circumstances of patients were 
thought to be of particular interest, although 
reliable information was difficult to obtain. 
The number of people in the household was 
recorded for 170 cases and is shown in Table IV. 
This is compared with figures for the West 
Midlands region collected for the Family 
Expenditure Survey (Department of Employ- 
ment, 1972). People living on their own in a 
police referral sample may be under-represented 
as sometimes the terms of tenure are very in- 
formal, and it is difficult to ascertain whether a 
person living in a multi-occupied residence is, 
in fact, living on his own. Certainly in this 
sample ‘more than a quarter lived alone, and a 
further 8 per cent were living in multi-occupied 


TABLE IV 
Number in household, other than patient 
% of 
West 
Male Female Total %of Midland 
sample Region 
O 20 24 44, 26 5'7 
I 17 34 5I 30 19°3 
2 19 10 29 17 20°77 
3 12 5 17 10 26°4 
4 9 2 II 3 14'0 
5 2 I 3 2 7'5 
6 I I 2 I 3°6 
7 Or 
more 9Q 4 1g 8 2°8 
Total 89 81 170 100 100 * 


BY ANDREW SIMS AND R. L. SYMONDS 


dwellings. Female patients were conspicuously 
more often living with another person than male 
patients. 


3. Referrals from the mental welfare officer to the 
doctor 


The use made of sections of the Mental 
Health Act, 1959, is shown in Table V. 

It is of interest to ascertain which ‘situations’ 
resulted most frequently in compulsory ad- 
mission. These were ‘Assault (non-domestic)’, 
‘Suicidal gestures’, ‘Drink and drug offences’, 
‘Clothing removal’, and the bizarre ‘Offences 
against Public Order’. There was no difference 
between males and females, except for ‘Theft’, 
‘Fare refusal’ and ‘Wandering’, where female 
patients more often required compulsory hospi- 
tal admission. Most situations dealt with by the 
police by referral to a doctor resulted in 
admission, but the property offences “Theft’ 
and ‘Damage’, situations involving ‘Public 
Order’ and ‘Assault (Domestic)’ overall carried 
a lower chance of hospital admission. 

Diagnosis was recorded for those patients 
admitted to hospital, using the International 
Statistical Classification of Diseases (1965). 
Admission was predominantly for psychotic 
illness: schizophrenia 40 per cent, manic- 
depressive psychosis 12 per cent, and organic 
psychosyndromes 5 per cent, accounted for 57 
per cent of the total. Conditions associated with 
alcohol comprised a further 8 per cent. Tran- 
sient situational disturbances, and problems 
associated with character deviations comprised 
rather less than a quarter of the referrals. 





TABLE V 
The use of Sections of the Mental Health Act 
Status Male Female Total 

Section 29 .. s 53 44, 97 
Section 25 .. bi 7 18 25 
Section 26 = I Q 3 

61 64 125 
Informal ae us 3I 29 60 
Out/Day patients .. I I 2 
Not known .. i 14 5 Ig 
¢ Totals 107 99 206 
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A measure for disturbance of behaviour was 
devised from rating hospital case notes. Of the 
sample assessed, 48 per cent were markedly 
disturbed (41 per cent males, 55 per cent 
females). Not surprisingly situations presenting 
to the police of ‘Assault’, ‘Damage’ and ‘Public 
Order’, were particularly likely to result in a 
disturbed admission. With ‘Wandering’, ‘Suicidal 
threat’, and ‘Public Order’, women were more 
likely to be disturbed on admission than men. 

Hospital case notes for previous admissions 
to psychiatric hospitals were unreliable. How- 
ever, of 121 patients about whom there was 
reliable information, 86 had been previously 
admitted, 20 on five or more occasions. Although 
41 per cent of this sample stayed in hospital 
between 4 and 27 days and therefore received 
psychiatric treatment which was adequate to 
deal with the acute situation, 21 per cent (13/82 
males, 17/74 females) left within the first three 
days. Whereas 55 per cent of patients were. 
discharged home and 11 per cent to hostel 
accommodation, 23 per cent were discharged by 
default, i.e. if admitted compulsorily they had 
absconded, or if informally they had discharged 
themselves against medical advice. 

Of those patients seen by Mental Welfare 
Officers and referred to the doctor but not 
admitted to hospital, there was far less informa- 
tion available. Further management included 
mental welfare follow-up, hospital out-patient 
attendance, no further action, lodging house, 
hostel and Housing Department accommodation 
arranged. 


DISCUSSION 


Over the period studied, there was a steady 
increase in the referrals from the police to the 
Mental Health Service, and it could be shown 
that the proportion of police referrals to all 
other referrals to the Mental Health Depart- 
ment more than doubled from 1962 to 1967. 
There was probably, over the years, a greater 
willingness of the police to be involved in 
mental illness and to’ view some disturbances 
in the city as resulting from mental illness. 

These findings are similar to those of Berry 
and Orwin, who demonstrated a great increase 
in the number of patients of ‘no fixed abode’ 


admitted to psychiatric hospitals in Birming- 
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ham from 1955 (37 patients) to 1964 (225 
patients). In their sample of patients of ‘no 
fixed abode’ from one hospital from 1961 to 
1964. they showed that 26 per cent of these 
patients were admitted from police stations. 

The age and sex distribution of the year’s 
sample studied in greater detail were broadly 
similar to that described by Lawson (1966) for 
police admissions to St. Francis observation 
ward, London, before the Mental Health Act. 
The age distribution for males was also simular 
to that in the studies of male offenders referred 
from a London area to Horton Hospital (Rollin, 
1965) and of those admitted to Middlewood 
Hospital, Sheffield (Kent, 1972). Many of the 
social features of this sample were similar to 
those described by Mountney, Fryers and 
Freeman (1969) for emergency calls made ‘out 
of hours’ to the Salford Mental Health Service. 
In Birmingham and Salford there were more 
referrals to Mental Health Departments of 
* ‘women than of men, but for both the emergency 
calls service in Salford and the police referrals 
in Birmingham men predominated. Police 
referrals, occupying the middle age range, 
tended to be younger. The majority of the 
patients referred by the police were British 
born, but there were substantial numbers of 
Irish and West Indian patients. 

The distribution of residences and of referrals 
per police station were found to be markedly 
higher in the inner zone and city centre. A 
quarter of the sample consisted of people living 
on their own, much higher than for the West 
Midlands population in general. It is accepted 
that this clustering is characteristic of densely 
urban areas. The types of patients who are 
more likely to be involved in disturbances 
resulting in police action tend to concentrate in 
big cities. Gertain areas within cities may have 
high concentrations, e.g. of schizophrenic 
patients, as described by Faris and Dunham 
(1939) in Chicago. Some of the features of the 
big city with different concentric residental 
zones described by Park and Burgess (1925) 
could clearly be seen in Birmingham in 1971. 

The great majority of patients entering psy- 
chiatric hospitals in the United Kingdom are 
admitted informally; 80 per cent in Birmingham 
in the year of study (Wall, 1973). However, 
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referrals from the police showed a very different 
tendency, in that 60 per cent were admitted 
compulsorily. The ready use of emergency 
admissions under section 29 is a matter for 


_ concern; some 47 per cent of admissions were 


in this category, and it is of interest to note that 
the ratio of Section 29 to Section 25 admissions 
was higher for males than for females (8-7 : 2-4). 
It is evident from the source of our data that the 
recording of the Section of the Mental Health 
Act occurred subsequent to admission. Section 
25 was most often used for cases in which 
Section 29 was ‘converted’ to Section 25 after 
examination by a second doctor in hospital; 
it was very rare for Section 25 to be completed 
by the consultation of two doctors at the police 
station. The higher proportion of use of Section 
25 for females thus implies either that males 
were discharged or discharged themselves 
sooner, or that females were more disturbed 
and could be seen to require longer observation. 
From the findings the latter explanation seems 
more likely. 

Whereas most of the referrals from the police 
were suffering from psychoses, the majority of 
patients seen in general practice suffer from 
neuroses, and only 4:2 per cent suffer from 
psychoses (Shepherd, Cooper, Brown and 
Kalton, 1966). There is therefore a very 
marked difference between these two routes of 
inception into psychiatric treatment. Similarly, 
psychiatric out-patient referrals are predomi- 
nantly for neurosis, personality-disorder, and 
the milder affective disorders with relatively 
fewer more serious psychiatric conditions (Sims 
and Salmons, 1975). Johnson (1973) described 
figures of 4 per cent for schizophrenia and 5 per 
cent for organic psychosyndromes in an analysis 
of out-patient services in Manchester. 

By comparison 40 per cent of our police 
referrals sample admitted to hospital were 
suffering from schizophrenia. This is a smaller 
proportion than described by Kent (1972) in his 
Sheffield sample, and by Rollins (1965), Horton 
Hospital series, both smaller samples comprising 
males only. It is similar to the proportion of 
patients described as ‘psychosis’ (but including 
organic diagnosis) in the study by Mountney 
et al, of emergency referrals to the mental 
health department in Salford (1969). In his 
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study of absconders from All Saints Hospital, 
Birmingham, Antebi (1967) found 58 per cent 
of male patients and 54 per cent of females to 
be suffering from schizophrenia. It is a quite 
different group from the generally self-referred 
emergencies described by Brothwood (1965). 
Of this sample from the Maudsley Emergency 
Clinic, 19 per cent were admitted to psychiatric 
care within 24 hours; 22 per cent were psychotic, 
59 per cent neurotic and 11 per cent had anti- 
social character disorders. 


The relatively high proportion of patients. 


leaving within three days, is to some extent 
indicative of where the present system is failing, 
especially as more than half the patients were 
admitted under the mental Health Act, with a 
minimum of 72 hours compulsory detention. 

A large number of these rapid discharges 
were ‘by default’. With the present ‘open door’ 
policy in psychiatric hospitals quite a number of 
patients admitted under the Mental Health 
Act absconded before expiry of the period 
covered by their Section, and there were also 
a number of informal patients who took 
their own discharge. It is unlikely that a 
stay of less than three days will have effected 
change in many patients. Like the referrals 
to the Salford Mental Health department, 71 
per cent of the hospitalized patients in this 
sample had previously been admitted to 
hospital. The small number of people dis- 
charged to hostel accommodation reflects the 
need for such accommodation. Our sample 
contained many people without families, as in 
the study of homeless men by Whiteley (1955), 
and local authority hostels are urgently required 
to provide necessary support for such people 
(Fletcher, 1970). 


CONCLUSIONS 


It is our hypothesis that the large scale use of 
referral by the police to doctors of mentally 
disordered people showing disturbed behaviour 
in the community is a symptom largely of urban 
disorganization. The individual patients are 
mentally ill rather than simply socially dis- 
organized, but the fact that their illness has to 
manifest in this way is evidence of their social 
isojation. They tend to be concentrated in the 
decaying parts of the city with poorer housing 


5 


177 


and multi-occupied dwelling. Multiple social 
disadvantage was present in these areas of 
Birmingham, as in those areas of Edinburgh 
which were found to produce the highest rates 
of attempted suicide (Kessel, 1965). Many 
resembled the stereotype of the ‘no fixed abode’ 
patient drawn by Berry and Orwin (1966) and 
of the “mental hospital absconder’ (Antebi, 
1967). Of the present sample 20 per cent were 
of ‘no fixed abode’, a figure similar to that of 
Antebi for absconders. They often lived alone 
and were isolated within the dense urban 
population; they were without the external 
social controls on their behaviour—the condi- 
tion which Durkheim (1897) called ‘anomie’. 
These people often re-affirmed Rollin’s plaintive 
question “Does the community care?’ 
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APPENDIX 
EXAMPLES or PoLIce REFERRALS . 
The following examples have been selected to illustrate 


some of the categories used for ‘situation’, and the problem 


presented. Wherever possible, the description is that 

given by the Mental Welfare Officer. 

1, Male go. Assault, non-domestic. ‘Ran amok’ in 
Chinese restaurant. (The patient was Chinese.) 

_ Hospital diagnosis, acute schizophrenia. 

2. Male 56. Fare refusal. Taken off city bus after proffer- 
ing windscreen wiper as fare. Hospital diagnosis, not 
known. 

g. Female 22. Wandering. Presented mute at religious hos- 
tel. Hospital diagnosis, hysterical personality disorder, 

4. Male 37. Suicide threat. Threatened to hang himself 
after his wife had been ordered to be detained under 
Section 65 for Infanticide. Hospital diagnosis, transient 
situational disorder. 

5. Female 69. Clothing removal. Exposing herself to 
children in the street. Hospital diagnosis, confusional 
state, secondary to congestive cardiac failure and 
atrial fibrillation. 

6. Female 40. Damage. Smashed police station window 

and left child on the step. Not admitted to hospital, 

returned home. 

. Male 47. Public Order Offence. Directing traffic. 
Hospital diagnosis, simple schizophrenia. 

. Male 47. (Second of two referrals.) Miscellaneous 
category. Removed from derelict car in garden of 
lodgings. Hospital diagnosis, residual schizophrenia. 
g and ro. Females, 17 and 28. Miscellaneous category. 

Absconded together from psychiatric hospital outside 
region. Attracted attention because of convulsion in 
pub (17). Hospital diagnoses, personality disorder and 
epilepsy (17), paranoid schizophrenia (28). 

11, Male 35. Request for help. Asian patient who ran into 
police station seeking asylum and claiming that he 
was being pursued by 10,000 hockey sticks. Hospital 
diagnosis, paranoid schizophrenia. 
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Training Opportunities for Overseas Psychiatrists * 


By PETER BROOK 


Summary ` 
The literature relating to the training opportunities offered to overseas graduates in this 
country and the United States is reviewed. Although overseas trainees in psychiatry do not 
see themselves at a great disadvantage, the fact that the great majority are working in non- 
teaching hospitals means by implication that overall their training is not as good as that of 
home graduates. 


The presence of large numbers of doctors registrar and 47 per cent of S.H.O. posts (Platt, 
from overseas working in the hospital services 1961). The most recent figures show that just 
in this country is by no means a recent pheno- over half the doctors in all training posts were 
menon. The inflow of these doctors was by 1960 born abroad. 
sufficiently high to produce a situation where + The material in this article is based on an M.D. thes 
overseas doctors were filling 40 per cent of submitted to the University of London. 


TABLE I 
Distribution of home and overseas born doctors by grade 
All specialties, 30 September 1973 


: Numbers born Foreign doctors 
Grade Total numbers outside the as percentage 
British Isles of the whole 
Senior Registrars .. ie Ji 2,128 527 24'8 
Registrars .. sa x ss 4,834 2,598 55°8 
SH.O. .. ne se T 6,679 4,069 60-9 
All training grades m n 13,641 7:294 53°5 


Source: Department of Health and Social Security, Statistics and Research Division, 1974. 


Tase IT 
Distribution of home and overseas-born doctors by grade 
Mental illness, 30 September 1973 


Numbers born Foreign doctors 
Grade Total numbers outside the as percentage 
British Isles of the whole 
Senior Registrars .. bs = 208 70 33:6 
Registrars .. r js o 536 339 63°2 
S.H.O. .. Ss es 375 231 61-6 
All grades .. G2 s sy 1,119 640 56 


Total British born doctors = 479. 
Source: Department of Health and Social Security, Statistics and Research Division, 1974. 
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The figures for those in psychiatry show a 
somewhat higher proportion of overseas gra- 
duates overall, with a third of the senior 
registrar posts in psychiatry filled by overseas 
born doctors. 

In recent years overseas graduates have (in 
common with many other trainees). become 
more vocal about their hardships {see e.g. 
Lapping, 1969 and Faulkner, 1970). From 
their accounts, and from a‘survey made by 
the Nuffield Provincial Trust (Patey, Davies 
and Ellis, 1965), a composite picture can be 
made of a doctor who graduates from one of 
the medical schools in the Indian sub-continent, 
and will after multiple applications on arriving 
here take an appointment in a specialty in 
which he is not interested, and not in a teach- 
ing hospital; there he will receive what he feels 
to be inadequate training and be denied access 
to proper educational facilities. The Report 

sf the Royal Commission on Medical Educa- 
tion (para. 559-566) summarizes this situation 
thus: that foreign doctors ‘while nominally in 
training, in fact make an essential contribution 
to the staffing of British hospitals’, yet in regard 
to postgraduate education ‘the defects and 
deficiencies of the present system probably 
bear more hardly on overseas doctors who have 
great difficulty in securing appointments to 
posts which will provide a good training’. 

Hasan (1971) in an anecdotal paper drawing 
on conversations with ‘many overseas graduates 
working in psychiatric hospitals’, concludes that 
the typical overseas doctor comes to the United 
Kingdom to acquire the prestigious diplomas 
held by the senior members of the hospital 
where he has trained. Short of money, he seeks 
a post at a peripheral hospital, and jobs in 
general psychiatry or subnormality are usually 
some of the easiest to obtain. Having thus 
chosen a field he is not interested in, confused 
by totally new terminology, lacking fluency in 
the English language and familiarity with the 
English culture and idiom, he tries his best to 
put on a bold front, but anxiety and depression 
commonly supervene. Perinpanayagam (1973) 
shares the view that many of these overseas 
doctors drift into psychiatry as a second or 
third choice; regrettably he offers no evidence 
for this assertion. 
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All overseas doctors, whatever their specialty, 
will be handicapped in their work if they have 
language problems or are unfamiliar with 
English cultural patterns, but this will apply 
most forcibly to those working in psychiatry. 


‘Brook and Letemendia (1971) circulated a 


questionnaire to clinical tutors in every type of 
psychiatric hospital: this demonstrated that a 
large number of overseas doctors do, at least 
in the opinion of their supervisors, have language 
and cultural problems. Of graduates from the 
Indian sub-continent, 25 per cent were thought 
to have cultural difficulties and 21 per cent 
language problems. By contrast, although 21 per 
cent of doctors who had qualified in foreign 
European countries also had language diffi- 
culties, only 8 per cent had cultural problems. 

‘A less impressionistic approach to this issue 
has been adopted by Mahapatra (1975). Using 
an analysis of the performance of overseas 
graduates in the Leeds D.P.M. he finds no 
evidence that language difficulties impaired 
their examination results. It should, however, 
be noted that the doctors in this study had been 
screened by being required to pass the Leeds 
University English test for foreign students 
before being allowed on to the course. 


In the past ten years there has been a ten- 
dency for the British-trained doctors to move 
to the teaching hospitals, while the vacancies 
created by this move, together with the creation 
of new posts, have been filled by foreign gra- 
duates. Robin (1969), has demonstrated this 
clearly for one Metropolitan Region. 


‘The magnitude of the problem, then, is clear, 
but although the Royal Commission on Medical 
Education drew attention to lack of knowledge, 
there is still a dearth of reliable information. 
Relatively little has been published in this 
country, but in contrast, much more re- 
search has taken place in the U.S.A. which 
is heavily dependent on foreign medical 
graduates (F.M.G.’s) to staff its hospitals (see 
e.g. Ferguson, 1967; Halberstam and Dacso, 
1968; Margulies, Bloch and Cholko, 1968; 
Margulies and Bloch, 1969). 

As in this country, the F.M.G. tends to be 
selectively recruited, going into those hospitals 
which are not associated with medical schools 
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for teaching purposes and into the less popular 
specialties. 

Guilbert (1960) has trenchantly criticized 
training arrangements in the U.S.A. ` for 
F.M.G.’s, because candidates are poorly selected 


and orientated and their placement in hospitals- 


is haphazard and often unsatisfactory. This 
dissatisfaction with training, probably asso- 
ciated with a failure to adapt programmes to 

trainees’ special needs, is demonstrated on a 
wider scale by Halberstam and Dacso (1968). 

° Both the British and the American literature 
on doctor movement pose a number of questions 
about overseas doctors that need to be answered 
because of their implications for the psychiatric 
services here. First, does their experience, both 
before entering psychiatry and after, differen- 
tiate them from their home graduate counter- 
parts; second, do a substantial number drift into 
psychiatry as Hasan and Perinpanayagam 
assert; third, how are they distributed between 
teaching and non-teaching hospitals; and, 
fourth, does their training experience in 
psychiatry differ from those of home graduates. 
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As part of a survey of the training and 
education of psychiatrists in three of the 
Hospital Regions in this country (Brook, 1973), 
an, attempt was made to answer these questions. 

The survey findings showed how overseas 
doctors enter psychiatry later than their British 
counterparts and after obtaining more experi- 
ence in general medicine. Once in psychiatry, 
they: are less likely to obtain posts in teaching 
hospitals: the survey figures were that 3 per cent 
were working in this type of hospital, as compared 
with 41 per cent of British graduates. The figures 
for the whole of England and Wales for 1972 
are 13 per cent and 42 per cent respectively 
(Table III). This finding of a selective recruit- 
ment.of overseas doctors to non-teaching hospi- 
tals confirms the studies by Robin and Brook 
and Letemendia previously quoted. 

Two-fifths of the overseas trainees reported 
that they had come to this country solely to 
obtain experience in branches of medicipe 
other than psychiatry. 

As regards training opportunities, the survey 
showed that, as a whole, home graduates feel 





Tase III 
Distribution of home and overseas born junior staff* in teaching and non-teaching hospitals 
Mental illness 
Senior Registrart Registrar 
Home-born Overseas-born Home-born Overseas-born 
‘Teaching hospital pi ge 67 24. 82 33 
Non-teaching hospital .. 61 43 122 274, 
Percentage in teaching hospital . . 52°3 43°3 40°4 10°7 


Source: Department of Health and Social Security, Statistics Division. 


S.H.O. 


Home-born 


Teaching hospital T jà 48 
Non-teaching hospital .. 92 
Percentage in teaching hospital .. 34'3 


AH trainees 
Overseas-born Home-born Overseas-born 
10 197 67 
150 275 467 
6-7 41:7 12°5 


Source: Department of Health and Social Security, Statistics Division. 


* Home born = born in Great Britain or Ireland. 


t In the figures supplied by the D.H.S.S. University H.M.C.’s and Boards of Govenors are listed separately 
in respect of Registrars and §.H.O.’s. For Senior Registrars, University H.M.C.’s and other authorities (i.e. 


non-teaching hospitals) are amalgama 


ted. This means that the figures given here slightly under-represent the 


numbers and percentages of S.R.’s in teaching hospitals. 
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that they have a very clear advantage in simple 
medico-legal work and neurology; they believe 
they do slightly better in five other areas of 
clinical experience, namely, other methods of 
psychological treatment, ward consultation, 
emergency work and in attending courses in 
neuroanatomy and neurophysiology. Home 
graduates are also a little better off in respect 
of work with short-stay patients, out-patients, 
‘work in the community’, EEG experience, and 
psychology. On the other hand, overseas dottors 
feel that they obtain slightly better training and 
experience in psychogeriatrics and’ in sub- 
normality; this advantage is even more marked 
in work with long-stay patients. These are 
probably the three least popular clinical areas 
in psychiatry. 

To summarize, it would appear that: wad the 


two definite exceptions of medico-legal work — 


ae neurology, overseas graduates do not 
themselves as being at a marked: dis- 
pna in any of the major clinical fields 
of psychiatry compared with their home 
graduate counterparts; in a number of other 
areas, most especially the neurological sciences, 
they seem at a slight disadvantage. This result, 
cannot, however, be accepted at face value in 
view of the possibility of overseas graduates 
having lower expectations than home graduates; 
in addition, as two-fifths have drifted into 
psychiatry, they may well have hazily-formu- 
lated ideas as to what does constitute adequate 
training. There remains, however, the possi- 
bility that the overseas trainee receives less 
adequate training by virtue of the fact that the 
vast majority are in non-teaching settings. 
The more vocal overseas trainee definitely sees 
this as depriving him of educational facilities 
and intellectual stimulation (Hasan, 1971). 
This possibility can be tested in two different 
ways. First, by comparing the experience of 
trainees in different settings. Specifically, do 
trainees in teaching hospitals report themselves 
as getting a better training than those in non- 
teaching hospitals? The survey’s findings did 
suggest that each type of hospital has training 
assets and deficits. For example, the teaching 
hospitals were seen as providing better super- 
vised work with short-stay patients, with indi- 
vidual psychotherapy and neurology, while at 
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the same time they offered the least satisfactory 
training in the fields of psychogeriatrics, long- 
stay patients and rehabilitation. But even 
this cannot be immediately accepted because 
trainees will have a less clear idea of what 
training is necessary while they are in junior 
grades than when they have reached consultant 


status and have assumed independent responsi- 


bility for patients and, perhaps for the first time, 
become fully aware of lacunae in their training 
experience. To allow for this, a second way was 
used to determine whether non-teaching hospi- 
tals offer less satisfactory training, which in 
consequence, would put the majority of over- 
seas graduates at a disadvantage. This was 
achieved by comparing experiences of con- 
sultants in general psychiatry appointed between 
1966 and 1969 who had trained in the two 
settings. Here the results are clear cut: the 
training experience of those who have had most 
of their training in the non-teaching sector was 
consistently reported as worse, in some cases 
substantially so. The single exception, where the 
teaching hospital products rated their experi- 
ences worst was work in the community setting 
(Brook, 1973). 

It could be objected that much of this overall 
pattern of difference reflects training as it was 
some years before the survey, when training and 
educational facilities at psychiatric hospitals 
were exiguous. The force of this argument is 
lessened in the light of an enquiry conducted 
by the author two years after the main survey. 
The identical questionnaire used for the group 
of consultants was circulated to all consultants 
appointed for the first time in general psychiatry 
between 1 October 1969 and 30 September 
1972; this group included some of the more 
senior trainees interviewed in the original 
survey. Exactly the same pattern of difference 
between teaching and non-teaching hospital 
graduates was found as in the earlier survey, 
except that, as well as with ‘work in the com- 
munity’, the latter group rated experience with 
‘rehabilitation’ as superior (Brook, 19742). 

The findings of the two Consultant Surveys, 
as well as evidence from the trainees themselves, 
support the proposition that overseas doctors 
are at a disadvantage compared with home 
graduates owing to the greater opportunities for 
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home graduates obtaining work in the teaching 
hospital and the generally better training in 
that setting. 

Even if training opportunities for overseas 
doctors were improved, they would not neces- 


sarily be properly prepared for the practice of. 


psychiatry in their own country. Neki (1973) 
points out how important it is for the psychia- 
trist to know what cultural attitudes must be 
taken into account in planning for a mental 
health service. Because psychiatrists who have 
trained in foreign countries find much of their 
training inappropriate on their return home, 
many in frustration leave again to go back to 
where they trained and where they can effect- 
ively apply their knowledge and skills. This is 
likely to be one cause for the fact that the 
number of Indian psychiatrists working in 
North America is more than twice those 
working in India. The problem of inappropriate 
training for psychiatrists from developing coun- 
tries was taken up at a Symposium of the World 
Congress of Psychiatrists in Mexico City in 
December 1971. The Symposium paid special 
note of the possibility of reducing inappropriate 
migration by (a) ‘developing regional centres 
for psychiatric education, (b) promoting the 
international exchange of professors, (c) assess- 
ing the relevance of education offered by 
centres in industrialized nations for students 
from developing countries, and (d) enlisting the 
participation of professors in developing coun- 
tries in planning for the advanced education of 
their students in order to ensure positions for 
them upon their return home’ (Brody, 1972). 
It is clear that training for overseas graduates 
needs to be closely related to the sort of psy- 
chiatry they will be practising in their own 
countries. Perinpanayagam (1973) believes, 
perhaps too optimistically, that the present 
pattern of overseas doctors drifting into psy- 
chiatry in this country will be increasingly 
replaced by smaller numbers of highly moti- 
vated postgraduates coming here for advanced 
training. However, in the immediate future 
substantial numbers of overseas doctors will 
continue to come into psychiatry here, and 
there should be consideration of ways to prepare 
them better for work in their own countries. 
Because of the shortage of other trained per- 
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sonnel, the psychiatrist working in a developing 
country will need to devote much time to train- 
ing and to administration, and these functions 
should not be forgotten when training pro- 
grammes for overseas doctors are drawn up. 

The substantial and increasing numbers of 
overseas doctors who are seeking a permanent 
career in psychiatry in this country (Brook, 
1974b) will seek equality of training oppor- 
tunities with their home graduate counter- 
parts. The Lancet (1971), in an editorial, has 
forcefully deprecated the division between the 
lucky few who have trained at the Maudsley 
and at other first-class training centres and 
the majority who have worked for all their time 
in peripheral hospitals. It would be an unhappy 
situation indeed if this division were to be made 
on the basis of where a doctor had qualified. 
Training opportunities need to be more equal, 
with improved training at the periphery and a 
more widespread introduction of training pro- 
grammes rotating between teaching and non-~ 
teaching hospitals. The Royal College of 
Psychiatrists accreditation exercise, now well 
into the second stage of personal visitations, 
should be.an important factor in achieving these 
two aims. The College is also attempting to 
examine the problems of overseas graduates by 
setting up a working party whose objectives 
include: (1) “The examination of training 
facilities for overseas graduates and the suit- 
ability of these facilities for those intending to 
return to their own country or to remain here 
or to emigrate to other countries; (2) The 
examination of employment opportunities parti- 
cularly in the light of the fact that overseas 
graduates are concentrated in peripheral hospi- 
tals; (3) To assess the result of how overseas 
trainees perform in higher examinations in 
psychiatry.” 

The working party will also look further into 
the formation of a permanent overseas graduates 
sub-committee. 
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Book Reviews 


TREATMENT 


Current Psychiatric Therapies. Edited B joes , 


Masserman, London: Grune and . Stratton. 
1974. Pp. xiti+285. Index 13 pp. Price £10.90. 

This is Volume 14 in a series which is published 
anhually and aims ‘to reflect the eclectic trends of the 
times’. There are sections on the treatment of children 
and adolescents, behavioural techniques for adult 
conditions, aesthetic therapies (comprising poetry, 
music and dance), psychopharmacology and addic- 
tions, family and group therapies, and community 
services. Most of the articles are short and do no 
more than give a brief sketch of some techniques 
currently employed in each area. For example, the 
behavioural approach to depression is represented by’ 
reinforcement of non-depressive behaviours such as 
smiling, and of positive self-evaluative thoughts. 
This is in no sense a recipe book from which the 
psychiatrist wishing to update his techniques could 
work. It merely serves to inform the reader of the 
more recent innovations that have been made in a 
variety of fields. Some of the sections achieve this 
aim much more successfully than others. The section 
on psychopharmacology and addictions is by far the 
best, with comprehensive and detailed articles on the 
rehabilitation of addicts and the management of 
epilepsy. The chapter on the treatment of depression 
is also relatively good but pays scant attention to 
maintenance therapy with lithium and tricyclics. 

By contrast it is hard to extract anything of value 
from the section on Family and Group Therapies. 
A few pages each on crisis intervention with families 
and the use of a telephone service, with halfa page on 
pitfalls and problems, hardly does the topics justice. 
Community services get even less of a look in. 

The author of the chapter on sex therapy states 
that ‘none of the methods currently used in the 
treatment of sexual disorders, including psycho- 
therapy and psychoanalysis, has been adequately 
evaluated under controlled conditions’. This rider 
could be added to virtually every chapter in the 
book, but the reader will pick up very few hints of 
this from the text. One new advance in group 
therapy is particularly eye-catching in this respect, 
as it adds to the psychiatric armamentarium a tech- 
nique that went out with the stocks—public derison. 
‘Signs reading “I want my mommie’’ or “I am a very 
important person” may be seen hanging round a 


~ pew member’s neck. A member who defends another 


being confronted in a “game” is given a Red Cross 
hat ta wear... A member who forgets a dental 
appointment must’ compose a singing apology, 
audition it before the Family, and then sing it to the 
dental staff’. Happily, only two of the fifteen cases 
with a history of previous psychotic episode became 
overtly psychotic while in the programme. Apart 
form this ‘reassuring statistic, the results of the 
technique are dealt with in ten lines in which no 
results are given. 
J. P. Lerr. 


DIAGNOSIS 

Psychiatric Diagnosis. By R. A. WOODRUFF, | 

D. W. Goopowm and S. B. Guze. Oxford 

University Press. 1974. Pp. xii+-212. Index 9 pp. 
Price £2.50 (paperback). 

For over twenty years the St. Louis school of 
psychiatry has been striving with single-minded 
determination to put clinical psychiatry on a more 
secure and scientific basis by identifying, defining and 
validating stable clinical syndromes from amongst 
the welter of conflicting labels and classifications 
available to us. With a sublime disregard for their 
neighbours, who have mostly been more interested in 
psychodynamic mechanisms and social influences, 
the St. Louis school has steadily pursued its self- 
appointed task of finding out, mainly by family and 
follow-up studies, which syndromes are sufficiently 
stable and discrete to deserve recognition, and which 
are not. This book marks, if not the culmination, at 
least the solid achievements of these labours. The 
twelve diagnostic categories the authors consider 
they have succeeded in validating are described in 
succession, with a chapter for each, and these are 
followed by a reasoned defence of the disease concept 
in psychiatry and an exposition of the authors’ 
philosophy. This consists of a commendable suspicion 
of all theories, assumptions and novelties, combined 
with a curiously old-fashioned, almost Kraepelinian 
disregard for social and psychological influences. 

Unfortunately the book tends to fall between two , 
stools. Although the blurb recommends it as ‘in- . 
valuable’ for medical students, sociologists and 
psychiatric social workers, and although it contains 
simple descriptions of, for example, how ECT and 
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systematic desensitization are given, it is too limited 
in scope and outlook to be an adequate pocket text- 
book. But it does not really meet the needs of more 
serious students either. There is no discussion of the 
methodological limitations of the authors’, approach 
—relying for the most part on hospital populations 
and routine clinical ratings of unknown reliability— 
and work carried out in other centres is only, men- 
tioned if its results confirm or complemeiit the 
authors’ own. Perhaps the most important part of 
the book is the Appendix containing the operational 
criteria used in St. Louis for the ten diagnostic cate- 
gories they describe. This emphasis on the. need for 
objective and reliable diagnostic criteria, together 
with the authors’ willingness to decline to make a 
diagnosis in the face of inadequate or ambjguous 
evidence, is a very salutary example to the rest-of us. 
R. E. KENDELL. 


ADOLESCENCE 


Adolescence. Psychology, Psychopathology and 
Psychotherapy. By Derek Mruer. New York: 
Jason Aronson. 1974. Pp. ey ag: Index 12 pp. 
Price $15.00, 

The author is Professor of aa and Çhief of 
Adolescent Services in the University of Michigan, 
and his previous works include Growth to Freedom and 
The Age Between. The contents fall broadly into two 
sections. The first deals with the psychological 
development of the adolescent and emphasizes how 
social structures may promote pathology as well as 
the development of maturity; the second is con- 
cerned with specific adolescent disturbances and 
disorders, including drug abuse, delinquency and 
aggression. A single chapter is devoted to psycho- 
logical disturbances, and this incorporates sur- 
prisingly brief sections on mental illness and suicide. 
There are excellent chapters concerned with the 
principles of adolescent therapy and the role of 
social organizations as agents of care. The text and 
the illustrative case histories have been designed to 
be as applicable as possible on both sides of the 
Atlantic. The book is pleasingly free from jargon 
and there are plentiful bibliographical references. 
In an age of multi-author volumes, it is refreshing to 
find a continuity of style and themes, but some may 
feel that the level of personal idiosyncrasy is intrusive 
at times. Controversial issues are tackled in a clear, 
forthright way, but in some cases the author’s views 
are expressed rather dogmatically. For example, in 
the section dealing with parental confusion and 
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adolescent disturbance, he states unflinchingly, that 
‘those who insist on equal roles for both parents lay 
foundations for generations of disturbed adolescents 


with internal confusion about their own identity’. 
‘Whilst the reviewer shares this particular belief, 


such a presentation of a personal view as if it were 
unequivocal fact is likely to leave more critical 
readers uneasy. But this work was not intended to be 
a textbook exclusively for experts and these reserva- 
tions should not detract from the fact that it is a 
first-class handbook aimed at everyone who is involved 
seriously į in the care of young people. 
W. Li. PARRY-JONES. 


THERAPEUTIC METHODS 
Music Therapy in Action. By Mary PRIESTLEY. 

. London: Constable. 1975. Pp. 275. Price £4.00. 

Music is the most powerful of the arts, the most 
readily available and the most easily received. It stirs 
the emotions with rare immediacy and has always 
been therapeutic for its devotees. This book is an 
account of how it-is used as a therapy for the mentally 
disturbed and physically handicapped. It is therefore 
a useful guide for anyone wishing to become a music 
therapist, apart from its intrinsic value as a possible 
eye-opener to doctors and nurses who may think the 
therapist has a very easy time. 

Mrs. Priestley was originally trained as a concert 
violinist and then took the Diploma Course in Music 
Therapy at-the Guildhall School of Music and 
Drama. Her training and subsequent practice, both 
private and in a psychiatric hospital, are described in 
detail. She herself is an ‘analytic music therapist’ but 


- readers who may not agree with her psychodynamic 


interpretations will find her enthusiasm and dedica- 
tion hard to resist. 

Music therapy is not just a question of soothing 
distressed minds with sweet sounds but a positive 
application of sound and music to release tensions 
and enable communication to be made on a level 
which is non-verbal and less inhibiting. Therefore, 
patients who have difficulty in expressing themselves 
verbally are encouraged to sing, shout, play simple 
instruments, mime, dance or relax; the business of 
the therapist being to interpret, guide and control. 
Mrs. Priestley says: ‘In its present stage of develop- 
ment, I would describe music therapy as an art. 
Later on, its results may possibly be tested and 
measured and analysed so that it can be regarded as 
@ science.’ 


R. P. SNAITH. 


Brit. J. Psychiat. (1975), 127, 187-8 


Books Received 


PSYCHIATRY, PSYCHOANALYSIS AND 
PSYCHOLOGY 


Psychoanalysis and Feminism. By JULET Mirror. 


Penguin Books. Price £1.20. 

Women in Therapy: New Psychotherapies for a 
‘Changing Society. Edited by Vioter Franxs and 
VASANTI BURTLE. Brunner] Mazel. Price $15.00. 

Sexuality and Psychoanalysis. Edited by Epwar T. 
ADELSON. Brunner] Mazel. Price $13.95. 

Overview of the Psychotherapies. Edited by GENE 
Usor. Brunner] Mazel. Price $8.50. 

Psychotherapy and Psychoanalysis: Theory, Prac- 
tice, Research. By Rosertr S. WaALLERSTEIN. 
International Universities Press. Price $17.50. 

Neuropsychiatry in World War I. Volume IL. 
Overseas Theaters. Office of the Surgeon General, 
Dept. of the Army, U.S.A. No price stated. 

Varieties of Psychotherapeutic Experience. Multi- 
variate Analyses of Patients’ and Therapists’ 
Reports. By Davm E. Orutmexy and Kenners L. 
Howarp. Teachers College Press. Price $15.00, $8.95 
(paperback). 

Three Psychotherapies. -Edited by C. A. Loew, 
H. Grayson and G. L. Lozw. Brunner] Mazel. Price 
$13.50. 

Reich Speaks of Freud. By Wine Rutan. Penguin 
Books. Price 75p. 

Pharmacotherapy and Psychotherapy: Paradoxes, 
Problems and Progress. Group for the Advancement 
of Psychiatry, Inc. Price $6.00. 

Psychology. By Roser Brown and Ricuarp J. HERRN- 
STEIN. Methuen X Co. Price £12.00, £6.50 (paperback). 

First Experiments in Psychology. By GARDINER and 
Kaminsxa, Methuen & Co. Price £1.50, 65p (paper- 
back). 

The Mass Psychology of Fascism. By Wo.HELM Reicu. 
Penguin Books, Price £1.00. 
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Incidence, Diagnosis and Treatment in over 
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New Perspectives in Schizophrenia. Edited by 
ALISTAIR Forresr and James AFFLECK. Churchill 
Livingstone. Price £5.50. 

Growth and Change of Schizophrenic Children: A 
Longitudinal Study. By Wmm GOLDFARB. 
John Wiley & Sons. Price £7.00. 
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Care and Welfare. Depression: Understanding a 
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Depression in Everyday Practice. Edited by P. Kær- 
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Luxa. John Wiley X Sons. Price £6.00, £3.20 (paper- 
back). 
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Price sop. 
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\ e University Press, Price £6.00. 
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Attitudes Toward Mental Patients: A Study Across 
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Skills and Methods in Social Work. By Joun Hares. 
Constable. Price £5.00, £2.50 (paperback). 
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MLER. Methuen & Co. Price £1.50, 65p (paperback). 
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-poN M. Smeruerp. Oxford University Press. Price 
£3.80. 


Many of these books will be reviewed at a later date 


CORRECTION 


In the review of “Treatment Settings in Psychiatry: A Comparative Study” by 
John B. Copas, Michael Fryer and Ashley Robin ( Journal, June 1975, 126, p. 588) 
the title of the series, of which this is one, should read “Monographs in Controlled 


Medicine”, 
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INTERACTION BETWEEN DEPRESSED 
- PATIENTS AND THEIR SPOUSES 


Dear Sm, 


I would like to reply to the criticisms of Dr. John 
Kellet (Journal, May 1975, 126, p. 488), who suggests 
that we have failed to demonstrate that depressed beha- 
viour varies with the social environment. He has 
misunderstood certain principles in our procedure 
and argument. 

Firstly, the sessions between patient and spouse, 
and between patient and stranger, occurred on the 
same day, though the interaction with the stranger 
was always the second recording, One might argue 
from this that there was a measure of habituation to 
the experimental situation by the second recording, 
but our results demonstrated a greater change than 
could be accounted for in this way. 

The experimental situation with the stranger was 
designed to be a non-threatening social situation for 
the patient. The stranger was a responsive- pleasant 
individual of the opposite sex. It evoked a formal 
social responsiveness in the patient, demonstrated by 
a marked reduction in levels of negative expressive- 
ness (tension and anxiety), an increase in positive 
expressiveness (greater agreement and supportive- 
ness) and, non-verbally, an increase in communicative 
(object-focused) hand movements and in imitative 
behaviour such as body congruence. This formal 
interaction cannot be directly compared with the 
later recording with their spouses at recovery, where 
one is viewing the interaction of a couple who derive 
mutual emotional support from each other. Our 
interest was to compare the patients’ changed 
behaviour in the two socially different situations: 
(a) with the spouse; (b) with the stranger, and also 
to demonstrate a difference over time for their 
relationship with their spouses. 

Our findings support our hypothesis that de- 
pressive behaviour is dependent on its social context. 


Mary K. HIncHuirFe. 
Department of Mental Health, 
St. Michael’s Hill, 
University of Bristol. 


A . d è 
- FACT AND FICTION IN THE CARE 
OF THE MENTALLY HANDICAPPED 


Dear SIR, 


This title of recent correspondence in The British 
Journal of Psychiatry appropriately reflects the present 
dichotomy of approach to the services for the mentally 
handicapped. On the factual level are the day to 
day problems in. the management of this group of 
people :which parents, family doctors, teachers, 
nurses and consultants face and which have to be 
resolved on a practical and pragmatic basis by those, 
personally involved doing the best they can with 
limited resources. On the fictional plane is much of 
the theorizing about what is thought to happen, 
according to the idealistic clap-trap of writers safely 
insulated from the mundane questions of daily routine 
care. 

Last year informal meetings of representatives 
from the National Society for Mentally Handicapped 
Children as the ‘consumer interest’, the social workers 
and Local Authority and Health Services staff, which 
included consultants in paediatrics and mental 
handicap, were held in this hospital to discuss how to 
better services for the families with retarded children. 
In Leeds, with a population of about 700,000, it is 
estimated that 700 to 1,000 families are in need of 
special help because of their mentally handicapped 
children. 

After much discussion, the consensus was reached 
by a largely non-medical group that only a doctor 
had the depth and breadth of experience to co- 
ordinate the multi-disciplinary team. The result has 
been the recasting of the job description of a con- 
sultant post in mental handicap to embrace work 
with children and families on a wider community 
basis, to forge links with the paediatric assessment 
unit and to emphasize a co-ordinating role. The post 
has been advertised and an appointment made. 

It is apparent that at the present time many 
mentally handicapped children living at home or in 
hostels and attending special schools in the com- 
munity are not receiving adequate psychiatric 
assessment and follow-up by a specialist in mental 
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handicap. Families struggle on and hospital admission 
is sought when a crisis occurs. An earlier and closer 
psychiatric appraisal can anticipate family break- 
down and incidentally obtain much valuable informa- 
tion for epidemiological studies and for the provision 
of services. 

There will continue to be a place for a consiiliant 


specializing in the psychiatry of mental handicap. l 


His future role will be much less nn e 
biassed and will involve a wider commitment in 
community and in health care management. , °° 


D. A. SPENGER. 
Physician Superintendent, 
Meanwood Park Hospital, 
Leeds. 


DEAR Sir, 

I have not always been in agreement with Dr. Alex 
Shapiro (Journal, May 1975, 126, p. 481), butinrelation 
to the recent correspondence with Albert Kushlick 
I must confess that Shapiro talks with that sad.sense 
that is based on experience, especially sad when a 
once viable hospital provision (albeit with its ER 
is allowed to ‘grind to a halt. pared wițh' him 
Kushlick and Blunden, Journal, May 1975; 126, p. 487) 
sound like singers in an opera com in -cloud- 
cuckoo land (presumably sited near the Elephant & 
Castle). 

In Scotland, fortunately for the ‘patient’ and the 
parents, the hospital service is still preserved’ and 
even strengthened. From what I hear on my infre- 
quent visits to the ‘affluent South’ the hospital service 
is in a state of rack and ruin with nursing figures in 
some hospitals 30 per cent under establishment. 

The problem really relates to two different Govern- 
ment polices: (1) to separate Social Work from 
Health; and (2) to run down mental handicap 
hospitals before any adequate provision exists in the 
community. My own catchment population is some- 
thing around 625,000 but the community based 
residential accommodation is 18 places (males only). 

I have come back to the idea once favoured I think 
by the N.S.M.H.C., namely a single service for 
the mentally handicapped, centrally funded and 
analogous to the excellent service that existed in 
Norther: Ireland until our present ‘re-organization’. 

I know there are arguments against this (see T. D. 
Hunter, 1973), but as the split between health and 
social services seems likely to last 5, 10 or even 15 
years I think we should seriously reconsider this 
concept of a single service, centrally funded, which 
would be quite outside the N.H.S. and the Social 
Work Services. For one thing, I think an imaginative 
jump like this might alter the trend in nursing and 
medical staff recruitment and, more important, offer 
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some prospect for improved services to ‘patients’ and 
parents not in the year 2000 but perhaps even before 
1980. 
ALISTAIR FORREST. 
Gogarburn Hospital, 
Glasgow Road, 
Edinburgh, EH12 9B7. 
REFERENCE 
Hunter, T. D. (1973) Changing patterns of organization 
and management. In New Perspectives tn Mental 
Handicap (eds. A. Forrest, B. Ritson and A. Zealley). 
Edinburgh: Churchill Livingstone. 


TECHNIQUES OF PSYCHOTHERAPY 
WITH CHILDREN 
Dear SIR, 

A technique of psychotherapy suitable for once-a- 
week sessions in Health Service out-patient clinics 
was described by Dr. Haldane last month ( Journal, May 
1975, 126, p. 469). The psychotherapeutic method 
discussed was based on the work of Carl Rogers in 

vidual and group therapy with adults. The 
application of Rogerian techniques to work with 
children has been developed and described among 
others by Axilene (1947). 

For -the past two years I have been applying 
Rogerian techniques in several residential child care 
establishments, one of them being the Church of 
England Children’s Society unit for children who 
have experienced fostering or adoption breakdowns 
and who need a therapeutic programme before they 
can be introduced to another placement. Individual 
and group sessions are carried out and residential 
and field social workers have been introduced to 
Rogerian techniques through the in-service training 
programme. So far evaluation of the results is based 
on subjective judgements. During the operation of 
the unit there have been no failures in subsequent 
placements and children who came into the unit 
with signs of acute disturbance have all made 
adequate or satisfactory adjustments in their eventual 
long-term placement. 

It is unrealistic to expect that more than a tiny 
minority of the 5,000 children a year dealt with by 
the Society could receive psychotherapy in Child 
Guidance Clinics or Young Persons’ Units, due to the 
desperate shortage of psychotherapeutic time within 
the Health Service. But I have found that field and 
residential social workers have been able to develop 


,2 Rogerian psychotherapeutic skill in a way which 


would never have been possible with conventional 
psychoanalytically based psychotherapy. 

Dr. Haldane refers to the dangers of the latter 
technique used without adequate training in work 
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with adults. I am sure this is no less relevant dealing 
with children and adolescents. The danger lies in the 
risk that aspects of the therapist’s own internal world 
may intrude into the therapeutic relationship. It is 
seldom possible for residential workers to have a 
personal analysis, but the restriction of verbal and 
non-verbal] interventions and communications to 
those of the Rogerian type reduces the extent to 
which counter-transference phenomena influence the 
transactions. 

While some of the need for extensive training is 
reduced and technical problems are less pressing, 
the Rogerian technique is a difficult one to master. 
A tape recording of any session shows how often one 
fails to make a non-directive reflection of feeling 
communication. With children and adolescents in 
residential care there is a need to meet the very real 
demand for directive interactions. I have not been 
able to resolve this conflict. While his technique is a 
valuable one, Rogers’ theory of personality on which 
the technique is based is less useful and in no way 
supplants classical analytical concepts. This type of 
technique used by lay therapists with appropriate 
support is one way in which the huge demand fpr 
psychotherapy can be met. - MICHAEL FRON. 
Neville House, l 
Tatsfield, Westerham, 

Kent. 

REFERENCE 
AXILENE, V. (1947) Play Therapy. New York: Ballantine 
Books. . 


THE TERM ‘PSYCHOSIS AND 
GLOSSARIES OF MENTAL DISORDERS 
DEAR Sir, 

It is not surprising that Dr. McCormick (Journal, 
June 1975, 126, p. 593) has difficulty with the definition 
of the term ‘Psychosis’. Many people think that this 
is a useful term until they begin to ask their colleagues; 
they then discover that almost everyhody has a 
slightly different shade of meaning from his neighbour, 
and it soon becomes evident that it is impossible to 
produce a definition which is generally acceptable. 

In his comments, Dr. McCormick does not do 
justice to the 1968 glossary, in that by shortening an 

apparent quotation he has over-simplified it. The 
full quotation from the Introduction to the 1968 
British Glossary of Mental Disorders reads as follows (I 
have italicized the words left out by Dr. McCormick) : 

‘No precise definition of “Psychosis” has been 

proposed in this Glossary. No such definition is 

required for the effective use of the classification.’ Toe 
many psychiatrists the so-called psychoses have this 
in common, that they are largely due or are 


‘supposed to be due to an organic process. 
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The 1968 introduction was in no way suggesting 
that the term ‘Psychosis’ can be satisfactorily defined, 
but simply that for the use of that particular classifica- 
tion. it was not necessary to make such an attempt. 
The Introduction goes on to say: ‘On the other hand 
not all mental disorders ascribed to brain lesions are 
destgjbed as psychotic. There are, for instance, 
personality disorders due to brain lesions which do 
not fall into any of the so-called “psychotic” cate- 
gorids.’ This point is a good example of the complica- 
tióņs which would arise if attempts were to be made 
to assign a simple meaning to a term with a long and. 
difficult history. 

There is a rational and simple solution to the 
problems set by words such as ‘psychosis’, which is 
simply not to use it as a technical term in diagnostic 
classifications. The term does, of course, have its uses 
as a general indicator of such qualities as severity, 
abnormality and disability, and those who wish to 
retain it in their own frame of reference should be 
requésted to say what they mean by it whenever it 
appears. 

Tag J. E. Cooper, — 
Department of Psychiatry, 

The University of Nottingham 
Mappstley Hospital, 
Nopitigham, NG3 6AA. 
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' REGIONAL ADOLESCENT UNIT 


DEAR Sir, 


Many in adolescent psychiatry will agree with 
Dr. Framrose that there is a need for an increased 
number of specialized units for young people with 
whom Sai units cannot cope (1). While not 
disagreeing, I believe this point of view needs 
qualification. 

It is not uncommon for such adolescents to be 
identified as a group and special units of one sort or 
another proposed to ‘contain’ them, even though 
these children may have little more in common than 
the fact that the local adolescent unit is unable or 
unwilling to admit them. When they are not accepted 
for admission there is understandable frustration and 
resentment on the part of those who have made the 
referral, particularly when alternative offers of help 
which may be made are unacceptable (2, 3, 4). 
After all, the person making the referral may feel, 
reasonably enough, that everything shart of admission 
has been adequately tried. This may be one reason 
why residential units came first in adolescent psy- 
chiatry, other services being a more recent develop- 
ment and still relatively rare (2), in contrast to the 
history of services for younger children. 


i 


192 


As Dr. Framrose points out, what evidence there is 
suggests that psychiatrists are fairly successful in 
identifying (as neurotic or psychotic)-those adolescents. 


they are able to help by admission:to their units. At . 


Long Grove we are finding that the most urgent and 
pressing requests for admission tend to be on behalf 


cof those boys and girls whom; ‘ike Di. Framrose, we’ 


feel that admission to the unit: 
majority of these requests ġà 
(5). That this sort of referral i s showing a slight decline 


least help. The'- 


within a rising total referral'fate could indicate p T 


degree of acceptance of alteriiative help we offer ; 
a more significant factor, probably, i is the, feeling that 

tits not worth trying to get anyone in there’. 
ey" ‘think there is a danger of ‘placement’: } 
as something of a panacea i for impulsive, 
unhappy young people who won’t do as they’re toka 


I am sure there is indeed 3 need. for more residen a! 
Arcommodanpn for this  BEONP, but plans for ee a 


by 
: i 4. Bruaoen, P., Byna-Hatt, J. & Prrv-Arens, T. (1973) 





would play a seer but aa quantitativl 
minor part. I'do not think w yet know what differe: 


- sorts of residential regime these children need, none 


part psychiatry should play in their management; suet 
I pars it can be predicted With reasonable pea ai 
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prehensive and fléxible service will very rapidly fill up, 
acquire waiting | arias and im their turn become 
selective. 


<3 He 


Regional Adolescent Cis: 
Long Grove Hospital, * 
‘Epsom, Surrey. `’ Ta 


Dk STEINBERG. 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London, SW1X 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
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with the Editor’s written permission. ` 
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Articles must besynee on one soe of the paper only with double spacing and wide margins, and the pages 
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The title should be brief ad i. he point. A sub-title may be used to amplify the main title. The names of 


the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. es 
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more than 120 words. Si a 
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.. "Tables and Figures. Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
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can offer dramatic improve- 
ment in agoraphobia, social 
phobias and other phobic 
disorders. In one recent 
controlled study’ Nardil 
proved successful in 

a majority of patients with 
phobic anxiety. 


“The results confirm previous 
evidence that phenelzine 
(Nardil) is an effective drug 
for the treatment of phobic 
anxiety.” 


1. Psychopharmacologia (Ber\.) 1973, 32, 237. — 
Nardil tablets each contain 15 mg 
phenelzine (as Phenelzine Sulphate BP). 
Further information available on request. 
‘Nardil’' is a registered trade mark. 
[Z N] William R. Warner & Co. Ltd., 
Eastleigh, Hants. 
‘| Tel: Eastleigh 3131 
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Organ of the Association for the Psychiatric Treatment of Offenders; A.P.T.O. 
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ST. ANDREW’S HOSPITAL, NORTHAMPTON 


| St. Andrew's Hospital, which was established in 1838 as a i j~profit making charitable foundation, is a 
ee progressive hospital staffed and equipped for the treatment of every type of psychiatric illness. 








o All patients are under the care of Consultant Psychiatrists. 


i -n general, short stay patients are admitted to Isham House, a luxuriously appointed Nursing Home | 
-in the grounds. The accommodation consists of private bedrooms, most of which have private bathrooms: 
All forms of treatment are available, with emphasis on individual and group psychotherapy. 9 5 


Facilities for occupational therapy and recreation are excellent, and include a 9-hole golf course, 
|... Squash court, tennis courts, swimming pool and a Social Centre with restaurant, shop and hairdressing 
salon, All these are set in the hospital's own 100 acres of well-wooded grounds. 


i Long stay and psychogeriatric admissions afe into the main hospital which has been modernised | 
specifically for the purpose. Again, accommodation is mostly in private bedrooms. = 








_ St. Andrew's Hospital is only 65 miles from London and is easily accessible from all parts of the country 
by rail and road. sone 








B.U.P.A. and P.P.P. subscribers are able to claim benefit in respect b r reat gent fees. 





St. Andrew's Hospital offers the highest standards of treatment for the wh spectrum of psychiatric — = 


illness-in an ideal environment. : 





--... Further particulars, including fees, may be obtained from the Medical Director, St. Andrew's Hospital, 
Northampton (Tel. 0604 21311) who can be seen in consultation by appointment at the hospital. 









BOWDEN HOUSE CLINIC 
for the treatment of psychiatric illnesses 
(Registered'as a Charity) 
LONDON ROAD, HARROW-ON-THE-HILL, MIDDLESEX 
Telephone: 01-864 0221 
This is a mini hospital of yo beds of which 16 are devoted to the care of the aged. 
Over the past 10 years the facilities in the Clinic have been steadily added to and 
existing ones improved. Last year a 16-bedded wing was built, each room with 
bathroom ensuite and every modern convenience, including colour television. 
lan to keep fees within the framework of BUPA and PPP. 
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Education for Sexuality Concepts and Programs for Teaching, 2/e 
By John J. Burt, University of Maryland; and Linda Brower Meeks, the Ohio State University, | 
537pp £6.40 Illustrated Limp Published January 1975 | 


‘Write now to Colin Dann—Publicity Manager, 120 Golden Lane, London ECTY OTU— A 
to obtain your inspection copy. Please quote reference WBS 56 with your reply. 


W. B. Saunders 
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Parkinsonism = 


The Parkinson syndrome is complex and 
often gives rise to considerable 
disagreement over its classification and 
treatment. 

Artane* (benzhexol) is still one of the 
most versatile antiparkinsonism drugs 
available after twenty years ol clinical use 

When levodopa is indicated, 
concomitant administration of Artane often 
improves therapeutic results 

Artane also protects from distressing 
drug-induced extrapyramidal effects where 
levodopa is ineffective 

Side effects, an important 
consideration in any long term treatment 
are comparatively few. This makes Artane 
one of the most acceptable drugs available 
for the treatment of Parkinsonism 

The economical price also makes 
Artane an attractive alternative when the 
routine management of the condition is 
being considered 


Arane aS 
the versatile | oe 


ntiparkinson d 
f Che information is available on request 
Lederie) Lederle Laboratories 
A division of Cyanamid of Gt Britain Ltd 
Fareham Road Gosport Hants PO13 0AS 
Presentation: Tablets 2mg and 5mg, Sustets 5mg 
*Trademark 
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because u suits my 
patients 


First because it quickly relieves 
their depressive symptoms. And 
then because it's simple — just one 
oO mg capsule a day. Since this is 
taken towards bedtime, my 
pete nes ari soon sleeping better 
and dont tecl drowsy during the 
day. Pve seen ample evidence that 
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measure of safety in potentially 
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The Retreat, York 


for Psychiatric Illnesses 





This long established Private Registered Nursing ives of 275 beds is a non-profit 
making Quaker charity. 


It has separate departments for the admission of all types of acute and short-stay 
patients and for long-stay and psychogeriatric disorders. The Hospital is able to offer a 
combination of psychological and physical methods of treatment for most types of 
psychiatric illness, including alcohol dependence, in a sympathetic and friendly atmo- 
sphere where religious convictions are understood and problems can be given individual 
specialist consideration. 


; The Hospital stands within its own a on the outskirts of the City of York and is 
ed "i able to offer a wide range of occupational activities. 


.~~ .The Hospital is recognised by the main private patient schemes and fees which are 
‘nclusive start from £9.30 per day. 


or further particulars apply to: The Medical Director, The Retreat, York YO1 
phone: 54551). 
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MANAWAR STRE FOR PSYCHOLOGICAL MEDICINE, 
PALMERSTON NORTH HOSPITAL. BOA iRD, NEW ZEALAND 


PSYCHIATRIST AND CHILD PSYCHIATRIST 


Applications are invited from Registered Medical Practitioners with recognized post- 
graduate qualifications for the above pasitions, 

Manawaroa is the focus for development of a total Mental Health Service by the 
Palmerston North Hospital Board. Currently two Psychiatrists and teams are involved in 
adult work and there is one Child Psychiatrist and team operating an out-patient children’s 
service with an in- patient children’s and Adolescent Unit in a neighbouring hospital 25 miles 
(4 hour) away. There is provision for three full-time adult and family psychiatrists and two 

child (and family) psychiatrists with appropriate clinical teams support. A predominant day 
patient and out-patient service is offered the community together with an approximate 
I2 in-patient bed occupancy. An active teaching programme for staff is in operation. The 
clinical approach is eclectic but psychodynamic, group and family interactional processes 
are emphasized. Development of community resources is in progress. The Palmerston North 
Hospital Board Health area subserves a population of 133,000. 

Palmerston North is a university city of 56,000 population, situated within easy driving 
distance of mountains, bush, rivers and beaches, as well as the capital city, 

Salary scale NZ$13, 102- -NZ317,547 plus "NZ$156 Cost of Living adjustment per 
annum, according to qualifications and experience, with yearly increments. 

Substantial assistance towards transfer expenses to New Zealand is available for the 
appointee and his family on completion of a bond for service. 

Conditions of Appointment and application forms are available from the Medical 
Superintendent in Chief, Palmerston North Hospital Board, Private Bag, Palmerston North, 
New Zealand, fror +whom further information may be obtained and with whom applications 
close on 17 September | 1975, 













The International Journal 
of Psycho-Analysis 


Recent contents include: Sheldon Bach 
André Green Narcissism, continuity and the uncanny 
rhe analyst, eee en and absence in the Leo Rangell 


analytic setting (on changes in analytic practice 


Psychoanalysis and the process of change: an 
and analytic experience). haa to be presented ct 4 y pi N E 


essay on the past, AA and hae re. Paper to 


a 29th Int GF ; 
the 29th Inter national Congress be presented at the 29th International Congress 
George L. Engel nae 
The death of a twin: mourning and anniversary Book Reviews 
_ reactions. Fragments of 10 years of self- analysis Letters to the Editor 


Roy Schafer 


tbodhalysi 5 without psychodynamics 40th Bulletin of The International 


Psycho-Analytical Association 





: ‘old. H. Modell — | 

The ego ; and the id: fifty years later Published every 3 months @ Present Volume 
i = No. 56 @ Annual Subscription £12. 

Stanley S. Weiss Nc u Re AR 

The effect on-the transference of ' spec ial events’ All subscription enquiries should be addressed 

occurring during psychoanalysis to joanna Heathorn 


BAILLIERE TINDAL L 
7/8 Henrietta Street London WC2E 8QE 
Medical Publishers since 1826 
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Raises the Standards of 
Antidepressant Therapy 











_| Effective against both C) Provides release from 
reactive and endogenous somatic disorders, such as 
depression. persistent fatigue, lethargy, 

_| Apotent new anti- loss of appetite, and vague 
depressant with anxiolytic gastro-intestinal distress. 
properties. [] Assistance in re-establishing 


sleep patterns. 


EVADYNE 


riptyline Hydro 


For further technical information please contact 
Ayerst Laboratories Limited, Invincible Road, Farnborough, Hants. GU14 7QH. 
Telephone: Farnborough 511981 (STD 0252) 
*Evadyne is a Registered Trade Mark. 
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Brit. J. Psychiat. onto 127, 193-203 


The Debate Between Psychiatry and the Law 


The Forty;eighth Maudsley E 'deliverėd before the Royal College of 
E oa 15, November. -1974 


a, 


“Bys SIR ROGER ORMROD; 


The reprinting by the Institute of Psychiatry, 


on its fiftieth anniversary, of Dr. Peter Scott’s 
paper, { 1) describing Maudsley’s work as a 
pioneer in criminology reminds us of the pro- 
minent part Maudsley played in the debate 
between psychiatrists and lawyers which has 
been in progress for nearly a century and a 
half, with, for much of that time, little satis- 
faction for either side. It is a classic example 
of the difficulties of inter-disciplinary com- 
munication. My only qualification to be the 
Maudsley Lecturer is that I happen to be doubly 
qualified in law and medicine, and, as Chairman 
of the Institute, a good deal closer to psychiatry 
than most lawyers. My qualities as an inter- 
preter must therefore make good the intellectual 
deficiencies of which a glance at the list of my 


treatment and; eventually, of cure. The other 


‘development lay in the law, which, under the 


forty-seven distinguished predecessors makes mé . 


acutely CONSCIOUS. 

It is an opportune moment, because, as I 
shall try to demonstrate, much will depend 
during the next few years on opening up the 
discussions and removing the obstacles between 
psychiatrists and the courts. This can only be 
done on a basis of mutual understanding of the 
main intellectual concepts and attitudes of 
each profession and a sympathetic appreciation 
of the functions which the other is called upon 
to fulfil in society. As I am addressing a largely 
psychiatric audience I shall direct my address 
mainly to the interpretation of legal concepts 
and attitudes. 

Two'developments which took place around 
the beginning of the nineteenth century set the 
scene for this on-going debate and sowed 
thesseeds of conflict. The first of these was the 

nition that mental abnormality lay within 
the field of the medical profession, with the 
expected corollary that it was susceptible of 
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influence of the moral philosophers, was 
coming more and more to concern itself with 
the mental elements in behaviour or conduct. 
This is a characteristic of advanced. legal 
systems; simpler systems are less ambitious — 
and implicitly recognize their inability to cope 
with the difficulties of investigating states of 
mind. ‘They rely on compliance with formalities 
or rituals to ensure that the mind goes with the 
act. A surviving example is the small circular 
piece of pink paper which is stuck beside the 
signature on a conveyance; it is the vestigial 
remains of the old ritual of signing, sealing and 
delivering a deed. But compliance with forma- 
lities or rituals does not satisfy a more sophisti- 
cated sense’ of -justice which feels obliged to 
enquire into states of mind; it concerns itself 
with intention and with knowledge but, 
curiously, only to a very limited extent with 
motivation. So, as the law developed during 
the nineteenth century, more and more im- 
portance was attached to states of mind. 
Criminal offences were distinguished from one 
another more and more by the criterion of 
intent. Other legal concepts, such as domicile, 
desertion and the interpretation of contracts 
came to depend as much or more on the state of 
mind as on the acts in question. But experience 
has proved: that the forensic difficulties of 
defining and determining states of mind are 
formidable, so formidable that the law has 
been driven to a variety of shifts to get round 
them. Today there is a discernible tendency 
to avoid defining legal obligations too precisely 
in terms of states of mind, and to leave the judges 
more discretion to ‘take into account all the 
circumstances of the case’. A, Victorian Lord 
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Justice, perhaps in a euphoric moment, once 
observed that ‘the state of a man’s mind is as 
much a fact as the state of his digestion’ (2). A 
gastro-enterologist might be tempted to add 
‘and as difficult to determine’. Most judges 


-today would agree with the gastro-enterologist. 


The fact is that it is extraordinarily difficult to 
find words in which to describe cognitive and 
conative states of mind, in striking contrast to 
the linguistic resources which are available for 
affective states of all kinds, which enable us not 
only to express but to graduate emotional 
responses. For example, we can distinguish a 
series of states between uneasiness and terror, 
using such words as anxious, alarmed, fearful, 
frightened and so on. For cognitive states we 
have ‘delusion’ and ‘hallucination’, but these 
distinctions are too coarse to be of much value. 
Presumably, this lack of words reflects a 
corresponding absence of precise concepts. 

To meet these difficulties the Law, like 
Medicine in the past, had to resort to Latin 
and Greek, and not unnaturally, the words 
animus and mens in various combinations were 
over-worked. Phrases such as animus reveriendt, 
animus manendi, animus deserendi, are to be found 
throughout the Law Reports, and of course, com- 
monest of all mens rea. All these phrases have 
the appearance of precision, but when it comes 
to translating them into English the concepts 
which they express prove to be very elusive; 
mens rea most elusive of all. The same phenom- 
enon occurred in medicine, but when pathology 
has revealed the precise nature of the disease, 
the Latin or Greek gives place to something 
resembling English, until it is overtaken by sets 
of initials! 

The difficulties are not only verbal. Courts, 
if they are to fulfil their function in society, 
must make definite decisions one way or the 
other; there is nothing analogous to the pro- 
visional diagnosis. So to reach decisions they 
have had to invent techniques which can only 
be justified pragmatically on the basis that 
they provide common-sense answers in the 
vast majority of cases. One which is widely 
used to prove intention is the presumption that 
a man, unless the contrary is proved, is pre- 
sumed to intend the reasonable and probable 
consequences of his acts. Another is to equate 
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knowledge with a reckless disregard of the 
truth, as in the classic definition of fraud which 
is the making of a false representation ‘knowing 
the same to be false or recklessly not caring 
whether, it be true or false’. But these techniques 
can and sometimes do lead to unjust results. 
They depend, obviously, on the assumption that 
the person whose state of mind is in issue is of 
‘normal mind, which to'a lawyer means an 
ordinary person. with ordinary foresight; in 
other ‘words, that old favourite, the ‘man on 
the Clapham omnibus’ or the ordinary jury- 
man. ° 

It is easy to criticize these techniques, but it 
is necessary to bear in mind not only that 
courts must make decisions but, even more 
important to this debate, that courts, unlike 
psychiatry, never have less than two people’s 
interests to consider, one of whom will often 
be the public at large. They exist to do justice 
between at least two claimants for justice, not 
toa single individual. 

It is against this background that I now turn 
to the first of the two main areas of debate 
between psychiatry and the law, the question of 
‘legal responsibility’. Usually, this is discussed 
exclusively in relation to the criminal law, but 
more light is thrown upon the concept by 
considering its application in other branches of 
the law as well. A contract in law is an agree- 
ment between two or more persons which may 
be made in writing, or by word of mouth, or, in 
some circumstances, by conduct. To be binding 
there must be what is called a consensus ad idem 
between the parties—another suspiciously neat 
Latin phrase for a concept which is in fact 
highly complex. Where the persons concerned 
are ‘normal’ or ordinary citizens it may not be 
difficult to find the consensus, although subse- 
quently each may have a very different idea 
of what they had agreed. But what is the position 
if one of the parties is of unsound or abnormal 
mind? Is he legally responsible for what he 
apparently agreed to do? In principle the 
answer in law depends upon the other party to 
the contract. If he had no knowledge of the 
mental abnormality, and no reason to suspect 
that he was contracting with someone whose 
mind was disturbed, the contract will be binding 
and the abnormal party will be held legally 
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responsible for his contract. There may have 
been no consensus in fact, but if justice is to be 
done the law must consider the other party, not 
the patient alone. Similarly, in family. law, ‘so 
long as cruelty Was a ground for“, divorce 
difficulties arose over spouses suffering from 
mental disorders. Was it a defence fọ a suit 
based on cruelty that the conduct complained 
of arose from mental disease ? Was a mentally ill 


spouse to be regarded as ‘responsible’ in‘law for. 


his actions, many of which may have Been un- 
intentional or even believed to have been 
justified, as, for example the constant accusa- 
tions or the watching and spying of the para- 
noid. Eventually in 1964 the House of Lords, 
in the case of Williams v. Williams (3), decided 
that the primary purpose of this branch of the 
Jaw was the protection of the injured spouse; 
justice, in practice, required intervention on his 
or her behalf. So once again the law has to 
make a choice between two applicants seeking 
justice, and logic must yield to pragmatism. 

These two examples illustrate the way that the 
courts deal with mental abnormality when they 
are free to do so; they look to the practicalities 
and do not allow their decisions to be dominated 
by theory when this would lead to what they 
regard as unjust results. It is one of the great 
tragedies of English law that the judges in 
England, unlike their colleagues in Scotland and 
in the United States, were precluded from 
adopting this approach to mental abnormality 
in the criminal law. The reason for this, of 
course, was the McNaughton Rules, which 
condemned the relations between the two 
disciplines to sterile frustration for over a 
century and bred mutual distrust and suspicion 
which has not yet been entirely eliminated. 

In all the vast literature which has accumu- 
Jated in the journals and the Law Reports 
about the Rules, the actual case of R. v. 
McNaughton has been completely forgotten. 
Fortunately, a nearly verbatim report of the 
trial is available, though not readily accessible 
(4). It is of such interest that it ought to be 
reprinted. In January 1843, McNaughton, 
who was a wood-turner from Glasgow, aged 
about 30 years, shot a Mr. Drummond outside 
Drummond’s Bank at Charing Cross, pre- 
sumably mistaking him for the Prime Minister, 
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Sir Robert Peel, whose private secretary he was. 
McNaughton -was a classic paranoid schizo- 
phrenic, with. cOémplex delusions of persecution 
by persons whom, for no reason which was 


` discovered, he identified as “Tories’. Standing 


across the street was a police constable, who 
promptly arrested him; so the crime was com- 
mitted literally with a policeman. at his elbow. 
This was to become in later years the favourite 
gambit of prosecuting counsel for cross- 
examining psychiatrists, “Tell me doctor, are 
you saying that the accused would have acted 
as he did if a policeman was standing at his 
elbow?’ Six weeks later, he was tried at the 
Old Bailey. Someone, or some group of re- 
formers, must have organized his defence, 
but so far I have not been able to discover who 
was behind it. No less than seventeen witnesses 
were called, cight of whom were doctors and 
nine witnesses to the facts of the clinical history 
of the accused, which was proved in great 
detail. Among the doctors were Dr. E. T. 
Monro of Bethlem and other well-known 
experts of the time in mental disorders. The 
defence was led by Sir Alexander Cockburn, 
Q.C., afterwards Lord Chief Justice. The 
witnesses of fact proved the delusions and the 
other indications of schizophrenia up to the 
hilt; among them were the Lord Provost of 
Glasgow and the Commissioner of Police for 
Glasgow. 

The medical evidence was all one way. Dr. 
Monro said that he had no doubt of the ‘pre- 
sence of insanity sufficient to deprive the 
prisoner of all self-control’ and agreed that 
‘his moral perceptions were impaired’. Sir A. 
Morison agreed that the prisoner was insane, 
and said that his delusion ‘deprived the prisoner 
of all restraint over his actions’. Dr. Hutchinson 
said “The delusion-was so strong that nothing 


-but physical impediment could have prevented 
‘him from committing the act.’ 


The Crown 
called no medical evidence in rebuttal, and on 
this evidence Tindall C.J. stopped the case and 
virtually directed the jury to return a verdict of 
‘Not Guilty by reason of insanity’. McNaughton 
was accordingly acquitted and committed to. 
Bethlem where he remained until, many years. 
later, he was transferred to Broadmoor, soon. 
after it opened. 
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It is quite clear that the Chief Justice was 
prepared to accept the proposition that if the 
accused was deprived by his delusions of all 
self-control he could not be guilty of murder. 
This is not far from what later ‘came to be 


called the ‘irresistible impulse—an unhappy , 


phrase, because it inevitably attracted the 
sneer that irresistible impulses were just im- 
pulses which were not resisted—but it could 
have provided a rational basis for future 
developments in the law. Unfortunately, the 
acquittal provoked an immediate storm of 
protest. The verdict was given late on a Saturday 
night. On the Monday there was an angry 
debate in the House of Lords and The Times 


published a jingle beginning: 


‘Ye people of England exult and be’glad ‘ 
For ye’re now at the mercy of the merciless mad.’ 


The Queen wrote to the Prime Minister de- 
manding a change in the law. Even the radical 
Lancet disapproved, devoting more space to 
criticizing the surgeon for bleeding Mr. Drum- 
mond to death! The Chief Justice had for- 
gotten that there are always at least two parties 
in courts of justice. The sad truth, as we can see 
with hindsight, is that the reformers mounted 
their great effort to change the law in the 
wrong case and at the wrong time. 

The storm was eventually calmed by a resort 
to an ancient, but rarely used, procedure. 
The judges as a body were summoned to the 
House of Lords to answer a series of questions 
on the existing state of the law in relation to 
insanity. 

The answers, formulated in three proposi- 
tions which afterwards came to be called the 
McNaughton Rules, were as follows: 

r. Every man is presumed to be sane and to 
possess a sufficient degree of reason to be 
responsible, until the contrary be proved. 

2. To establish a defence on the ground of 
insanity, it must be clearly proved that, at the 
time of committing the act, the party accused 
was labouring under such a defect of reason, 
from disease of the mind, as not to know the 
nature and quality of the act he was doing, or, 
if he did know it, that he did not know he was 
doing what was wrong (meaning contrary to 
law). 
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g. If he is under an insane delusion and 
commits an offence in consequence thereof, he 


‚must be considered in the same situation as , 
-to responsibility as if the facts with respect to 


which the delusion exists were real. 

One judge, Maule, J., protested vigorously 
at being asked to make an abstract statement of 
the law, divorced ‘from -the evidence of an 
actual case, and without hearing argument by 
counsel. He foresaw that the result would 
come tô be deeply regretted, expressing ‘a fear 
of which I cannot divest myself, that as these 
questions relate to matters of criminal law of 
great importance and frequent occurrence, 
the answer to them by the judges may em- 
barrass the administration of justice when they 
are cited in criminal trials’. 

This formulation was quite inconsistent with 
the result of the case; in fact, had the Chief 
Justice applied it at the trial, McNaughton 
would probably have been convicted. These 
Rules, with their emphasis on cognition— 
knowing the nature and quality of the act, 
knowing that the act was contrary to law, 
posed impossible questions for psychiatry. The 
third rule is the reductio ad absurdum of the 
lawyers’ logic which clearly inspired them. 

But the judges’ dilemma should be appre- 
ciated. The parliaments of the eighteenth 
century, possibly over-reacting to the rapid 
increase in crime accompanying the beginning 
of urbanization, had created over a hundred 
offences which carried the mandatory death 
penalty. The only way of escape from execution 
in many cases was to show that some essential 
legal ingredient in the offence was absent. 

The offence of murder consists of killing with 
the intent to kill or grievously injure. So, 
logically, the only escape is to show either that 
the accused did not know he was killing a 
man or that he did not intend to kill him or 
that he did not know that he was doing any- 
thing contrary to law. It was difficult to fit 
loss of self-control into this framework. 

Psychiatrists, meanwhile, were coming to 
understand very much better the complex 
relationships between mental disorders and 
criminal acts and were profoundly disturbed by 
the injustices that were being done to „the 
mentally sick. A large number of books on 
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medical jurisprudence, as it was called, appeared 
about this time. But, so far as is known, none 
of these experts were called in to advise the 
judges, presumably because they were being 
asked to state what the law was, not to suggest 
reforms. 

The authority of so formal a pronouncement 
of the law proved, as Maule, J. foresaw, a 
great embarrassment. Later generations of 
judges in England were fettered by the Rules 
and so disabled from modifying or adapting 
them, although many sometimes strained them 
to breaking point. Only Parliament could resolve 
the difficulty; but insane murderers are a highly 
emotive topic, and no legislation could be got 
through for many years. But the Rules did not 
apply in Scotland, and the Scots judges were 
free to develop the law, as mental disorders 
became more widely understood. So in 1867, in 
a case called R. v. Dingwall (5), Lord Deas was 
able to introduce into Scots law the invaluable 
doctrine of diminished responsibility, which was 
elastic enough to remove many mentally 
abnormal people in Scotland from the man- 
datory death penalty. In the United States also, 
there was room for the law to evolve in many 
different ways, culminating in 1954 in the 
famous Durham case, which took anyone whose 
act was committed under the influence of mental 
disorder out of the criminal process. In that case, 
Judge Bazelon said that the proper test ‘is 
simply that an accused is not criminally 
responsible ‘if his unlawful act was the product 
of mental disease or defect’ (6). 
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As early as 1835, that remarkable man 
James Cowles Prichard had understood the 


position exactly. He wrote: 


‘The difficulties with. which administrators of 
justice have to contend in distinguishing crimes from 
the result of insane impulse will never be entirely 
removed, but they will be rendered much less im- 
portant when the good sense of the community shail 
have produced the effect of abolishing all capital 
punishments. That this will sooner or later happen 
I entertain no doubt. Many persons have already 
begun to hesitate as to the moral rectitude of putting 
men to death in cases which the powerful motive of 
self-defence cannot be pleaded, and when it is easy 
to keep the offending individual out of the way of 
committing further mischief.’ (7). 


At last, in 1957, Parliament acted. By the 
Homicide Act of that year, the death penalty 
was replaced, for all but certain special cate- 
gories, by a mandatory sentence of life 
imprisonment. This was extended to all cate- 
gories in 1966. The Homicide Act, s.2, also 
introduced the defence of diminished responsi- 
bility into the law of England, which has the 
effect of reducing a charge of murder to 
manslaughter. This was a crucial change, for the 
court has an unfettered discretion in man- 
slaughter and cari pass any sentence it thinks fit. 
The consequences have been precisely as James 
Prichard, and later Maudsley himself, pre- 
dicted, as the Table amply demonstrates. The 
percentage of those convicted for murder has 
fallen from roughly 50 per cent in 1957 to 26 per 
cent in 1973; those found Unfit to Plead have 


"TABLE 


Numbers of persons indicted for murder in England and Wales, and the outcome of trial, by years 


1956 1957 1969 1970 1971 1972 1973 
Indicted for murder .. 82 ay 226 293 331 353 317 
Convicted of murder ..  36(44%) 36(50%) 78(30%) 99 (34%) 88(26%) 85 (24%) 84 (26%) 
Unfit to plead .. 15 (18%) 14 (20%) 10 (4%) 3 (1%) 7 (2%) 6 (8%) 4 (1%) 
Guilty but insane 15 (18%) 60(86%) o (—) 2 (1%) 1 (~) 2 (1%) 1 (—) 
Diminished responsibility — 11 (17%) 57 (21%) 65 (22%) 72 (22%) 85 (24%) 77 (24%) 


(Percentages of numbers indicted for murder) 
Balances are made up of acquittals and convictions for manslaughter on other grounds and lesser offences. 
(Adapted from Criminal Statistics 1957 and 1973, Tables 34 and 91. Cmd. 529 and 5677.) 
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fallen from 20 per cent in 1957 to 1°2 per cent 
in 1973; the McNaughton cases, i.e. those 
found ‘Not Guilty by reason of insanity’, as it is 
now called, have almost disappeared alto- 
gether. Convictions of manslaughter, on the 
ground of diminished responsibility, now 
account for a quarter of all persons indicted in 
the first place for murder. 


Diminished responsibility is defined in these 


terms: 


‘Where a person kills or is a party to the killing of 
another, he shall not be convicted of murder if he 
was suffering from such abnormality of mind (whether 
arising from a condition of arrested or retarded 
development of mind or any inherent causes or 
induced by disease or injury) as substantially im- 
paired his mental responsibility for his acts and 
omissions in doing or being a party to the killing.’ 

This may strike you as a curiously imprecise, 
possibly wrong-headed concept. Criticize it by 
all means—among yourselves. But leave it alone! 
It is the skeleton key which opens the door of 
the prison of the mandatory sentence, and 
allows us to escape into the freedom of discre- 
tion to do what is appropriate in all the circum- 
stances. It 1s in practice almost the equivalent 
of the Durham test. If you are troubled about 
the meaning of ‘substantially’, or baffled by the 
phrase ‘mental responsibility’, do not worry! 
These are lawyer’s terms and it is for the court, 
whether judge or jury, to decide if your evidence 
about the accused brings him within them. It is 
a common mistake for solicitors and counsel to 
ask psychiatrists whether ‘this man’s mental 
responsibility is substantially impaired’. Psy- 
chiatrists are quite entitled to say ‘I will tell you 
what I know about his mental condition. It is 
for you to say whether on that evidence he 
fulfils your criterion’. 

Moreover, whatever you may think of this 
concept, its introduction has had the altogether 
beneficial effect of relegating the arguments 
over legal responsibility to their proper place, 
i.e. in the realms of legal theory. It would be 
an unfortunate day for all of us if it were to 
re-emerge into the practical sphere. 

Now I want to discuss another aspect of the 
debate, which is of much greater relevance 
today, and, hopefully, more constructive, that 
is the management of offenders. I use that word 
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deliberately because both ‘disposal’ and ‘treat- 
ment’ may seem to beg the question, and at this 
stage I would prefer not to commit myself on 
the vexed question of the medical model. 

This part of the debate has come full circle in 
the relatively short period of my own professional 
life. From 1835 at the latest, when James 
Prichard introduced the, concept of moral 
insanity, psychiatrists have constantly empha- 
sized the part played in criminal behaviour by 
various forms of mental abnormality which 
admittedly falls short of, sometimes far short of, 
the recognized psychoses. But until compara- 
tively recently the law-makers, that is Parlia- 
ment, and the law-enforcers, that is the judges, 
were unable, rather than unwilling, to recognize 
or accept such a concept. As early as 1853, 
James Duncan, with remarkable insight, identi- 
fied the obstacles which, for another 100 years at 
least, were to act like an impermeable membrane 
between the two professions. In his book, 
Popular Errors on the Subject of Insanity Examined 
and Exposed, he wrote as follows on what he also 
called moral insanity: 


‘It is not in general easy to settle a controversy (as 
to whether a person without delusions can be con- 
sidered insane) which is carried on by parties so 
differently circumstanced as is the case in this 
instance, both as regards the point of view from 
which they look at the subject, and the opportunities 
they possess of making observations respecting it. 
Differences arising from the peculiar character of 
the education enjoyed by members of the two pro- 
fessions, and differences depending on the trains of 
thought habitual to each, may go a great way to 
account for the opposite opinions maintained on this 
question; yet J cannot help thinking that the point 
in dispute is rather the meaning of the term “‘insanity”’ 
considered in the abstract, than anything else. ‘The 
one party believing that the term has a certain legal 
force, refuse to acknowledge the propriety of its 
application to a class of cases which seems to them 
to have no right to be regarded in this aspect; the 
other, looking only at the subject in connexion with 
practical medicine and disregarding the consequences 
in law to which its adoption may lead, maintain that 
they ought justly to be included in the same category 
with others which present analogous pathological 
phenomena.’ (8). 


These observations are still in point today. 
Opportunities for lawyers to observe the 
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behaviour of the mentally abnormal may have 
increased; the capacity to recognize what they 
observe as abnormal undoubtedly has, for 
reasons which will be mentioned later; but the 
‘peculiar character’ of the education enjoyed 
by the two professions has not changed much. 
Psychology finds as little place in legal education 
as the law does in the training of psychiatrists, 
psychologists and social workers; and the 
approach of the medical profession still tends to 
be directed exclusively to the individual as a 
patient. 

As a consequence of this total lack of com- 
munication, judges and magistrates, until 
perhaps the middle 1950s, were unresponsive 
to pleas for psychiatric treatment, except in 
the most obvious cases. Psychiatrists, perhaps 
spurred on by this rejection, perhaps not entirely 
uninfluenced by the knowledge that they were 
unlikely to be called upon to implement their 
recommendations, were inclined to over- 
optimistic prognoses which spread distrust in 
the judiciary and so still further retarded 
progress in the management of offenders. But 
then a change took place in the attitude of 
magistrates, and to a considerable, although 
less marked, extent in the approach of the 
judiciary. An indication of the scale of this 
change is given by some figures quoted in a 
recent paper by Soothill (9) from the Report 
of the Work of the Prison Department. In 
1961, 6,366 offenders were remanded in custody 
for a medical report. By 1970, the figure had 
more than doubled to 13,680. Thereafter in 
197I and 1972, it fell to 12,696 and 11,953 
respectively. In contrast, the percentage of 
these offenders who were ultimately dealt with 
by hospital orders or psychiatric probation 
orders was remarkably small. In Soothill’s 
sample only 5-2 per cent of male offenders 
remanded for a medical report received a 
hospital order. This rapid increase in remands 
up to 1970, the subsequent falling off in 1971 
and 1972, combined with the low percentage 
actually dealt with medically, all accord with 
one’s own experience and impressions received 
from colleagues and others. An understanding 
of these trends is of great importance for future 
developments. Looked at in crudely general 
terms, they suggest that the courts have been 
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undergoing a rapid conversion to what might 
be loosely called the psychiatric view of 
offenders, followed by the early stages of 
disillusionment, not uncommon in recent con- 
verts stimulated perhaps by a discouraging 
response by the psychiatric profession to the 
demands now made on it. It may also reflect 
the uncomfortable truth that it is one thing to 
identify or diagnose the psychiatric factors in a 
given case and quite another to devise and 
provide a form of treatment appropriate to 
the condition. In other words, the unkind 
observer might say that the courts have come, 
rather suddenly, to take psychiatrists at their 
word, only to find in many cases that when 
called upon the resources of psychiatry prove 
inadequate. It is now the turn of the courts to 
experience rejection. It 1s certainly true to say 
that the judiciary is experiencing increasing 
difficulty in using its powers under the Mental 
Health Act, 1959, owing to the unwillingness of 
mental hospitals to accept patients under 
hospital orders and the lack of provision for 
even minimum security care. It is a tragedy 
that at the time when the courts are at last 
becoming increasingly receptive to psychiatric 
advice they should be denied the opportunity 
of acting upon it. In these circumstances, co- 
operation between the disciplines is seriously 
threatened, and the danger that the courts will 
once again draw away from psychiatry is very 
real. An alternative explanation may be that 
the courts are now making demands on psychia- 
try which are inappropriate, or which cannot 
be met in the existing state of knowledge; or, in 
other words, that the courts are using wrong 
criteria in selecting cases for reference to the 
medical profession. It may be that many of 
these cases are not ‘medical problems’. What is, 
or is not, a medical problem will depend upon 
how restrictively the word ‘medical’ is used. 
But however it is used, these cases remain and 
will remain problems, individual problems, 
which require investigation and research. To 
call them social problems is merely passing the 
buck—to whom? 

Relations between the courts and psychiatry 
appear, therefore, to be approaching a critical 
stage. Only mutual and sympathetic understand- 
ing by each discipline of the attitudes, functions 
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and difficulties of the other will prevent the 
position from deteriorating still further. So the 
most useful contribution that I can make is to 
try to present to you a brief analysis of the 
situation in which the Law and the es 
find themselves. 

The Law and all its apparatus, findicseatcily, 
has only one function, the preservation òf 
order in society; its purpose, therefore, is to 
control behaviour. What behaviour should be 
controlled and how, is determined in the last 
resort by Parliament, which makes the rules, 
not by the courts themselves. The rules in 
force at any given moment are, of course, an 

of rules made in the past; some so 
long ago that they are woven into the fabric of 
our society; some that are obsolete and to a 
varying degree inappropriate to present condi- 
tions but survive because Parliament either 
lacks the time or cannot agree to change 
them; some that are of very recent origin. 
The judges apply the rules to facts found by 
juries or by the judges themselves, and in the 
process have some scope, but it is limited, for 
manipulation of them. The Law evolves in 
response to social pressures and changes, partly 
by abrupt statutory changes made by legisla- 
tion, partly by a slow and gradual adaptation 
or manipulation by the judiciary. Dicey 
demonstrated, from a careful comparison of the 
fluctuations of opinion with legislative changes 
on the one hand, and judicial pronouncements 
on the other, during the nineteenth century, 
that parliamentary legislation tended to reflect 
and be influenced by the views of advanced 
thinkers which had come into prominence about 
20 or 30 years previously. It took rather longer 
for these same views to appear in judgments. 
Having pointed out that law-making in England 
is ‘the work of men well advanced in life’, he 
went on to say: “They have formed or picked 
up their convictions, and, what is of more 
consequence, their prepossessions, in early 
manhood, which is the one period of life when 
men are easily impressed with new ideas’ (10). 
This conclusion is, I believe, of fundamental 
importance to the understanding both of 
parliamentary law reform and of the attitudes of 
judges. The advanced ideas of the 1930s 
appear in legislation in the 19508 and 1960s, 
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and, because it takes longer to become a judge, 
in the judgments and attitudes of judges in 
the 19603 and 1970s. To think of law reform 
as essentially a cohort phenomenon may be 


‘novel, but there is substance in it! 


On this theory, it is the 1930s that should 
interest us, for it was in the 19508 that the 
attitude of Parliament towards offenders, espe- 
cially young offenders changed, and it was in the 
1960s that the change in attitude of the judiciary 
towards psychiatry occurred. The 1930s were a 
period of great social and economic stress, not 
unlike the 1970s. It was also a time, again like 
the present, when accepted conventional social 
attitudes and values were challenged im all 
directions. The reform of the law on divorce, 
homosexuality and abortion can probably be 
traced to this period. But probably the most 
significant thing about the 1930s, for present 
purposes, was that it was the period when the 
influence of Freud, and to a lesser extent of Jung 
and Adler, began to spread, especially among 
thinking young people. Few, of course, read 
Freud himself and fewer understood him, but his 
ideas were widely propagated in articles and 
books by secondary writers of all kinds. These 
ideas, however much they may have been 
diluted, and however superficial the under- 
standing of them, undoubtedly produced a 
profound change of attitude. In his introduction 
to the abbreviated version of Ernest Jones’s 
Life and Works of Freud, Lionel Trilling wrote: 
‘Its (psychoanalysis) concepts have established 
themselves in popular thought, though often in 
crude and sometimes perverted form, making 
not merely a new vocabulary but a new mode of 
judgment.’ 

This new mode of judgment is the clue to 
many of the conflicts in our present manage- 
ment of offenders. Few judges or magistrates are 
unaffected by it, even if they are scarcely 
conscious of it. It has led Parliament first, and 
later the courts, to concern themselves more 
and more with the offender rather than the 
offence. Formerly, sentencing was a simple 
matter. The offence itself determined the 
sentence, modified, but usually marginally, by 
the offender’s record. A first offender secured 
some reduction; an old lag some extension. 
The duty of the courts was to protect society; 
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punishment was the inevitable sequel to con- 
viction; punishment, provided it was adequate, 
would deter the offender, and hopefully others, 
from offending again. Judges and magistrates 
were completely confident that they were 
executing the will of Parliament and of God. 

But the new mode of judgment introduces, 
first of all, an element of doubt. Is it so certain 
that the offender can, by a simple act of will, if 
he so choses, avoid repeating the offence? If 
adult behaviour, especially aberrant behaviour, 
is closely related to experiences in early child- 
hood, can the offender really help committing 
the offence? Or, at the least, ought not account 
to be taken of the emotional pressures or stresses 
to which he is exposed? These considerations 
introduce a mass of unknown quantities into the 
situation which tend to undermine the con- 
fidence of the court in its own judgment. 

At the same time, and under the same 
influences, Parliament has introduced more and 
more alternative ways of dealing with offenders. 
In the past, the options were few, prison, fine or, 
later, probation. Now they are many and 
increasing in number, all emphasizing the 
importance of the offender rather than the 
offence. This process reached its peak with 
the Mental Health Act, 1959, with its hospital 
orders and its perhaps premature, statutory 
recognition of the psychopath. Implicit in all 
these reforms is the belief that offenders can be 
‘cured’, if appropriately ‘treated’. ‘The result is 
that the courts have acquired some of the 
characteristics of an out-patient department. 
The effect of providing the courts with more 
and more alternative ways of dealing with 
offenders is, inevitably, to require them to make 
‘clinical’ decisions. For this purpose, they 
require, and are provided with, social enquiry 
reports, which are a combination of the past 
history, history of the present illness and the 
complaint of the standard hospital case sheet, 
and the doctor’s letter. But there are no recog- 
nized and accepted diagnoses, no pathology, 
and little or no data on the efficacy of any of 
the various ‘treatments’ available. Is it any 
wonder that many cases are referred, hopefully, 
perhaps desperately, to another consultant? 

. This new mode of judgment, however, does 
not stand alone; it has to be combined and 
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reconciled with the old mode of judgment. 
The old mode of judgment was not as mono- 
lithic as it looked. The moral philosophers had 
sown their seeds of doubt about the morality of 
punishment. However punitive the sentences, 
they: were justified in terms of ‘reformation’ 
in the nineteenth century, ‘rehabilitation’ in the 
first -half of the twentieth. Today this idea 


‘carries little conviction, and the punitive quality 


of a prison sentence has to be accepted frankly 
and justified in terms of deterrence or, in the 
case of long sentences, of prevention. Retribu- 
tion too plays a part in certain cases, notwith- 
standing its condemnation by the philosophers. 
Courts are composed of human beings, like 
other institutions and ought, in proper cases, to 
reflect the human feelings of society, provided, 
and it is an important proviso, that they really 
are reflecting them. 

I hope I have said enough to demonstrate the 
conflict which today is inherent in the adminis- 
tration of the criminal law. Studies of offenders 
have been going on, inconclusively, for years, 
studies of courts are just beginning, and there 
may well be room for something analogous to 
Balint’s well-known work, The Doctor, the 
Patient and the Iliness. 

Meanwhile, judges and magistrates might do 
worse than bear in mind an extemporary 
answer given by Dr. Peter Scott at a recent 
symposium of lawyers and psychiatrists to an 
unexpected question. He said: ‘It all depends 
upon whether you want to control or to punish.’ 
Obviously, in our present state of ignorance, in 
many cases the only form of control available 
will be deterrent punishment, which is, after all, 
the oldest form of aversion therapy. In others, 
the long sentence of imprisonment may be the 
only effective form of control. (In the past 
execution or transportation for life was the 
ultimate degree of control.) Control of any sort, 
of course, necessarily involves punishment, but 
courts should be clear about their purposes. 
In some cases, treatment in a broad medica] 
sense may be the best form of control and in still 
other cases the necessity of control may, if 
examined carefully, prove to be much less 
than appears at first sight. For example, it does 
not follow that all offenders who break glasses 
in pubs and push them into the face of another 
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customer need the same degree of control; while 
at the other end of the spectrum it may be 
necessary to consider very carefully whether the 
reasonable limits of tolerance by society at large, 
or by neighbours or others in close contact with 
the offender, have or have not been reached. 

It is with these ideas in mind that the judges 
have recently suggested to the Butler Committee 
on Mentally Abnormal Offenders that some 
form of institutional provision should be made 
which is midway between the penal establish- 
ments of the prison service and the mental 
hospitals. ‘The reason behind this suggestion is 
that, under the influences I have tried to 
describe, judges are finding more and more 
offenders whom they do not wish to punish, 
that is, people who, using the new mode of 
judgment, do not seem to deserve punish- 
ment, or to be likely to respond favourably to 
it, yet behave in such a way that some form of 
control over their activities is essential in the 
public interest. 

It may well be asked what difference would be 
made by such a shift of emphasis in the sen- 
tencing process. It must be conceded that as 
little is known about the need for control as 
about any other factor in this process, and the 
conclusions about it would be based largely on 
guesswork. The only answer that can be made is 
that at least the eye of the court would be on 
the most relevant consideration and its attention 
would necessarily be directed primarily to it. 
It would undoubtedly lead to widely differing 
sentences for the same offence as defined by 
statute, committed by different offenders. But 
consistency in sentencing, if it is to be measured 
in relation to the offence, must lead to injustice 
to offenders if, as it clearly does, justice requires 
that attention be paid to all circumstances of 
the individual case. It would undoubtedly cause 
difficulties where several offenders are involved 
in the same incident, because it is natural that 
some would feel aggrieved at the apparent good 
fortune of the others. But this happens today 
when the courts try as best they can to estimate 
degrees of responsibility or involvement and 
struggle to relate the sentences accordingly. 
The forensic process is not well adapted to 
apportioning this kind of responsibility, as the 
Family Division of the High Court has come to 


THE DEBATE BETWEEN PSYCHIATRY AND THE LAW 


realize. The Parole Board should soon have 
accumulated a sufficient body of experience to 
enable detailed follow-up studies to be made, 
from which might emerge something resembling 
syndromes, but in our present state of ignorance 
neither the courts nor the Executive can do more 
than guess at the length of a sentence required 
in any given case. 3 

I have said a lot about lawyers, perhaps too 
much, and very little about psychiatrists, 
because obviously I lack the experience and 
knowledge to say very much. But I would like 
to conclude with some observations, which I put 
forward with diffidence. I have stressed in 
more than one connection in this paper the 
duality which is inherent in the judicial process. 
The criminal courts today have to serve two 
masters, the public and the offender. Psychia- 
trists are accustomed to serving one, the 
patient. If, however, they enter the forensic 
field they must accept its terms of reference. 
They are, of course, under no obligation to 
enter this field and if, as it well may, it presents 
ethical or professional difficulties to some 
psychiatrists, they should not enter it. If this 
should imply the development, or rather the 
expansion, of forensic psychiatry as a sub- 
specialty, I would welcome it. 

I hope that the medical model will not be 
unceremoniously ditched because the criminal 
courts have to deal with a wide variety of 
individual human beings, the aetiology of 
whose behaviour is as bewildering as it is 
important, and whose welfare depends on 
knowledge and understanding. No profession 
other than psychiatry and psychology has the 
expertise to study and research into these 
problems. My experience, such as it is, suggests 
that unless the study of offenders is undertaken 
on an individual basis little progress will be 
made. Epidemiological studies like Power’s (11) 
in Tower Hamlets seem to my inexpert eye also 
to be potentially valuable, but statistical studies 
generally are disappointing, inevitably so be- 
cause hitherto no one has devised a satisfactory 
system of classification of offenders. The official 
criminal statistics are based mainly on classifica- 
tion by offence, which in modern conditions is of 
very limited relevance, or on age, sex and 
criminal record which provide little useful 
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information. Sociological studies in this field, so 
far, seem to be of limited value. The fact remains 
_ that courts have always to deal with individuals; 
and their need—sometimes it is almost a 
desperate need—is for information, knowledge 
and advice on an individual basis. 

I cannot conclude- this Lecture without 
paying a tribute to the work of Professor Gibbens 
and his colleagues, especially for their studies on 
specific groups, such as shoplifters, borstal boys 
and the child victims of sexual-assaults. These 
studies and others have removed some of my 
erroneous ‘prepossessions’ about offenders. My 
only regret is that they have not been adequately 
noticed in the legal publications which are read 
by most of my brother judges. Judges need all 
the insights they can get if they are to be what 
it seems they are now expected to be—wise men! 
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Summary. In 21 widows and 46 amputees 'a srao ia reaction to loss 
designated as ‘grief’ was commonly reported. This included an initial period of 
numbness, soon followed by restless pining with. preoccupation with thoughts of 
the loss, a clear visual memory of the lost ‘object and a sense of its presence. 

Defensive processes, reflected in difficulty in believing in the loss and avoidance 


of reminders, were also evident. 


Widows differed from amputees in showing more evidence of overt distress in 
_the early post-loss phase, but whereas these features diminished in prevalence in 
the course of the next year the equivalent features reported by the amputee group 


remained virtually unchanged. 


INTRODUCTION 


It is common in medicine for us to be faced 
with a person who is forced, by illness or 
accident, to give up one view of his world and 
himself in it and to replace it with another. 
Changes of this kind have been termed ‘psycho- 
social transitions’, and it has been tentatively 
claimed that they give rise to a pattern of 
response which is sufficiently uniform to justify 
including all such changes within a single frame 
of reference (Parkes, 1971). 

The aim of this paper will be to compare the 
reactions to two such changes in order to 
examine this claim and to obtain a clearer 
picture of the causal mechanisms which underlie 
such reactions. 

The reaction to amputation of a limb and to 
loss of a spouse by death have: been chosen 
because both seem, on the face of it, to be 
unwanted losses comparable in magnitude to 
each other. They occur at particular times and 
places which are readily identifiable, and are 
seldom thought to be the direct result of the 
behaviour of the respondent. In addition, there 
is already evidence from other studies that 
points of similarity exist between the reactions 
to them. 


A number of investigators have used the 
term ‘grief’ in describing the reaction to loss of 
a limh (Wittkower, 1947; Kessler, 1951; Dembo 
et al., 1952; and Fisher, 1960), but this term 
has not been clearly defined and it is not alway 
clear what meaning is intended by the authors. 
The overall situation can be summed up in 
Kessler’s words: “The emotion most persons 
feel when told that they must lose a limb has 
been well compared with the emotion of grief 
at the death of a loved one. A part of one’s body 
is to be irrevocably lost; the victim is ‘incom- 
plete’, he is no longer a whole man. This reac- 
tion must be anticipated and dealt with by those 
who are responsible for the amputee’s care, or 
he will be left with a psychic trauma more 
disabling than the amputation itself’. 


METHOD : 

In this article two types of comparison will be 
made: (1) 37 male and g female amputees will be 
compared with 21 widows, using quantitative and 
qualitative assessments made by the writer at inter- 


‘views which were carried out 4-8 weeks and 13 


months after their operation or bereavement. In 
nearly all cases the’ interviews took place in the 
respondents’ homes; interviewing techniques were: 
very similar for the two groups, and many of the 
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same questions were asked. (2) 12 amputees who had 
themselves already suffered a bereavement were 
invited to make their own comparisons between these 
two traumata. i 

To avoid the problems of communication and 
cognition which arise with increasing frequency with 
age, widows over 65 and amputees ovet 70 years 
were excluded. Both samples were drawn from 
London boroughs. k 

Further details about the widowed groups (Parkes, 
1970a, 1972a) and the amputee groups (Parkes, 1973 
and 1975) appear elsewhere. These include general 
accounts of the first year of bereavement and ‘amputa- 
tion and assessments of the determinants ‘of good and 
bad outcome. A preliminary qualitative comparison 
of reactions to loss of a limb, spouse and home which 
is partly based on this study has also been published 
(Parkes, 1972b). 

The amputee group comprised 37 men and 9 women 
of mean age 54 years who were invited to colla- 
borate with the study when referred to the limb 
fitting centre at Roehampton after the loss of an 
arm or leg. Three declined to be interviewed and are 
not included in the above figures; also excluded are 
three who died in the course of their first year of 
amputation and one who suffered brain damage 
from a stroke. Patients whose amputation was necessi- 
tated by an illness which was thought likely to prove 
fatal or to impair physical functioning to a greater 
extent than the amputation itself were not included. 
No other selection criteria were employed. 

The widowed group comprised 21 women of mean 
age 49 years who were introduced to the writer by 
general practitioners who had agreed to collaborate 
with the research. Four others dropped out in the 
course of the year and were not included. 

In both groups, psychological features of two 
types were assessed: (1) Assessments by the inter- 
viewer of features present during the interview 
aspects of which could be observed; and (2) Overall 
assessments by the respondent of phenomena present 
in recent weeks which could not be observed at 
interview. Operational definitions of these measures 
have been published (Parkes, 19704). 

The outcome assessments made at the final inter- 
view covered a general appraisal of the respondent’s 
total life situation, their emotional and health status, 
their ability to function effectively in the work roles 
available to them, etc. 

Any quantification of the types of phenomena 
studied here must be arbitrary and no great precision 
can be attached to such efforts. Since, however, we 
are concerned with general statements rather than 
the measurement of finer degrees of variation it 
seemed appropriate to use a method of comparison 
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which combines the immediacy of direct quotation 
from individual respondents with some supportive 
figures to establish the main points of similarity and 
difference between groups. 


RESULTS 


When considering the differences between 
amputee and widowed groups the groups 
have been matched for sex by focusing on the 
g female amputees and the 21 widows. The 
two groups are then also found to match well 
for age (amputees mean age 52, widows 49) 
and quite well for social class, the only anomaly 
being 5 widows in social class I with none in this 
class among the amputees. When it is stmtlarities 
between groups that are being studied, matching 
is not important. In fact, it is more convincing 
to demonstrate that points of similarity cut 
across demographic variables than to restrict 
the comparison to a specific demographic group. 
Further details of the demographic and other 
characteristics of the two samples are given 
elsewhere (Parkes, 1970a and 1975). 

Comparing male and female amputees, only two 
differences reached statistical significance. These 
were the persistence in female amputees of a 
clear visual memory of the lost limb 13 months 
after the operation (in 78 per cent of women 
and 27 per cent of men, Fisher’s test p = -05* 
and the finding that whereas 59 per cent of 
men suffered a decline in their financial situa- 
tion after amputation this was the case in only 
II per cent of the women (p < -05). It seems, 
therefore, that women do not differ greatly from 
men in their reaction to amputation of a limb. 

The sexes have been kept separate, however, 
in the main analysis, and the significance levels 
given refer only to differences between widows 
and female amputees. 


Immediate reaction 


A half of both groups reported an immediate 
reaction to the loss, characterized by a subjective 
sense of numbness with a strong tendency to 
deny the affective reality of the loss. “I still can’t 
believe she’s not here’, said one amputee who 
lost her sister while still in hospital after the 


* This phenomenon seems to reflect the extent to which 
women are more interested in and aware of their physical 
appearance than men. 
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amputation of her leg, ‘it was rather like I can’t 
realize my leg is not there. We were very close.’ 


Later reaction 


The numbness usually wore off after a few 
hours and the respondent began to miss and to 
pine for those aspects of the world which were 
lost or no longer accessible. Among the widows 
this was often an intensely painful experience 
and associated with episodes of tearfulness and 
with all the somatic accompaniments of acute 
anxiety. But whereas the widow pined intensely 
for her lost husband, the amputee only occasion- 
ally pined for the lost limb, more often it was 
the aspects of the world which were lost along 
with the limb which were missed, job, work- 
mates and all the sporting and other activities 
which required, or were thought to require, the 
presence of an intact limb for their attainment. 
Only 7 amputees denied pining. ‘I started 
thinking of the difference it would make to my 
life . . .’, said a man of 64, ‘I felt it was the 
end of the road—going to football, dancing, 
driving a car... Every step I take it comes 
home to me.’ 

Four to eight weeks after the loss, 48 per cent 
of the widows and 11 per cent of the female 
amputees became tearful at interview {p < -05), 
and 62 per cent compared with 11 per cent 
were rated as moderately to severely tense 
(p < -05). The widows were more likely to 
complain of anorexia than the amputees (91 per 
cent and 33 per cent, p < -o1) and were rather 
more likely to be below their normal weight 
(71 per cent and 33 per cent, not significant) 
and to be taking drugs for sleep.(57 per cent and 
22 per cent, not significant). 

‘Preoccupation with thoughts of the loss’, 
‘clear visual memories of the lost object’, 
‘difficulty in believing the fact of loss’ and 
‘avoidance of reminders’, all typical features of 
‘grief’, were reported by a half to three quarters 
of both groups, but most were more frequent 
in the bereaved group at this time. “You can’t 
get an artificial Dad’, said one amputee who 
had also lost a father, and it was the irrevocable 
nature of the loss which was emphasized by 
another amputee, a woman whose husband had 
died six years previously, ‘If you lose a leg you 
can tell yourself you’re going to cope—but you 
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never get a husband back’. Only the ‘sense of 
the presence of the limb or spouse’ was reported 
significantly more frequently by the amputee 
group (89 per cent) than the bereaved (28 per 
cent, p < +05). 

` The extent to which the overt expression of 
distress in the two groups reflected differing 
social expectations is debatable. The amputee 
was not expected to cry and was under some 
social pressure to ‘be brave’ and to ‘look on the 
bright side’. He often feared that any expression 
of negative feelings would upset other patients. 
Nobody talked about the lost limb or expected 
him to be concerned abouts its disposal and 
no formal rituals of burial or mourning were 
carried out. Lacking any formal mode for 
expressing their concern for the lost limb 
amputees often denied the need for any such 
expression. Nevertheless, over a half of the 
total group (27) said that they had wondered 
what had been done with their amputated 
limb and a third (15) said that they had cared 
about this. ‘My husband said, “Don’t be silly, 
they burn it”. I thought, ““There’s a part of me 
been cremated”. It seems silly, doesn’t it.’ 

On the other hand the widows were faced 
with all the formalities of the funeral and 
interment of their spouse and expected to 
express their grief as a token of respect for the 
dead. 

Despite the points of difference which have 
been described above, many points of similarity 
were remarked upon by the 12 amputees who 
had also suffered a bereavement. ‘It was when 
I came home, when people stopped coming, 
when I got used to being here alone, that 
realization hit me. It was the same with my hus- 
band dying,’ said Mrs. A, a woman of 51 who lost 
her right arm in an industrial accident 15 years 
after the death of her husband; ‘T felt that 
feeling of loss. As though it was the end of the 
world. You don’t know what to do. Forlorn— 
hopelessness—it was like grief, more or less. 
Why should this happen to me? Why did God 
let it happen? I had the same feeling when 
Bert died.’ 

Pining, bitterness and depression alternated, 
and there was usually a strong preoccupation 
with thoughts of the lost person or part and a 
tendency to visualize this with extraordinary 
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clarity. ‘You never forget him,’ continued 
Mrs. A. ‘I can remember every detail of my 
first husband—‘I can remember his hands, let 
alone my own. This was definitely similar ‘to 
losing my husband, I can see my hand as clearly 
as can be.’ Of her missing foot a woman of 55 
said ‘I shall never forget that bad foot, never . 

I can still see it—and the smell.’ 

Distinct from the tendency to visualize the 
lost object in the mind’s eye was a strong sense 
of its persisting presence. This is most obvious 
in the ‘phantom Emb’, which was reported 
at some time by all save one of the amputees, 
but a sense of the presence of the dead hus- 
band near at hand was described in very 
similar terms by over a third of the widows 
at the time of the first interview, and three 
quarters (16) of them reported this pheno- 
menon at some time after bereavement. ‘J still 
get the feeling father’s there,’ said one man, ‘it’s 
almost as though he’s with us, and of his 
missing leg, ‘it’s so much like it used to be, I’m 
puzzled by my inability to move it’. 

Usually the sense of presence stopped short of 
hallucinations. The missing foot was not actually 
seen, neither was the missing husband. But 
there were 10 widows (48 per cent) who had a 
visual or auditory illusion or a hypnagogic 
hallucination of the dead husband. Amputees 
reported no visual or auditory illusions, but 
85 per cent reported experiencing painful or 
other unpleasant sensations in their phantom 
limb at some time. 

In both groups there was a tendency to 
attempt to avoid distressing thoughts of the 
loss, either by conscious efforts at self-control or 
by avoiding situations which would remind them 
of the loss (22 per cent of the female amputees 
and 67 per cent of the widows admitted 
that they sometimes avoided such reminders, 
p < -05). Sympathetic friends were a common 
source of reminders, and their sympathy was 
generally disliked. Avoidance of such friends 
was a cause of the social withdrawal which was 
found among about a half the bereaved and 
amputee respondents. 


Thirteen months after the loss 


By this time most of the differences between 
the amputees and the widows had disappeared. 
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They showed similar amounts of overall emo- 
tional disturbance, and the prevalence of such 
features as: tearfulness, tension, irritability, 
‘avoidance of reminders’ and anorexia had fallen 
in the bereaved group (to be reported by one 
quarter to one third of the sample), while re- 
maining virtually unchanged in the amputees.* 
As a result, there was now no significant 
difference between groups respecting these 
features. The sole exception was the ‘sense of 


the presence of the lost object’, which remained 


in 56 per cent of the amputee group and only 
14 per cent of the bereaved (p < -or). The 
similarity of psychological response was also 
evident in the assessments of pessimism, 
‘thoughts focused on the past much of the time’, 
social withdrawal (social adjustment rated as 
‘worse’) and poor general psychological adjust- 
ment 13 months after loss, which showed little 
difference between the groups (each of these 
features was reported by a quarter to a half of 
each group). 

Further confirmation of the finding that 
affective disturbance among amputees 13 
months after amputation is similar in magnitude 
to that of bereaved people 13 months after the 
death of a spouse came from the finding that 
scores of ‘depression’ and ‘autonomic reaction’ 
derived from a questionnaire administered to 
the amputee group were very similar to the 
scores obtained by one year bereaved American 
widows and widowers in another study. Details 
of the scales and scores are given in Parkes 
(1975). 

Bereaved people often find that taking a job or 
returning to work is a turning point for improved 
adjustment. The same applied to the amputees. 
‘The thing that helped most when my hus- 
band’ died, said one, ‘was getting a job’; it 
was the same when she lost her arm. But for 
many amputees there were serious obstacles to 
getting a job. Persisting physical disablement, 
loss of confidence and the reluctance of em- 
ployers to find a place for the older amputees 
hampered rehabilitation, and 13 months after 
amputation only a third of the amputees com- 
pared with two thirds of the widows were 


* In the female amputees most of these symptoms were, 
if anything, more common, but the increase did not 
reach significance. 
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working full time without difficulty (this 
difference did not quite reach significance). 
It is therefore no surprise to find that amputees 
were now more preoccupied than widows with 
their loss. These differences probably account 
for the fact that the amputees were slightly (but 
not significantly) more likely than the widows 
to be thought to have had a poor overall « out- 


come. 


PSYCHO-SOCIAL TRANSITIONS: COMPARISON BETWEEN REACTIONS 


This study demonstrated the existence of a 
phase of numbness in only half the respondents 
from both groups. Factors such as the extent to 
which the individual was adequately prepared 
for the loss, and individual variations in the 
capacity. to avoid or inhibit the emergence of 
painful affects, may explain this. In the case of 
the amputees it was the lack of physical pain 


_ “which was most often remarked upon, but this 


’* coincided with a lack of emotional reaction as 


Discussion 


Let us now look at the pattern which emerges 
from this and earlier studies. The first and most 
obvious general statement which can be made 
is that the data seem to reflect a process of 
realization, Both amputees and widows are 
faced with the need to modify their existing 
models of the world and assumptions about it 
(which, after Cantril, we can term the ‘Assump- 
tive World’). This is a slow and painful process 
of learning and requires the individual to carry 
out a succession of matching operations which 
repeatedly bring home to him the disjunction 
which exists between inner and outer worlds. 

The process of realization involves a re- 
assessment of the world as it is and a reassess- 
ment of the person who relates to it. In the 
earlier studies of bereavement it was found to 
take place in a phasic manner (Bowlby and 
Parkes, 1970). These include a phase of numbness, 
during which the individual shuts out further 
stimuli and seems to be absorbing the impact 
of what has occurred, a phase of pining in which 
he strives to get back what he has lost, a phase 
of disorganization when he gives up hope of 
recovering the lost world but still lacks a co- 
herent picture of the new one, and a phase of 
reorganization in which he constructs a new 
view of the world. These phases are by no 
means clear-cut, and the individual ranges 
back and forth across them each time he 
becomes aware of yet another discrepancy 
between the world as it is and his internal 
model of it. Only gradually, as time passes, 
can it be said that later rather than earlier 
phases predominate, and even years after a loss 
some event which brings the lost world strongly 
to mind may precipitate anew the pining of the 
second phase. 


well, The widows, lacking a physical injury, 
did not expect physical pain, but they tended 
to use a terminology which identified intense 
negative affect with physical pain, and both 
used the term ‘numbness’ to describe this phase. 
When eventually the phase of pining began, it 
was also described in physical terms, ‘It’s as if 
my inside had been torn out and left a horrible 
wound there’, said one widow. 

Obviously there are differences between 
physical and mental pain, and it would be un- 
wise to assume that either the ‘pain’ or the 
‘numbness’ are expressions of identical pheno- 
mena in amputee and widow. All that can be 
said is that in both groups inhibitory mecha- 
nisms ‘often come into operation in the early 
post-trauma period. 

The pining which characterized the second 
phase of the reaction seems to reflect a strong 
urge to recover or retain the world which was 
lost. In the case of loss of a person there seems 
to be a strong impulse to cry aloud and to 
search for the lost person as if there were still a 
chance of finding him. The components of the 
search have been analysed in detail elsewhere 
(Parkes, 1970b), and there is no need to repeat 
the analysis here. The human adult who is, of 
course, well aware of the futility of searching 
for a dead person attempts to inhibit the impulse 
to search and the outcome is a muted and 
abortive compromise. The urge to cry aloud is 
inhibited to become a sob, the urge to scan the 
environment for signs of the lost person becomes 
a tendency to react to ambiguous visual and 
auditory stimuli as indicating his return, and 
the impulse to move to places where he is likely 
to be found becomes a restless return to places 
associated with him. 

This evidence of ‘Attachment Behaviour’ 
(Bowlby, 1969) cannot be expected after loss of 
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a limb because the mechanisms which maintain 
attachment to a loved person are obviously quite 
different from those which maintain attachment 
to a limb. This is presumably why the widows yi. 
our study were more tearful, tense and pre- 
occupied with their loss during the phase of 
pining than were the amputees. In so farş the. 
amputees did exhibit overt attachment. -beha- * 
viour it was usually to the family, friends and . 
workmates from whom they were separated by 
their illness and disablement. 

Attachment behaviour is monotropic, that is 
to say, it is very hard for the individual to 
accept a substitute for the lost object, ‘You 
can’t get an artificial Dad’. Hence the bereaved 
person feels threatened in a unique and irre- 
versible way. His predominant emotion is 
separation anxiety and his predominant urge is 
to recover the one who is lost. 

The feelings of the new amputee are less 
simple. He too has been unwillingly precipitated 
from a world which he knows to a world which 
ig strange and unpredictable. He too has a 
strong urge to restore the former world, but his 
means of doing so are less clear cut than those 
of the bereaved. He thinks about what has 
happened and focuses his attention on the 
missing limb as if he could magically restore it. 
But he is seldom impelled to cry aloud or to 
search relentlessly for his lost leg. | 

Does this mean that the word ‘grief’ is in- 
appropriate when applied to the amputee? 
I think not. The Shorter Oxford Dictionary defines 
grief as “Deep or violent sorrow caused by loss 
or trouble’. The essential element seems to be 
the expression of sorrow, and this implies pining 
for the world which is lost, not necessarily for the 
limb itself. 

The greater the grief the greater the inclina- 
tion to avoid it, hence the widows whose carly 
reaction was greater than that of the amputees 
also had a greater need to employ this defence 
against the disturbing and painful affects which 
threatened to emerge. But the avoidance was 
not so complete that learning was impossible. 

In the end the amputees and the widows both 
succeeded and failed to retain aspects of their 
former worlds. The phantom limb, the sense of 
persisting presence of the dead husband and the 
clear visual memories of the lost object which 
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remained were signs of retention, increasing 
realization of the extent to which the world 
had changed the sign of acceptance of loss. 

To explain why phantom phenomena were 
“more frequent in the amputees than in the wid- 
owed, whereas clear visual memories of the lost 
person were commoner in the widowed, than in 
the amputee, we must consider again the nature 
`of the attachment between subject and object. 
Cut off the limb, and the stump, severed nerves 
and central pathways remain. Hence, when 
the foot is severed both physiology and psy- 
chology tend towards the cutaneous and 
proprioceptive modes of perception. The married 
woman, on the other hand, perceives her 
husband mainly through those sense organs 
which operate at a distance—sight and hearing. 
She may at first experience visual and auditory 
illusions of his presence or hypnagogic hallucina- 
tions; but these are invalidated by inspection 
and are soon extinguished. What cannot be 
invalidated are clear visual memories, which 
often increase in clarity as time passes. 

The psychological component of the phantom 
limb has been discussed elsewhere (Parkes, 
1972b and 1973). It was nicely illustrated by 
one amputee whose phantom foot was ex- 
perienced as being vaguely located half way 
down his calf. When, however, he put on his 
prosthesis, the foot would ‘firm up and zip 
down’ to correspond with his artificial foot. 
This shows how the persisting internal model of 
the former world can be adapted to fit the new. 

Accompanying the painful modification of the 
assumptive world is a change in the individual’s 
view of himself. In the early phases he feels 
mutilated, empty and vulnerable; as time 
passes he discovers how well, or badly, he can 
cope with the new world which surrounds him, 
and his final view of himself depends very 
largely upon the place which remains to him in 
the world and the extent to which his abilities 
and experience give him an expectation of 
satisfactory accomplishment. 

The quantitative findings reported in this 
paper indicate that although in our amputees 
the phase of pining was less intense than that of 
the newly bereaved widows who were studied, 
what disturbance there was tended to persist, 
and it has been surprising to find that little or 
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no psychological ımprovement took place in 
the amputees during the first year of amputa- 
tion. 

In seeking for an explanation, ‘outcome’ as 
measured 13 months after amputation has been 
intercorrelated with various antecedent and 
concurrent factors in the lives of the amputees. 


Detailed results of this analysis will be published 


elsewhere. It does show, however, that the 


most important single determinant of outcome’ 
is the persistence of physical defects over and. 
above those produced by the amputation itself, 


and that these are associated, not only with 
physical disablement, but also with secondary 
psychological reactions such as depression, 
feelings of insecurity and the autonomic accom- 
paniments of anxiety and tension, and that 
these often contributed to poor outcome at the 
time of the 13 months follow-up. 

Whereas the widow has usually suffered one 
great loss, the amputee to-day tends to suffer a 
succession of raised hopes and disappointments, 
of which the amputation is the culmination. 
Having come to see amputation as the disaster 
which is to be avoided at all costs, a view which 
is painfully reinforced by each operation and 
treatment undertaken to prevent it, it is not 
really surprising if the amputee begins to base 
his assumptions about his world on the hypo- 
thesis that the worst has happened; as one 
62-year-old man put it: ‘It’s a rotten way to 
end up’. 
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The Relationship between Personality and the 
Symptoms of Depressive Illness 


By ADRIANO VAZ SERRA and JOHN POLLITT 


Summary. 
The Maudsley Personality Inventory: and the Beck. Depression Inventory, with additional 
items to assess depressive functional shift features and outlook on life values, were administered 
to 100 patients diagnosed as suffering from depressive illness. Patients’ scores for questions 
eliciting information about symptoms assumed to be dependent on personality correlated at 
substantial and significant levels with N scale scores of the Maudsley Personality Inventory. 
Similar levels of correlation were found for the added items for assessing life values. Items 
believed to assess changes in functions independent of personality, such as the features of the 
Depressive Functional Shift, showed no correlation with either N or E scales of the Maudsley 
Personality Inventory, while demonstrating a substantial level of correlation with the depression 
scale. It is concluded that whereas changes in innate biological functions independent of 
environment are direct indications of the depressive illness process, psychological symptoms 
of the illness may reflect changes in personality dependent on upbringing, education and 
cultural background, thereby producing greater variation in this group of psychological 


symptoms. 


INTRODUCTION 

The effect of depressive illness on patients’ 
scores on standardized personality measures 
has been carefully studied by Mezey, Cohen and 
Knight (1963), Coppen and Metcalfe (1965), 
Kendell and Discipio (1968), Bayley and 
Metcalfe (1969), Eysenck (1969), Julian, Met- 
calfe and Coppen (1969), Garside, Kay, Roy 
and Beamish (1970), Kerr, Schapira, Roth and 
Garside (1970), Perris (1971) and Snaith, 
McGuire and Fox (1971). Interest has been 
focused on the degree to which depressed 
individuals’ scores change after recovery, the 
premorbid personality traits of depressive 
patients, and the relationship of personality 
traits to symptom production in the illness. 

The present study of possible further links 
between personality and the form of depressive 
illness was prompted by the results of these 
studies and by several other observations: 

(1) That the symptoms as expressed by large 
numbers of depressed patients show wide 
variety; (2) in many cases classical symptoms 


are absent, the diagnosis being made from the 
total clinical picture, genetic background, 
periodicity, precipitation and occasionally by 
the response to treatment; (3) Hamilton and 
White (1959) observed that guilt, regarded by 
many as a central feature of depressive illness 
was poorly manifest among psychopathic 
sufferers; (4) the observation that depression in 
certain cultures takes on a different form, in 
which the features used for diagnosis in Western 
countries are notably absent (Murphy, 1973). 
With such issues in mind, the present study was 
designed to ascertain the relationship between 
specific aspects of personality and certain groups 
of symptoms of depressive illnesses. 

For this purpose it was assumed that the 
common symptoms of depressive illness can be 
divided into two main groups. Some, such as 
disturbance of sleep, appetite, weight and 
libido, and diurnal variation of suffering, 
appear to reflect changes in innate, centrally 
regulated functions common to man; whereas 
other symptoms, such as feelings of guilt, un- 
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worthiness, and ruin, and thoughts of suicide, 
appear to arise from changes in psychological 


mechanisms dependent for their development - 
on, or at least greatly influenced by, environ- | 


ment, upbringing, education, culture and 
learning processes generally. Clinical evidence 
suggests that whereas the variety of symp- 
tomatology arising from disturbances of innate 
mechanisms is small, the pattern of symptoms 
arising from psychological mechanisms is highly 
varied, covering a wide range. Both types of 
symptoms are used in the diagnosis of depression, 
but it might be that the purely psychological 
symptoms are reflections of the patients’ per- 
sonality, engendered by the illness, rather than 
specific indicators of an illness process itself. 
This hypothesis is shown in Table I. 

Since a number of depressive symptoms 
suggest a basic change in the patient’s view of 
himself and his past experiences of the environ- 
ment, a further hypothesis was also tested 
statistically, namely that the psychological 
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symptoms of depressive illnesses are related to a 
shift in outlook. 


METHOD 


The Maudsley Personality Inventory (M.P.I.) 
was used as the measure of personality, and for 
the measurement of the symptoms of depression 
the -Beck Depression Inventory (B.D.I.) was 
employed. Test scores during depressive illness 
were considered in relation to: 

1. The total symptom scores for depression. 


2. The scores obtained for symptom groups, 
as discussed by Beck (1969). 

3. Symptoms reflecting changes in innate 
centrally regulated functions. For this 
purpose, the symptoms of the depressive 
functional shift, consisting of changes in 
sleep pattern, appetite level, body weight, 
subjective diurnal accentuation of the 
main symptom or depressive affect, and 
level of libido were assessed from patients’ 


TABLE I 
Illustrating the hypothesis that certain premorbid personality traits may influence the individual’s capacity 
to form symptoms in depressive illness 


Premorbid 
Personality traits level Possible complaints arising in depressive illness 
Patient ‘A’ 
INNATE CENTRALLY REGULATED FUNCTIONS 
Sleep pattern Normal] Insomnia 
Appetite Normal Anorexia 
Weight regulation Normal Weight loss 
Libido Normal Lack of libido 
DEVELOPED FUNCTIONS 
Conscientiousness Lacking No complaint 
Physical orientation Marked Hypochondriasis 
Sense of personal responsibility Poor No complaint 
Sociability High Asocial tendencies 
Patient ‘B’ 
INNATE CENTRALLY REGULATED FUNCTIONS 
Sleep pattern Normal Insomnia 
Appetite Finicky Severe anorexia 
Weight regulation Normal Marked weight loss 
Libido Poor No complaint 
DEVELOPED FUNCTIONS 
Conscientiousneas High Guilt feelings or delusions, feelings of inadequacy 
Physical orientation Absent No complaint 
Sense of personal responsibility High Feelings of failure, worthlessness and guilt 
Sociability Poor No complaint ; 
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replies to open questions (Pollitt, 1960). : 


It was necessary to use several items ` 
additional to the Beck Depression In- ~ 


ventory to allow assessment of changes in 


directions. 

4. The scores obtained by additional ‘ques- 
tions designed to elicit changes i in outlook 
on life values. 

All depressed patients newly referred to one 
out-patient clinic and all new admissions to the 
psychiatric in-patient unit at St. Thomas’ 
Hospital were interviewed sequentially. In 
addition eight newly-admitted patients to 
Belmont Hospital diagnosed as suffering from 
depressive illness were assessed. 

After the first clinical examination at the 
hospital, patients were tested by one of us 
(A.V.S.) who was unaware of the clinical 
findings, other than the diagnosis of depressive 
illness. 

Each patient was given the Maudsley Per- 
sonality Inventory and the Beck Depression 
Inventory. As certain items of the Depressive 
Functional Shift, such as diurnal variation 
could not be scored reliably on a three- 
point scale, all symptoms of this type were 
recorded as present or absent by scoring 1 or o. 
To allow a better comparison with groups of 
items from the Beck Depression Inventory, two 
methods of scoring were used for this: the o-3 
method recommended by Beck, and a o~1 range 
giving a coarser estimate, but considered more 
suitable for comparison. 

The assessment of Depressive Functional Shift 
symptoms was made in terms of both ‘typical’ 
changes, which include early morning waking, 
loss of appetite, weight and libido, and a ten- 
dency for the main symptom or depressive affect 
to be worse in the mornings, and ‘atypical’ 
changes, which included early insomnia, in- 
creased appetite, weight and libido, and a 
tendency for the main symptom of depression 
to be worse in the afternoon or evening. 
Questions were added to cover those elements 
not forming part of the Beck Depression 
Inventory. 

As a change in outlook falling short of delu- 
sional formation is often seen in depressive 
states, further questions relating to changes in 


- Values Component 
function in both negative and positive ` 
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religious feelings, the patient’s view of his past 
life, his view of the future and his sense of 
ambition (referred to collectively as the ‘Life 
*, L.V.C.), were included. 
The questions and score key are shown in the 
Appendix. 

The items’ were then arranged according to 
the groups discussed by Beck (1969), but ques- 
tions included in the Beck Depression Inventory 
eliciting information about the depressive 
functional shift were scored under the latter 
group, being removed from the ‘physical 
component’ group. Separate groups were formed 
for the typical and atypical functional shift 
scores, for the full physical component and the 
life values component. The items forming these 
groups are shown in Table II. 


The patients 

Of the 100 patients studied, 22 were male, 
78 female; 53 were married, 40 single, 6 separa- 
ted or divorced, and 1 widowed. By nationality, 
g2 were British subjects; by religion 77 were of 
either Protestant or Roman Catholic faith; 57 
were in-patients and 43 out-patients. In relation 
to severity of depression on the Beck scale, 33 
were suffering from mild, 31 from moderate 
and 36 from severe degree depressive illness. 
The mean scores on the N and E scales for each 
of these three groups is shown in Table III. 


RESULTS 

Tables IV and V show the product moment 
correlations between the patients’ scores for the 
N scale, for the E scale and for each component 
of the Beck Depression Inventory. Table IV 
shows the correlations for the latter scored 
quantitatively (0-3), Table V shows the 
qualitative scoring (0-1). 


Correlations of the Beck Depression Inventory 

The Beck Depression Inventory contains 21 
items, of which at least 14 could relate to 
personality, upbringing patterns and education 
generally. The correlations of the Beck De- 
pression Inventory with neuroticism and extra- 
version scores in the 100 patients studied were 
+0:45 scores and —0o-35 respectively, signifi- 
cant at less than the o-oo1 level (Table IV). 
These levels compare with the validity correla- 
tions of the clinical inventory ratings for the 


214 THE RELATIONSHIP BETWEEN PERSONALITY AND THE SYMPTOMS OF DEPRESSIVE ILLNESS 


TABLE II 
Showing the items of the Beck Depression Inventory and additional items arranged in the groups used for 
correlation with the total B.D.J. score and with personality test (M.P.I.) scores 


Crying 
Irritability 
Social withdrawal 


3. Motivational component 
Suicidal ideas 
Work retardation 


5. Physical component (depleted) 
Fatigability 
Somatic preoccupation 


7. Life values component 
Religious feelings 
View of past 
View of future 
Ambition 


8. Depressive functional shift 
reuse insomnia 
hayen increase 
cight increase 
Libido increase 
Diurnal mood change, worse in afternoon or 
evening 


Late insomnia or hypersomnia 

Appetite decrease 

Weight decrease 

Libido decrease 

Diurnal mood change, worse in morning 


TABLE ITI 
The mean scores obtained on the N and E scales of the 


Maudsley Personality Inventory according to severity of 
depressive illness measured on the Beck Depression 


Inventory 
Maudsley Personality 
Inventory score 
Severity of (Mean) 
depressive illness 
(Beck Depression Neuro- Extra- 
Inventory) ticism version 
Mild . 33 29°3 | 
Moderate .. gI 34.°3 18-0 
Severe T 36 38°5 ‘0 





’ Self-accusation 
Indecisivéness 
Body:image change 


4. Delusional component 
Expectation of punishment 


6. Full physical component 
Fatigability 
Somatic preoccupation 
Total functional shift (vide infra) 


Atypical functional shift 


Total functional shift 


Typical functional shift 


Beck Depression Inventory (Beck, 1969). The 
level of +0-45 is higher than 97 per cent of the 
correlations between items of the test. 


Correlations of the subgroups 

When the individual items are classified into 
subgroups as described, the scores for the 
majority of these subgroups show significant 
levels of correlation with the N and E scale 
scores for the Maudsley Personality Inventory. 
Using the correct scoring of o-3 (Table IV) the 
affective, cognitive, motivational, delusional 
and depleted physical component scores all 
show positive, significant levels of correlation 
with the N scale scores. These subgroups 
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represent 18 of the 21 original items of the 
Beck Depression Inventory. Using the same 
scoring, the affective, cognitive and motiva- 


tional components correlate negatively and at . 


significant levels with the E scale scores of the 
Maudsley Personality Inventory. 

When o-1 scoring is used for the Beck 
Depression Inventory (Table V), bigher levels 
of positive correlation are reached with the N 
scale scores for the affective, cognitive, motiva- 
tional and delusional component scores. Correla- 
tion coefficients with the E scale scores are all 
negative and are significant for the cognitive 
and motivational components. The most striking 
finding is for a positive correlation throughout 
with neuroticism, and negative throughout for 
extraversion. In general, the higher correlations 
are in the groups containing most symptoms, 
i.e. lower in delusional and physical groups, in 
which only two questions apply. 

The scores for the cognitive component 
(scored 0-3 or 0-1), which showed the highest 
correlation with both N and E scale scores 
also gave the highest correlation with the 
Beck Depression total score. This cognitive 
component included at least five items which 
could assess a change of outlook on the self and 
the world. The additional Life Values Compo- 
nent, specifically designed to measure the same 
change, but in relation to the patient’s view of 
life rather than himself, showed high correlation 
coefficient for both N and E scale scores, and 
with the Beck Depression Inventory total score. 

The depressive functional shift symptoms were 
assessed to represent disturbances of innate 
functions unrelated to personality. The correla- 
tions between these symptom scores (scored 0-1) 
and the N and E scores of the Maudsley 
Personality Inventory were low and insignifi- 
cant. The total Depressive Functional Shift 
scores and typical Depressive Functional Shift 
scores showed a significant correlation with the 
total Beck Depression Inventory scores, although 
this was lower than for three of the integral 
components of the Beck Depression Inventory. 


Discussion 
In earlier examinations of the relationships 
between personality and type of illness an 
individual develops, opinions have been divided 


on the question whether certain personality 
traits predispose to certain types of illness 
(pathogenic function) or whether they deter- 
mine the form of the illness (pathoplastic 
function). In relation to depression, pathogenic 
theories have the longer history, but the widen- 
ing ofthe concept of depression and the inclusion 
of atypical varieties and equivalents has drawn 
more attention to the importance of personality 
in determining the symptoms of these illnesses. 
Humphrey Richardson (1973) in his compre- 
hensive review of the importance of the historical 
approach to the theory of diagnosis, stressed the 
need for identification of symptoms (of de- 
pressive illness) showing variation with per- 
sonality type. Earlier studies suggested that 
anxiety as part of a depressive syndrome might 
be partly a function of age at the time of onset, 
but this accounted for only a part of the genesis 
(Pollitt and Young, 1971). It is generally 
recognized that depressive illness involves a 
change in the patient’s personality. Coppen 
and Metcalfe (1965) showed that there was a 
significant decrease in the Maudsley Personality 
Inventory scores for neuroticism and an 
increase in the scores for extraversion in 
patients after recovery from such illnesses. 
The mean scores of their patients after recovery 
were otbained by Kerr, Schapira, Roth and 
Garside (1970). Garside, Kay, Roy and 
Beamish (1970), who used the Hamilton Scale 
to measure depression, observed that the N scale 
of the Maudsley Personality Inventory appeared 
to measure depression as well as neuroticism 
and that certain symptoms of depression were 
related to aspects of the basic personality. 

The results of the present study suggest that 
patients’ answers to questions designed to elicit 
information about subjective assessments of 
change of mood, outlook on the world and self 
(and similar changes probably dependent on 
environment, upbringing, education and cul- 
ture) appear to be related to their answers to 
questions designed to assess personality traits. 
Answers to questions relating to changes in 
innate function did not relate to personality, 
although they showed an adequate capacity to 
assess depressive illness and its severity, as shown 
by the level of correlation with the total gcore 
for the Beck Depression Inventory. 
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When the physical component was depleted 
of the functional shift symptoms, the! scores 
continued to show a positive, significant correla- 


tion with neuroticism scores and with the Beck © 


Depression Inventory as a whole. When all 
functional shift symptoms were restored to this 
component, the correlation with.N and Egcales 
became insignificant, and the correlation with 
the total Beck Depression Inventory score was 
also reduced. From these findings, the score 
showing the best relationship with the total 
Beck Depression Inventory scores, yet showing 
no correlation with the personality test, was the 
total Depressive Functional Shift score, in 
which the classical biological symptoms of 
depression were assessed. 

These findings as a whole suggest that the 
Beck Depression Inventory may be measuring 
personality factors reflecting the underlying 
illness process rather than estimating the process 
itself. The relatively high correlation of the 
Life Values Component with the Beck De- 
pression Inventory may indicate that the Beck 
Depression Inventory is measuring a change in 
outlook, coloured by the basic personality, as a 
part of the depressive process. 

As patients were tested during their depressive 
illness and not after recovery, the consequent 
limitations need consideration. From the work 
of Coppen and Metcalfe (1965), the main 
difference in the Maudsley Personality Inven- 
tory scores likely to be obtained by testing the 
patients after recovery rather than when ill is a 
higher N score. E scores have shown little 
variation between illness and recovery. Although 
variation between individual patients in dis- 
parity between ‘illness’ and ‘recovery’ N scores 
could have been expected, there is no reason to 
think that the correlation of ‘recovery’ N scores 
(although at different absolute levels) with 
Beck Depression Inventory scores would have 
been less significant. This remains to be con- 
firmed in practice. 

If these conclusions are correct, and if a 
majority of the psychological symptoms of 
depressive illness are derived from premorbid 
personality attributes disturbed by the de- 
pressive process, the significance or weighting 
given to the presence (or absence) of these 
symptoms must depend on the patient’s pre- 
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vious personality, whereas the significance given 
to disturbed innate mechanisms (the functional 
shift) is absolute and independent of premorbid 
personality. 

Possibly in a culturally homogeneous popula- 
tion purely psychological symptoms of de- 
pression will assume certain forms and patterns 
which, being present in the majority of patients, 
become accepted as diagnostic features of the 
illness by convention. Within a given culture, a 
uniform upbringing and education would never- 


theless be expected to produce a wide variety of 


traits due to genetically determined, varying 
individual potential for trait acquisition. If 
depressive illness develops, the psychological 
symptoms and features arising from this varia- 
tion could be regarded as descriptive of the 
clinical picture once diagnosed rather than 
primary diagnostic indicators, and such a 
hypothesis could explain the difference in 
expression between personality-linked psycho- 
logical symptoms of depressive illness and the 
physiologically-linked symptoms and signs. 

Between cultures, diagnostic difficulties in- 
crease commensurately, and it is therefore 
suggested that the disturbances of innate func- 
tion may form the most valid indicator of 
depression, whereas the psychological symptoms 
perhaps form an equally valid indicator of the 
effect of the illness on the patient’s premorbid 
personality traits. 
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Premenstrual Affective Syndrome and Affective Disorder* 


By RICHARD D. WETZEL, THEODORE REICH, 
JAMES N. McCLURE, Jr. and JEFFREY A. WALD 


Summary. Sixty-four per cent of 874 freshmen and sophomore women sent 
questionnaires about premenstrual and menstrual symptoms returned them. 
They differed from those not returning the questionnaires only in year of school. 
As predicted, women reporting premenstrual affective symptoms were more 
likely than those who did not report them to seek psychiatric care at the Student 
Health Service and to be diagnosed as affective disorder at the service. 


INTROMUCTION 


The prefRenstrual occurrence or exacerbation 
of affective symptoms has been noted (Dalton, 
1964) This may be severe enough to require 
admission to hospital (Dalton, 1959; Janowsky 
ef al., 1966; McClure et al., 1971). Coppen 
(1965) presented data showing that women 
with affective disorder are more likely to report 
premenstrual depression than women with 
other psychiatric disorders. Kashiwagi et al. 
(1974) reported a significant association be- 
tween clinical depression and the report of a 
history of premenstrual affective symptoms. 
These papers suggest that the occurrence of 
affective symptoms premenstrually may indicate 
a susceptibility to develop clinical depression 
under appropriate stress (interpersonal, psycho- 
logical or biochemical). 

In order to test this hypothesis that there is 
a relationship between the reporting of pre- 
menstrual affective symptoms and the later 
development of clinically important affective 
disorder, it was decided to study a group of 
normal college women. It was reasoned that if 
the hypothesis were true, women reporting 
premenstrual affective symptoms prior to the 
start of their college careers would: 

(1) Seek psychiatric treatment more fre- 

quently during their college career than 

x other women; and 


*This study was supported in part by USPHS grants 
MH13002, MHoo52, MH25521. 


aig 


(2) Be more likely when treated to be diag- 
nosed as affective disorder than other 
women. 


METHOD 


During the summer of 1968 questionnaires 
were mailed out to all prospective freshmen 
and sophomore women at Washington Univer- 
sity.in St. Louis, Missouri. The questionnaire 
used a multiple choice format. It covered 
personal history, including depressions and pre- 
menstrual and menstrual symptoms, and atti- 
tudes toward menses. Inquiry was also made into 
family history of premenstrual and menstrual 
symptoms and emotional problems. 

Those questionnaires that were returned 
were coded by one of us (J.W.), who had no 
access to any other clinical information about 
the subjects. The diagnosis of premenstrual 
affective syndrome was made by a computer 
program based on the criteria specified by 
Kashiwagi et al. (1974). 

The Kashiwagi criteria require the presence 
of symptoms in both groups A and B and either 
C or D for probable, and both C and D for 
definite premenstrual affective syndrome. 


A, One or more of: 
1. Sad, ‘blue’, or depressed 
2. Tense or nervous 
3. Crying easily 
4. Decreased energy 
5. Increased energy or mood 
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B. One or more of 
1. Swelling of legs 
2. Swelling of abdomen 
3. Tenderness of breasts 
4. Weight gain 

C. Subjective rating that symptoms interfere 
with one’s life 

D. Report that others are able to recognize 
when subjects are about to have their 
periods on the basis of behavioural change. 


The roster of names of women sent the 
questionnaire was checked against the files of 
the psychiatric service of the Washington 
University Student Health Service. The charts 
of all subjects seen in psychiatry were pulled, 
reviewed, and coded for the presence or absence 
of an affective syndrome (primary or secondary, 
Robins et al., 1972) by the other three authors, 
all of whom were blind to questionnaire con- 
tents. ‘The chart review was done during the 
summer and fall of 1972, or four years after the 
return of the questionnaires. 

The -05 level of significance was accepted for 
statistical tests. Since the direction of the 
relationship was specified, it was felt appropriate 
to use one-tailed tests of statistical significance. 


RESULTS 

The 874 subjects receiving the questionnaires 
included 579 prospective freshmen and 322 
women expected to return as sophomores. In all, 
589 (64 per cent) of the questionnaires were 
returned. Prospective freshmen returned 71 per 
cent of their questionnaires, while sophomores 
had a return rate of 54 per cent (p < +05). 

This was expected, since freshmen receive 
many forms and questionnaires to fill out and 
return prior to registration, while sophomores 
do not. Except for class membership, those who 
returned and did not return the questionnaires 
were quite similar. No differences were noted 
in ability tests, grade point average, percentage 
visiting the psychiatric service, or the magpose 
received at the psychiatric service. 

Of the 874 subjects, 135 had been seen in 
the psychiatry service in the four year interval 
between return of the questionnaire and chart 
review. Of the 589 who had returned question- 
naires, 558 actually began classes at the Uni- 
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versity. Of that number, 92 had been seen at 
the psychiatry clinic. Table I shows both the 
percentage of students seen in psychiatry and 
the diagnoses received there for two groups of 
women students, one group meeting either the 


` probable or the definite criteria for premenstrual 


affective syndrome, the other failing to meet the 
criteria. None of the women in either group 
attended the clinic primarily for symptoms 
relating to premenstrual or menstrual com- 
plaints. Women originally reporting probable 
or definite premenstrual affective syndrome were 
significantly more ‘likely to attend the clinic 
(20 per cent vs. 14 per cent) and more likely to 
present with affective disorder (depression, 
hypomania or mania). During the four-year 
follow-up period, 40 of the 223 (18 per cent) 
of the premenstrual affective syndrome group 
presented with affective disorder, compared to 
35 of 335 (10 per cent) of the rest (z = 2°59, 
p < ‘ol, two-tailed). 


TABLE I 


Premenstrual affective syndroma as a predictor of visits to 
the student health psychiatric service and of diagnosis at 


the seroice 


N 
Total visited Y% 


N clinic 
A. Visits 
No premenstrual affec- 
tive syndrome . 335 47 14* 
Probable or definite pre- 
menstrual affective a 
drome .. 223 45 20 


* z = 1°92, 1 tailed test, p < 08. 


N with 
Total affective % 
N disorder 
B. Diagnosis 
No premenstrual affec- 
tive syndrome . 47 35 75 
Probable or definite pre- 
menstrual affective ya 
drome .. 45 40 89 


** z = 1-78, p < 05, 1 tailed test. 
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Discussion 


Earlier reports (Dalton, 1959; Dalton, MA 
Coppen, 1965; Janowsky et al., 1966; McClure 
et al, 1971; Kashiwagi et al., 1974) “have 
suggested an association between premenstrual 
affective symptoms and clinically significant 
affective disorder. This study has further 
confirmed the relationship by showing that the 
presence of premenstrual affective symptoms of 
sufficient severity to interfere with a woman’s 
life or to be recognizable to others predicts later 
seeking of psychiatric care for affective disorder. 

The hypothesis that premenstrual affective 
syndrome represents a susceptibility to signifi- 
cant affective disorder is not the only hypo- 
thesis in the literature. Coppen and Kessel 
(1963) have shown a relationship between 
neuroticism as measured by the Maudsley 
Personality Inventory (Eysenck, 1962) and pre- 
menstrual tension. The Maudsley neuroticism 
scale was developed on obsessive-compulsive, 
anxiety, hysteric and phobic neurosis groups 
pooled together. As a result, on the Maudsley 
each of these groups receive an equally high 
neuroticism score. If premenstrual affective 
syndrome were primarily due to neuroticism, 
one would also expect more women with the 
syndrome to seek psychiatric treatment, but 
would not expect a difference in the diagnoses 
received such as we found. Only one of the 17 
women given diagnoses other than affective 
disorder had a psychosis; the rest had neurotic 
disorders (without depression), situational re- 
actions, or rarely character disorders. 

The relationship between premenstrual affect- 
ive syndrome (defined by the Kashiwagi et al. 
criteria) and clinical affective disorder appears 


to have some generality. The association in a 
clinical population was quite marked in the 
data reported by Kashiwagi et al. The same 
association, although not as marked, has now 
been observed in a normal population. Since the 
sample studied by Kashiwagi was primarily 
black, of lower socio-economic class and middle 
aged, whereas the sample used in this study was 
white, middle class young adults, the relation- 
ship between premenstrual affective syndrome 
and clinical affective disorder seems to hold 
across significant variation in race, education, 
socio-economic class and age. 
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Summary. A replication study of the REEE of. singis"aight sleep deprivation 
therapy wis carried out as a preliminary -to a controlled comparison with 
orthodox antidepressant measures. The’ results show, that sleep deprivation 
therapy was acceptable to a majority of the patients studied, and was followed by 
an improvement in over half those who completed treatment. Adverse effects 
were minimal, The authors feel that further clinical and physiological study is 


warranted. 


INTRODUCTION 


Sleep deprivation can induce a psychotic 
state: insomnia is a frequent complaint of 
depressed patients. It is therefore doubly 
surprising that sleep deprivation should be 
considered as being of benefit in depression. 
That this might, nevertheless, be the case was 
suggested by Schulte (1969), who described 
three patients who felt noticeably better after 
completely missing a night’s sleep. The first 
therapeutic trials of single-night sleep depriva- 
tion were reported by Pflug and Tolle (1969, 
1g7ia, 1971b), who studied psychotic and 
neurotic depressive in-patients, together with 
normal subjects. All the participants were drug- 
free, some however for only 24 hours, and were 
kept awake on the pretext of an ophthalmolo- 
gical examination. The psychotic depressives 
tolerated the procedure well and all improved. 
In contrast, the normal subjects and most of 
the neurotic depressives were unaffected or felt 
worse. Further work suggested that out- 
patients could be effectively treated (Pflug, 
1972). In a recent account of his experience of 
over 100 depressives, Pflug (1973) stated that 
. improvement tended to begin during the last 
third of the night, and was not related to the 


* An expanded version of a paper presented at the 
Annual Meeting of the Royal College of Psychiatrists, 
London, July 1974. 


. sex or age of the patient, nor to the severity of 


the depression. The course of the illness follow- 
ing sleep deprivation varied. However, the 
introduction of antidepressant medication and/or 
further sleep deprivation usually brought abouta 
sustained remission. Adverse effects were rare 
but included hypomanic episodes, and in one 
patient an intensification of paranoid attitudes. 

Sleep deprivation therapy has been adopted 
by a number of European psychiatrists; how- 
ever, as yet, few have published their findings. 
Lit (1973) deprived 39 depressed patients of 
sleep, some on several occasions. Thirteen 
recovered completely, the same number showed 
a partial improvement, 8 were unaffected and 
5 felt worse. Psychotic depressives showed the 
best responses, neurotic depressives and de- 
pressed schizophrenics did less well. The elderly 
and the physically ill tolerated the procedure 
poorly. Ostenfeld (1973) became interested in 
sleep deprivation on the basis that sleep may 
interrupt the frequently observed improvement 
in mood over the latter half of the day. Patients 
with psychotic depression were kept awake 
during the night and allowed to sleep freely 
during the day. In spite of encouraging results, 
treatment had to be curtailed owing to lack-of 
co-operation. Recently, Voss and Kind (1944) 
reported that 8 out of 13 depressed out-patients 
improved for up to several weeks following a 
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sleepless night, and confirmed that improve- 
ment is more likely to occurs in psychotic 
depression. Finally, van den Burg? and van 
den Hoofdakker (1974) studied : rq. -psychotic 
depressives deprived of sleep ` on {Wp nights 
separated by a normal night. All patients were 
drug-free prior to the first sleeplegsanght, and 
were assessed by psychiatrists unaiya’ “of the 
stage of treatment. These author¢ ‘observed 
that sleep deprivation appeared to induce an 
improvement which began in the early morning, 
continued throughout the day arid then waned 
following the night’s sleep. Overall improve- 
ment, one dag after the second sleepless night, 
was minimal, 

The effects of partial sleep deprivation have 
also been’ investigated. With the aid of al- 
night EEG recordings, Vogel et al. (1973) 
deprived psychotic and neurotic depressives of 
REM sleep. A control group were woken during 
other sleep stages. This was carried out for up 
to six consecutive nights, following which one 
night’s uninterrupted sleep was allowed. This 
sequence was repeated several times. The 
patients were not prescribed antidepressants 
and, in common with their assessors, were 
unaware of the treatment received. Improve- 
ment was most marked in the psychotic de- 
pressives deprived of REM sleep, and appeared 
to be related to the development of a rebound 
increase in REM sleep during the undisturbed 
nights. 

The above reports and a number of personal 
communications suggest that single-night sleep 
deprivation therapy can be of benefit in some 
cases of psychotic depression and rarely gives 
rise to adverse effects. However, it is not known 
how sleep deprivation therapy compares with 
orthodox measures under controlled conditions. 
It was as a prelude to investigating this that we 
embarked on a replication study at the Maudsley 
Hospital. For ethical reasons, and to allow full 
flexibility regarding the number and frequency 
of sleepless nights and the additional use of 
medication, the study was conducted in an 
open, uncontrolled fashion. 


SUBJECTS 
‘During the six-month period beginning 
November 1973, sleep deprivation therapy was 
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given to 46 patients. Of these 5 were regarded 
as suffering from neurotic depression and 2 
had anorexia nervosa; these patients will not 
be considered here. 

The 39 subjects of this report all exhibited 
inappropriate depression of mood and at least 
two of the following: a diurnal variation in 
mood, pathological guilt, anergy, loss of 
appetite, and early waking. Their ages ranged 
from 22 to 66 yearsí sb were female, and 7 
were in-patients. À history of previous episodes 
of affective disorder was given by 21 patients, 
but only 2 had experienced hypomania. 
The duration of the presenting illness ranged 
from one month to 30 years (median 2 years). 
At some stage in the illness one patient had 
had a prefrontal leucotomy, 10 were given ECT, 
33 were prescribed tricyclic antidepressants, 
and g a monoamine oxidase inhibitor. Thirty- 
two patients were taking antidepressant medica- 
tion at the time of commencing sleep deprivation 
therapy. Two patients had never received 
antidepressants. None were showing any signs 
of improvement. 


METHOD 


The patients, who were aware of the purpose ` 
of the therapy, were told that this entailed their 
staying completely awake from the time they 
usually rose until their normal bed-time the 
next day. The sleepless nights were spent in the 
hospital, in general at weekly intervals. Up to 
eight patients were treated at a time. They 
were fully ambulant and were kept awake by 
simple diversions such as conversation, games, 
music, and walks. At least one nurse was 
present throughout the night, and whenever 
possible the out-patients were seen by one of 
us before they went home or to work. Unless 
there was sufficient improvement to allow the 
dosages to be reduced, medication was kept 
constant throughout the course of sleep depriva- 
tion therapy. For obvious reasons, however, 
nocturnal medication was omitted on the 
sleepless nights. 

Progress and outcome were assessed clinically 
and by a self-rated depression scale (Snaith et al., 
1971). The response to treatment was rated 
globally as ‘poor’ (a deterioration or no change), 
‘good’ (a moderate improvement), or ‘excellent’ 
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(a marked improvement or complete recovery). pa Taste I 

Patients whose improvement lasted for less than Patients withdrawing from treatment 
two weeks following the course of sleep depriva- — 

tion therapy were rated as unchanged, as were -No.of 


those who showed a transient uplift after Sex Age S.D. Reason given by patient 
individual sessions. 








F 53 ı Disliked the treatment 
l : i ; F 54 I Disliked the treatment 
Eleven: patients did not complete the trial, M £ a. “Preatnentantedtered wiih 
for the reasons stated in Table I. The remaining employment 
28 received from one to 14 sleep deprivations. M 27 . 1 oe interfered with 
Their responses to treatment and other data COPYN o 
are set out in Table II. As Table III shows, no Me 38 3 Ae a aaa became 
statistically significant relationship was demon- F 54 i Admitted eëwhere Tor 
strated between outcome and any of the longstanding physical disorder 
variables contained in Table II. F 45 1 Had to look after sick husband 
Adverse effects included transient headaches F 39 i ea find regular 
and mild gastro-intestinal disturbances. One M gy ı Failed appointment 
patient became markedly agitated during the M 29 2 Failed appointment 
course of the sleepless night. This persisted for 
TaBe It 
Patients completing treatment 
Sex Age Previous episode Present episode No. of S.D. Outcome 
M 56 5y. I Excellent 
F 35 4m. I Poor 
F 53 7 yt. II Good 
M 59 Bipolar 2 y. 10 Good 
M 52 Bipolar I m. II Poor 
F 54 , 6 y. 2 Good 
M 53 Unipolar 2 y. 3 Excellent 
M 55 Unipolar 4m. 4 Poor 
M 58 Unipolar 2y. 6m. I Good 
M 61 Unipolar 2 y. 3m. I Excellent 
F 46 Unipolar I y. 2 m. 9 Good 
M 29 Unipolar gm. 8 Poor 
F 52 30 y. 8 Poor 
F 29 6 m. 8 Good 
M 22 8 m. 2 Excellent 
E 48 12 y. 5 Poor 
M 42 7Y- 6 Poor 
r 46 : 3 y- I Poor 
F 42 Unipolar 2 y. I Poor 
M 37 , 3 y. 8 Good 
M 53 Unipolar 4 y- 8 Poor 
F 39 Unipolar 7y. 12 Good 
F go l I y. 2 m. I Good 
M 57 Unipolar 2 y. 14 Excellent 
F 47 Unipolar Im. 4 Good 
F 66 4 y. 5 Poor 
F 50 Unipolar 14 y. I Good 
M 47 Unipolar 6 m. I Good 
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Taste ITT 
Response to treatment 
Poor Good Excellent 
All patients .. cé s z II - 12 5 
Sex 
Male ya si “4 5 4 5 
Female sé ea za 6 8 o Chi? = 3°95 p > +05 
Age 
< 50 years .. m p 6 8 I 
>50 years .. T 2 5 4 4 Chi? = 1-56 p> *05 
Previous affective illness 
Present i 5$ a 5 7 3 
Absent aa y T 6 5 2 Chi? = 0-08 p> ‘05 
Present episode 
& 2 years : y ay 5 6 3 
>2 years .. a pi 6 6: 2 Chi? = 0:08 p> '05 
Mean no. of treatments per patient .. 53 5°9 4'2 F =0°g1 p> o5 


some days, and she became more depressed. 
However, she subsequently responded to psycho- 
tropic medication, whereas previously she had 
failed to do so. A second patient felt anxious 
and tense following alternate sleep-deprivations, 
but her depression of mood gradually improved. 

Finally a male patient with a history of 
bipolar affective disorder became mildly hypo- 
manic for a few days after his first sleepless night. 
This settled spontaneously, but his depression 
was unaffected by further sleep deprivation. 

The duration of response varied. To date, 8 
patients have relapsed from three weeks to 
three months after treatment. However, 7 
patients remained improved, having completed 
treatment from three to six months ago. Two 
patients who were well when last seen no longer 
attend the hospital. 


DISCUSSION 


Two points emerge from the above. Firstly, 
most of the patients were able to persevere with 
treatment, and of those who withdrew less than 
half did so because they disliked the procedure. 
Secondly, an improvement followed sleep 
deprivation in most of those completing treat- 
ment: in only one case was sleep deprivation 
followed by a deterioration. Since no informa- 
tion exists as to the optimum frequency at which 
to administer treatment, the number of sleepless 
nights beyond which one abandons hope, or the 


value of concurrent antidepressant medication, 
it is difficult at this stage to draw any conclusions 
from our failure to demonstrate a significant 
relationship between the number of treatments 
and outcome. One possible explanation, which 
requires verification under more rigorous condi- 
tions, is that responders fall into two categories: 
those showing a rapid, sustained improvement 
after a single treatment and those who show a 
gradual change over several. 

Whilst still suggesting that single-night sleep 
deprivation could play a part in the manage- 
ment of psychotic depression, our results are 
less impressive than elsewhere. This could have 
arisen from a selection-bias in favour of the 
more resistant cases. Another possibility, already 
alluded to, is that more would have benefited 
had we persevered with treatment or admini- 
stered it more often. Finally, some of the out- 
patients may not have stayed awake after 
leaving the hospital. 

Before accepting the efficacy of sleep depriva- 
tion, other factors must be considered. A placebo 
effect, such as is shown in trials of antidepressant 
medication, cannot be discounted, as the 
patients were aware of our expectations and 
received more attention than usual. Secondly, 
psychotic depression can remit spontaneously, 
and, furthermore, most of our patients were 
taking medication, though generally they had 
been doing so for some time and without 
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benefit. Finally, group processes could have 
been important. Some patients felt better after 
a night spent in a pleasant atmosphere; others 
took the opportunity to air their problems, but 
not all found this helpful. 

The mechanism of action of sleep deprivation 
therapy is not known. Pflug believes it interrupts 
abnormal physiological rhythms, and is investi- 
gating this hypothesis. However, Vogel has 
shown that REM deprivation and subsequent 
‘REM pressure may be responsible. None of 
our patients reported any alteration in dream 
content or frequency; however, dream-recall 
can be highly unreliable. Both Pflug’s hypo- 
thesis and that suggested by Vogel accord with 
reports that continuous narcosis can be of 
benefit in depression. Finally, animal studies 
suggest that sleep deprivation can increase brain 
monoamine levels, but it seems likely that this 
is due to stress (Radulovacki, 1973). Our 
experience suggests that more than one mechan- 
ism may be operating. Of our patients who 
improved, some did so gradually, others 
suddenly on waking from the next night’s sleep. 
The latter response was the less common but of 
greater depth and duration. 

In conclusion, we believe that sleep-depriva- 
tion therapy may be of value in psychotic 
depression. Further study appears warranted 
both to assess its effectiveness under controlled 
conditions and to elucidate its mechanism of 
action. 


ACKNOWLEDGEMENTS 


All the patients were under the care of Dr. Denis Leigh, 
who suggested that this study should be carried out and 
provided invaluable encouragement and advice. Thanks 


S. Bhanji, M.B., B.S., M.R.C.Paych., 


G. A. Roy, B.A., M.B., B.Chir,, M.R.C.P., M.R.C. Psych., 


are also due to the riursing staff of the Maudsley Hospital, 

without whose erithusiasm treatment would have been 

impossible. l 

REFERENCES 

Bure VAN DEN, W. & HoorpaAKxKEeR VAN DEN, R. H. Two 
nights of total sleep deprivation as an antidepressant 
treatment. In preparation. 

Lrr, A. C. (1979). Elektroshock en slaaponthouding. 
Tidjschrift o. Psychiat., 2, 56-64. 

OsTENFELD, I. (1973) Behandling af endogene depressioner 
med sovnberovelse. Ugeskr. Laeger, 135, 2692-3. 
Priua, B. (1972) Uber den Schlafentzug in der ambu- 
lanten Therapie endogener Depreasion. Der Nervenarzt, 

43, 614-22. 

——— (1973) Therapeutic aspects of sleep deprivation. 
First European Congress on Sleep Research. Basel, 1972, 
pp. 185-91. 

——— & Torr, R. (1969) Die Behandlung endogener 
Depressionen durch Schlafentzug. Zentralblatt für dis 
Gesamte Neurologie und Psychiatrie, 196, 7. 

——— — (1971) Therapie endogener Depression durch 
Schlafentzug: praktische und theoretische Konse- 
quenzen. Der Nervenarzt, 42, 117-24. 

(1971) Disturbance of the 24-hour rhythm in 
endogenous depression and the treatment of endo- 
genous depression by sleep deprivation. International 
Pharmacopsychiatry, 6, 187-96. 

Rapu.ovaagl, M. (1973) Comparison of effects of para- 
doxical sleep deprivation and immobilization stress on 
5-hydroxyindoleacetic acid in cerebrospinal fluid. 
Brain Research, 60, 255-8. 

ScasuLtTs, v.W. (1969) In Das Depressive Syndrom (eds. 
Hippius and Selbach). Munich. 

Snarrs, R. P., Amen, S. N., Mgara, S. & Hamitton, M. 
(1971) Assessment of the severity of primary de- 
pressive illness: Wakefield self-assessment depression 
inventory. Psychological Medicine, 1, 149-9. 

Voore, G. W., THompson, F, C., THurmonp, A. & 
Rivers, B. (1973) The effect of REM deprivation on 
depression. Psychosomatics, 14, 104-~-7- 

Voss, A. & Kmp, H. (1974) Ambulante Behandlung 
endogener Depression durch Schlafentzug. Praxis, 63, 
564-5. 





Senior Registrars, The Maudsley Hospital, London, SE5 8AZ 


(Received 10 October 1974) 


Brit. J. Psychiat. (1975), 127, 227-30 . 


oe" 


A Double-Blind Trial of Intravenous Thyrotrophin-Releasing 
Hormone in the Treatment of Reactive Depression 


By L. E. J. EVANS, P. HUNTER, R. HALL, MOIRA JOHNSTON 
and: V. MATHEW ROY 


Summary. In a double-blind trial 600 ug. of thyrotrophin-releasing hormone 
(TRH) was compared with placebo given daily for four days to two groups of ten 
patients. There was no significant difference between the antidepressant effects 


of TRH and placebo. 


INTRODUCTION 

It has been suggested that thyrotrophin- 
releasing hormone (TRH) has an antidepressant 
effect when given intravenously (Kastin et al., 
1972; Prange et al., 1972). Two recent studies 
of its use intravenously in the treatment of 
‘serious’ and ‘severe’ depression have not 
confirmed these initial findings (Ehrensing et al., 
1974; Coppen et al., 1974). There has also been 
a report of its efficacy when given orally (van 
der Vis-Melsen eż al., 1974); but a further study 
using oral TRH (40 mg. daily for at least one 
week) has shown it to be no more effective than 
placebo in treating depressing (Mountjoy ei al., 
1974). The apparent potential of intravenous 
TRH as an antidepressant led us to conduct 
this investigation on patients suffering from 
reactive depression, as this group of patients 
has not been defined and studied in previous 
investigations. 


PATIENTS AND METHODS 

A double-blind study of 600 yg. of intra- 
venous TRH against placebo was designed. 
Out-patients were referred from two general 
practices in the Newcastle area. They were all 
suffering from reactive depression as diagnosed 
by the practitioner and confirmed by psychiatric 
assessment and the Roth and Gurney Rating 
Scale (Gurney, 1971). All had a history of 
depression of more than one week’s duration, 
and none had received treatment with psycho- 
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tropic medication for at least one month prior 
to referral. During the trial none was receiving 
any other medication. Entry to the trial was 
confined to patients scoring more than 10 on the 
Hamilton Rating Scale (H.R.S.) (Hamilton, 
1960) as assessed by one psychiatrist using 
only the first 17 items on the scale. All subse- 
quent ratings on the H.R.S. were confined to 
these 17 items. Patients were men and women 
between the ages of 20 and 60, and all were 
clinically euthyroid; any with clinical evidence 
of cardiac or thyroid disease were not included. 

At the start of the first interview patients were 
asked to complete the 100 mm. line test (Aitken, 
1969; Zeally and Aitken, 1969). They were then 
assessed clinically for reactive depression, in- 
cluding the items on the Roth and Gurney 
Scale. Next these were rated on the H.R.S., 
and following this they were given the Wake- 
field Self-Assessment Depression Inventory 
(W.S.A.D.1.) (Snaith et al., 1971). They were 
randomly allocated and on a double-blind 
basis given either four daily injections of 
600 pg. T.R.H. or four daily injections of an 
equal volume of placebo (physiological saline) 
on consecutive mornings at approximately the 


same time. The psychiatrist was not present 


during the injections and refrained from any 
discussion of the patient’s subjective experience 
relating to them. No other treatment was given 
during the trial. Patients were given a number 
of roo mm. line test forms and instructed to 
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complete these after the first injection and at 
one hour, three hours, six hours and nine hours 
following the injection. Each of these tests was 
on a separate form which the patients were 
instructed to seal in an envelope immediately 
the test was completed. The same procedure was 
carried out after the fourth injection. Approxi- 
mately twenty-two hours after the first and 
fourth injections further psychiatric assessments 
were made with the 100 mm. line test, the 
H.R.S. and the W.S.A.D.I. 


A DOUBLE-BLIND TRIAL OF INTRAVENOUS THYROTROPHIN-RELEASING HORMONE 


RESULTS 

The results are summarized in Tables I, II 
and III. As one patient in the control group 
failed to complete the 100 mm. line tests, there 
are only nine patients included in that group 
in Table J. The mean scores are shown for this 
test in both groups, lower scores showing an 
improvement in the depression. It can be seen 
that placebo is slightly superior to T.R.H. in 
the short term, but in the long term both groups 
show a similar response. 


TABLE I 


Effect of TRH or placebo on 100 mm. line test (falling scores indicate improvement) 


Before 
Ist 


After 1st injection 


Before 
and 


Before 
grd (final) 


After 4th injection 


assessment is hr. 3 hrs. 6 hrs. g hrs. assessment ı hr. g hrs. 6 hrs. o hrs. assessment 


TRH group 
(n = 10) 4r-0% 40°9 46:5 50°8 49-1  37'8 36:8 33:3 38:6 33°55  2r'9 
Placebo group 
(n = 9) 40°3 46'2 25'6 43'0 25'0  35'9 303 24°7 20°3 160o 22'5 
* Mean values are recorded. 
TABLE HI 
Effect of TRH or placebo on Hamilton rating scale (falling scores indicate improvement) 
Assessments Improvement score 
(difference between t 
I 2 3 1 and 3) 
TRH group (n = 10) 19°5* 11°8 g°8 9°7 
S.D. =g -86 0:9158 
N 
Placebo group (n = 10) .. 18-0 10°7 10°0 8-0 
S.D.=4°4221 


* Mean values are recorded. 


‘TABLE 


IHI 


Effects of TRH or placebo on Wakefield Self-Assessment Depression Inventory ( falling scores indicate improvement ) 


Assessments Improvement score 
(difference between t 
I 2 3 1 and 3) 
TRH group {n = 10) 23 °8* 19°83 16+1 7°7 
S.D. = 6-53928 0°1795 
Placebo group {n = I0) .. 22°3 17°O I4'I 8-2 N.S, 
S.D. = 5:+go02g 


* Mean values are recorded. 
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In all the patients there was an improvement 
as shown by the H.R.S. This improvement was 
also shown on the W.S.A.D.I. in all but two 
patients: one patient on TRH showed a slight 
deterioration, and one on placebo remained 
unchanged. The improvement score was judged 
to be the difference between the first and last 
ratings on these two tests. The difference 
between the mean improvement scores of the 
TRH group and the placebo group did not 
reach a level of statistical significance on either 
scale. A correlation between the improvements 
on the H.R.S. and the W.S.A.D.I. was noted 


(r = 0°6757, p 0'1). 


DISCUSSION 


These results indicate that intravenous TRH 
is no better than saline in the treatment of 
reactive depression. Similar results have been 
obtained by Mountjoy et al. (1974) in the 
treatment of depressive illness comparing oral 
TRH with placebo; and more recently by 
Ehrensing et al. (1974) who gave 1,000 ug. of 
TRH or saline intravenously for three days, on 
a double-blind basis, to eight patients suffering 
from ‘serious’ depression. From the case reports 
it seems that the condition would probably be 
diagnosed as endogenous depression in this 
country. Following this all their patients were 
given intravenous TRH 1,000 yg. for a further 
seven days. They found that the group receiving 
saline showed the greater improvement; only 
one patient improved substantially when re- 
ceiving TRH. Coppen et al. (1974), giving one 
intravenous injection of 600 ug. TRH or saline 
on a double-blind crossover basis to severely 
depressed patients, showed that there was no 
significant improvement after injection. 

Kastin st al. (1972) administered 500 pg. of 
TRH intravenously on three successive days 
and showed that this produced a transient 
improvement in two patients who were in the 
depressive phase of a manic-depressive illness 
and three who had involutional depression; the 
duration of this improvement varied from three 
hours to six days after the injection. These 
patients showed no improvement when given 
intravenous saline. 

Prange et al. (1972) showed that an intra- 
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venous injection of 600 ug. of TRH produced a 
transient improvement in ten female patients 
suffering from unipolar depression; they found 
that TRH was superior to saline in relieving 
depression in this group and that saline was 
never superior to TRH. Our results do not 
confirm either of these findings: in the short 
term (i.e. the nine hours following injection), 
TRH did not produce an improvement in 
depression, whereas those reactively depressed 
patients given saline showed a slight improve- 
ment over the same period. After four days of 
injections and 22 hours following the last injec- 
tion, both groups of patients showed an improve- 
ment which was not significantly different. 
This improvement was noted on all three rating 
scales, although the 100 mm. line test has not 
been subjected to statistical analysis. A correla- 
tion between the H.R.S. and W.S.A.D.I. was 
also noted. 

A suggested explanation for these findings is 
that the patients responded to the time and 
attention given to them during the course of 
the trial. They received medical attention of 
some sort on each of five consecutive days, and 
on three of these days they underwent assess- 
ment with psychiatric rating scales. 

It seems likely that this attention had given 
the patients a considerable degree of support, 


` thereby helping to relieve their depression, which 


in all cases had been reactive to environmental 
stresses. We consider that it is not likely that 
they would have shown this degree of recovery 
in the same time had they not been included 
in this trial, as their symptoms had persisted 
for at least one week and in most cases for a 
considerably longer period. There was no 
substantial change in the environment which 
had produced the stress causing the patients’ 
symptoms, except in one case. Clearly the 
TRH contributed no more than the physio- 
logical saline to their improvement. 
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Bleuler and Schizophrenia 


~ -By DAVID E. RASKIN 


Eugen Bleuler has had a major influence 
on American psychiatry. His theory of schizo- 
phrenia, linking descriptive psychiatry to 
Freud’s psychoanalytic concepts, has had an 
important influence on diagnosis and treatment, 
especially in America. This paper will sum- 
marize first some textbook descriptions of 
Bleuler’s contribution and then some major 
issues which Bleuler discusses in his book 
Dementia Praecox, or the Group of Schizophrenias. 
I hope to demonstrate that the textbook 
accounts do not adequately describe the com- 
plexity and ambiguity of Bleuler’s approach. 


TEXTBOOKS ON BLEULER 

Mayer-Gross, Slater and Roth (1) state that 
Bleuler thought that loosening of the associations 
was the primary and fundamental disturbance. 
Other primary symptoms were weakening of 
the will, emotional stiffness, and ambivalence. 
Delusions, hallucinations and catatonic symp- 
toms are considered to be secondary or accessory 
symptoms. ‘Autism is placed somewhere be- 
tween those two groups in Bleuler’s system, and 
freely used to explain other symptoms.’ ‘Bleuler 
was on the search for a fundamental disturbance, 
hoping that the symptoms could then be 
explained as the reaction to it of the patient’s 
mind.’ (1) (p. 243). 

Detre and Jerecki (2) interpret Bleuler as 
stating that splitting or fragmentation is the 
characteristic feature of schizophrenia. Funda- 
mental symptoms are association disturbances, 
affectivity disturbance, morbid ambivalence, 
‘and a predilection for fantasy and autism. 
These symptoms, they state, are also called 
basic or primary symptoms. 

Kolb (3) also mentions the importance of 
splitting. Primary symptoms are direct mani- 
festations of a hypothetical somatic morbid 
process. They are listed as association diff- 
culties, affective disturbance, ambitendence 
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and ambivalence, and autism. Secondary symp- 
toms are psychically determined. They include 
delusions, hallucinations, mannerisms, catatonic 
symptoms, and deterioration. Secondary symp- 
toms represent an adaptation to the primary 
disturbance. 

According to Redlich and Freedman (4), 
Bleuler felt schizophrenia to be essentially an 
organic disease, although he described it in 
psychological terms. Primary symptoms cannot 
be observed directly; the familiar observable 
symptoms are secondary. These are either direct 
consequences of the primary symptoms or 
attempts at restitution. Bleuler divided 
secondary symptoms into fundamental symp- 
toms, which only occur in schizophrenia, and 
accessory symptoms, which are found in other 
diseases in addition to schizophrenia. 

Lehmann, in Freedman and Kaplan (5), says 
that Bleuler described three primary symptoms 
of schizophrenia: disturbances of associations, 
affectivity, and initiative. Lehmann refers to 
the ‘4 A’s’: associations, affect, autism and 
ambivalence. 

It is clear that each major textbook presents 
its own interpretation of Bleuler. The terms 
fundamental-accessory, and primary-secondary 
are used differently in each. In addition, there is 
confusion as to the method by which Bleuler 
would diagnose schizophrenia and distinguish 
it from other psychiatric disturbances. The task 
of this paper will be to clarify the meaning of 
these terms. Most of the data will be taken 
from Bleuler’s work mentioned above (6). 


FUNDAMENTAL-AccESsORY DisTINOTION 
Fundamental or basic symptoms are only 
found in schizophrenia. (Symptoms include 
both observational and subjective data.) 
Accessory disturbances may be seen in other 
illnesses. ‘They may or may not be present in 
schizophrenia. Fundamental symptoms are 
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divided into simple and complex functions. 
Simple functions include: (1) a loss of the 
continuity of associations; (2) affective dis- 
turbances, which include indifference, lack of 
depth and modulation, moodiness, and a 
paramimia-parathymia defect (inappropriate 
affect). The capacity to produce affects does 
not disappear, even in chronic patients; 
(3) Ambivalence of the affects, the will and the 
intellect.. ‘Ambivalence is the tendency to 
endow the most diverse psychisms with both a 
positive and a negative indicator at one and the 
same time.’ (p. 53); (4) Sensation, memory, 
consciousness, and motility are not disturbed. 
Compound functions are derived from simple 
ones. Attention, intelligence, will and action 
are all disturbed to the extent that they are 
derived from simple functions. Autism is a 
compound, fundamental symptom representing 
a detachment from reality with relative or 
absolute predominance of inner life. Dementia 
in schizophrenia represents the effect of the 
association disturbance, the affective disturb- 
ance, and the autism, and is unlike dementia 
as the word is used in relation to organic brain 
diseases like senile dementia. Behavioural and 
activity disturbances reflect an absence of 
initiative, a lack of goal directedness, and 
inadequate adaptation to the environment. 
Accessory symptoms lead to admission to 
hospital, and may or may not be present. They 
include hallucinations, illusions, and delusions. 
Hypermnesias and memory lacunae are also 
accessory symptoms. Bleuler lists a number of 
disturbances as accessory disturbances of speech 
and writing, poverty of ideas, condensations, 
word salad, neologisms, agrammatisms, and 
speech disturbances based on the similarity of 
two concepts or two words. It is not clear how 
he distinguishes these accessory disturbances 
from fundamental association disturbance. ‘Be 
so kind and come and get my sister washed for 
me and we must to the kitchen’ is given as an 
example of an accessory speech disturbance. 
Somatic symptoms, catatonic symptoms and 
twilight states are other accessory symptoms. 
The fundamental-accessory distinction is 
based on a descriptive approach where symptoms 
peculiar to schizophrenia are differentiated from 
those found in other psychoses. ‘Once the 
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affective disturbance or the disturbances in 
association have been shown, the diagnosis is 
proven.” (p. 283.) Yet, ‘Just how prominent the 
various symptoms have to be in order to permit 
a diagnosis of schizophrenia can hardly be 
described.’ (p. 298.) Clearly it is puzzling to 
state that these. symptoms are always there, 
yet at the same time to state that one may not 
be able to observe them. How long do we need 
to study a patient before we conclude ‘no 
fundamental disturbance, hence no schizo- 
phrenia’? In addition, the description of some 
of the fundamental symptoms does not ade- 
quately demarcate them from certain accessory 


symptoms. 


DIAGNOSIS OF THE DISEASE 

In fully developed cases diagnosis is no 
problem; in less advanced ones it becomes 
more difficult. Bleuler feels that the diagnostic 
threshold of schizophrenia is higher than that 
of any other disease, and that the individual 
symptom is less important than its intensity and 
extensiveness, and above all its relation to the 
psychological setting. The clearer the patient’s 
state of consciousness, and the fewer reasons for 
the presence of affects, the milder the symptoms 
may be which permit a diagnosis of schizo- 
phrenia. Bleuler disagrees, however, with 
Kraepelin’s idea that there is no single sign 
of the disease that is decisive for diagnosis. 
“The previously described disturbance of asso- 
ciations, and also probably the type of halluci- 
nations, are characteristic and sufficient for a 
positive diagnosis; in addition a flattening of 
affect may serve this purpose.’ (6) (p. 297.) 

Bleuler lists a number of clinical observations 
which he feels aid in the diagnosis of schizo- 
phrenia. These include: (a) splitting of psychic 
functions in a clear state of consciousness; 
(b) thoughts being heard aloud (Gedanken- 
lautwerden) which occurs rarely in other psychoses; 
(c) delusions, which are poorly developed in 
strong contrast to reality, and are expressed 
during periods of clear consciousness; (d) the 
delusion that everyone knows what the patient 
is thinking is pathognomonic; (e) affectiless 
laughter; (f) adamant and unreasonable nega- 
tivism; (g) exaggerated and inappropriate 
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mannerisms; (h) stupor in clear consciousness; 
(i) widely dilated pupils in the absence of a 
detectable cause such as agitation; (j) improve- 
ment in nutritional status without corresponding 
psychic improvement indicates the probability 
of schizophrenia; (k) lack of attention and 
interest, but registration of events; (1) different 
persons or things being identified with one 
another. ae 

Bleuler’s clinical approach to diagnosis utilizes 
some fundamental symptoms (association and 
affect) plus many accessory symptoms which he 
states to be pathognomonic or highly suggestive 
of the diagnosis (thoughts being read, thoughts 
being heard). In addition, some fundamental 
symptoms are not diagnostic (autism and 
ambivalence). 

Bleuler’s system, when examined from the 
framework of the fundamental-accessory distinc- 
tion and its application in diagnosis, becomes 
logically contradictory. Symptoms unique to 
schizophrenia are not considered diagnostic of 
schizophrenia. Some accessory symptoms are 
considered to be pathognomonic of the dis- 
turbance. 

Nevertheless, American textbooks continue 
to emphasize the ‘4 A’s’ in diagnosing schizo- 
phrenia, even though: (1) there are more than 
four “A’s’; (2) there are no criteria for identifying 
these ‘4 A’s’ in mild cases; and (3) Eugen 
Bleuler did not emphasize fundamental dis- 
turbances in diagnosing schizophrenia. 

Primary-Secondary-Dtstinction—These terms are 
used in developing a theory about schizophrenic 
symptoms. 

Primary symptoms are produced by the 
disease process. They are necessary partial 
phenomena of the disease. Secondary symptoms 
reflect the normal psychic processes or attempts 
at adaptation to the primary disturbance. 
Secondary symptoms may be absent or may 
change without the disease process having to 
change. 

‘We assume the presence of a process, which 
directly produces the primary symptoms; the 
secondary symptoms are partly psychic func- 
tions operating under altered conditions and 
partly the results of more or less successful 
attempts at adaptation to the primary dis- 
turbances.’ (p. 461.) 
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Primary symptoms include: a diminution or 
levelling of the affinities between words (associa- 
tion disturbance), clouded states, non-psychic 
oscillations of affect, the tendency to stereotype, 
certain kinds of pupillary disturbance, tremors 
and fibrillary twitches, headache and vertigo, 
vasomotor anomalies, and oedema. Secondary 
symptoms are a consequence of the primary 
symptom of loosening of the associations. In 
his book Bleuler states: ‘Currently I am con- 
sidering the disturbances of affect as secondary 
symptoms, but in doing so I am well aware 
that I am in disagreement with the usual 
conception of schizophrenic deterioration.’ (p. 
353.) In a later paper Bleuler (7) places affective 
disturbance in the primary symptom group. 
‘The disorder in affectivity is the tendency of 
the feelings to work independently of each 
other, instead of working together, which 
becomes evident, for instance, in the ambiva- 
lence, in inadequate affective reactions, simulta- 
neous crying and laughing, and many other 
observations which occur very frequently with 
schizophrenics.’ 

Secondary symptoms include blocking, 
autism, splitting, blocking negativism, delusions, 
catatonic symptoms, and deterioration. Bleuler 
utilizes psychoanalytic concepts to explain 
secondary symptoms. According to Manfred 
Bleuler (8), “The explanation of the secondary 
signs forms the major part of my father’s study 
of schizophrenia.’ 


CONCLUSION 

English-language textbook descriptions of 
Bleuler’s ideas about schizophrenia have 
muddled the meanings of fundamental- 
accessory, and primary-secondary. 

The fundamental-accessory distinction is a 
descriptive approach attempting to separate 
symptoms (and signs) peculiar to schizophrenia 
from those found in other disorders. This 
distinction is unclear, since (1) there are no 
criteria described to detect ‘mild’ cases; (2) there 
is a fuzziness to the use of the terms fundamental- 
accessory. It is especially puzzling in reference to 
the distinction between fundamental-association 
disturbances and accessory speech disturbances; 
(3) Bleuler’s approach to diagnosis ignores this 
distinction between fundamental and accessory. 
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The primary-secondary distinction is an 
approach to aetiology. It assumes being able to 
distinguish psychic symptoms which are organic- 
ally determined from those representing normal 
psychological functions or attempts at adapta- 
tion to the primary disturbance. The distinction 
between organically derived psychic process and 
non-organically derived psychic process pro- 
vides an artificial mind-body dichotomy. How 
is it possible to identify a primary psychic 
response to an organic insult, especially when 
different organic insults can lead to identically 
appearing psychotic pictures? In addition, 
quite different clinical pictures can arise from 
a specific brain disease. The search for a 
primary psychic symptom seems as hopeless as 
the search for a single aetiology of schizophrenia. 

In contrast to these complicated yet ambi- 
guous descriptive and aetiological notions, we 
have Bleuler’s rich ideas about diagnosis and 
differential diagnosis. This approach, based on 
years of clinical experience, represents an 
artistic, intuitive labelling process. Patients are 
followed for long periods of time and the labels 
are more akin to determining “family resem- 
blances’, rather than diagnosing via necessary 
and sufficient criteria. The clinical descriptions, 
the capacity to bring psychoanalytic theory to 
schizophrenia, are all enduring contributions. 
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The tension between Bleuler’s theory and his 
practice is felt throughout his book. Over the 
years the theory has survived with all its 
encumbrances. The rich clinical descriptions 
and the wise approach to diagnosis and treat- 
ment. have ‘been omitted in references to 
Bleuler. It is time to correct the mistaken 
impression that Bleuler’s major contribution to 
psychiatry was.the “4 A’s’. 
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Fertility of the Sibs of Schizophrenic Patients 


By CAROL BUCK, G. EDGAR HOBBS, HELEN SIMPSON and 
- JAMES M. WANKLIN 


Summary. This investigation has provided evidence against the hypothesis that 
heterozygous carriers of a schizophrenic gene have a reproductive advantage 
through enhanced fertility. An advantage arising from lower mortality between 
birth and the end of the reproductive period was not investigated, but should be 
examined before we search for other explanations of the apparently stable 


polymorphism of schizophrenia. 


INTRODUCTION 

A genetic predisposition to schizophrenia is 
now generally accepted, although the exact 
mode of inheritance and the nature of the 
environmental factors which act upon the 
predisposition remain unsettled (Fuller and 
Thompson, 1960; Wender, 1968). 

The reduced fertility of schizophrenics com- 
pared with the general population is well known 
and is at least in part attributable to their lower 
rate of marriage (Gregory, 1960; Lewis, 1958). 
In the face of this reduced fertility, some 
explanation is required of the apparently stable 
occurrence of schizophrenia. A high spontaneous 
mutation rate could be the explanation. Bédk 
(1953) offers an estimate of 5 in 1,000 and 
Penrose (1956) an estimate of x in 2,000. These 
rates assume a single gene locus. If the inherit- 
able basis of schizophrenia were polygenic, a 
somewhat lower rate of mutation per locus 
would be needed. Offsetting this, however, 
could be a threshold requirement of several 
abnormal alleles for phenotypic expression to 
take place, which would again require a 
substantial frequency of mutation. 

A lower rate of mutation would suffice if the 
heterozygous carriers of an allele(s) for schizo- 
phrenia had a biological advantage, either 
because they were more resistant to lethal 
diseases in early life or because they were more 
fertile. This possibility was mentioned some 
time ago, but little firm evidence for or against 
it has been obtained (Essen-Miller, 1959; 
Huxley et al., 1964; Lewis, 1958). One prece- 


dent for such an advantage is the well-established 
relationship between sickle-cell anaemia and 
resistance to malaria (Allison, 1954). Another 
is the evidence that carriers of the gene for 
cystic fibrosis are more fertile than members of 
the general population (Knudson et al., 1967). 

A study of foster-reared children of schizo- 
phrenic women found that in addition to an 
excess of schizophrenics there was also an excess 
of exceptionally creative individuals among the 
offspring. Such creativity might be a form of 
heterozygote advantage (Heston, 1966). Thus 
it is reasonable to consider the possibility that 
alleles for schizophrenia are maintained in the 
population by positive selection of heterozygous 
individuals. 

The hypothesis being tested is that the schizo- 
phrenic allele is maintained in the population 
by a reproductive advantage among heterozy- 
gotes. This hypothesis predicts that normal sibs 
of schizophrenics have a higher fertility than 
the general population, arising from more 
frequent or earlier marriage, from greater 
fecundity among the married, or from a 
combination of the two. It has been calculated 
that the increase in fertility among heterozygous 
sibs would need to be 10 per cent (Moran, 1972). 
This is derived from balancing various estimates 
of the frequency of the schizophrenic gene and 
ofits penetrance in Slater’s genetic model against 
the known reduction in reproductive fitness of 
the schizophrenic. If we allow for the fact that 
on Slater’s model approximately half the sibs 
would be heterozygous, the expected increase 
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in fertility among all sibs would be 5 per cent. 

Since fertility data for the general population 
are provided in census tabulations only for 
females, the chief test of the hypothesis must be 
made among the sisters of schizophrenics, The 
marriage patterns of brothers can be examined, 
and the finding that more of them married or 
that they married earlier than the general 
population would be consistent with the hypo- 
thesis but not fully confirmatory of it. 


METHOD OF STUDY 

The schizophrenic subjects were identified 
from the 1954-1958 admission records of the 
London and St. Thomas Psychiatric Hospitals, 
Ontario. This period was chosen in order that 
the majority of the sisters would be old enough 
in 1961 to provide adequate data on fertility 
for comparison with the general female popula- 
tion enumerated in the 1961 census. Although 
patients from a more recent era would have 
presented fewer difficulties in follow-up, the 
1971 census would have had to be used for 


comparison. Detailed fertility data from the 


1971 census are not yet available. 

Foreign-born patients were excluded in order 
to avoid the bias arising from the virtual elimi- 
nation of sibs who remained in the country of 
origin. (A pilot study indicated that only a very 
small proportion of foreign sibs could be 
contacted.) 

In a few instances one patient was the sib of 
another patient in the sample. When this 
occurred, one of the two was randomly selected 
as the proband. 

It is not possible to make an objective diag- 
nosis of schizophrenia, and it is realized that the 
term schizophrenia may embrace a hetero- 
geneous group of disorders. Although this 
problem cannot be overcome, its interference 
with a study such as this can be minimized by 
excluding patients whose symptoms depart 
considerably from accepted definitions of schizo- 
phrenia. All case histories were therefore re- 
viewed by the psychiatric author (G.E.H.), and 
only the 545 patients whose diagnosis was 
supported by his review were included in the 
study. 

His criteria have been compared with those 
published by Feighner (1972) after our study 
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began. They are very similar, except for two 
points: (1) Poor pre-morbid social adjustment 
was deleted from Feighner’s category C, because 
it was felt that to include it would eliminate too 
many reactive schizophrenics; (2) The symp- 
toms of simple schizophrenia were added to the 
two criteria in Feighner’s category B. When 
Anthony’s scoring procedure (1968) for a 
Process-Reactive continuum was applied to the 
selected patients, 51 per cent were in the 
Process range, 41 per cent in the Mixed range 
and 8 per cent in the Reactive range. 

General demographic data and information 
on the marriage histories of brothers and 
sisters and on the fertility of married sisters were 
obtained from mailed questionnaires sent to all 
living sibs and to the parents if alive. This 
information was supplemented by family data 
in the hospital case history of the patient. 


RESULTS 
1. Completeness of response 

Information on marital status was obtained 
for 88 per cent of the sibs who survived to age 
20 and were living in Canada in 1961. The 
additional information required for a precise 
comparison with the general population (age 
and area of residence in 1961) was available for 
only 77 per cent. We investigated the bias from 
non-response by examining the frequency of 
marriage among sibs who had not replied, but 
for whom information about marital status had 
been obtained from other family members or 
from the case history of the schizophrenic sib. 
Their age-specific percentages of ever-married 
were used to estimate the number ever-married 
among the sibs for whom no information on 
marital status had been obtained. When this 
estimate was pooled with the data for sibs of 
known marital status, the per cent ever-married 
was reduced from 81-1 per cent to 79°9 per 
cent. If one accepts the assumptions inherent in 
these calculations, it appears that non-response 
led to a negligible degree of bias. 

Information on fertility was obtained for 66 
per cent of the married sisters living in Canada 
in 1961. The additional information needed for 
comparison with census data (age, area’ of 
residence and education) was obtained for only 
52 per cent. By a process similar to that de- 
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scribed above, the bias from non-response was 
investigated. When the fertility estimate for 
sisters of unknown fertility was pooled with the 
data for sisters of known fertility, the mean 
number of children was reduced from 2-73 to 
2°71. 

Thus for both marriage and fertility data, the 
bias from non-response appears to be small and 
in the direction of slightly aeons 
reproductive fitness. a 


2. The frequency of marriage among sibs 

(a) Over-all frequency 

Tables from the 1961 Census of Canada were 
used to calculate the expected number of ever- 
married persons among sibs who were alive on 
the census date. The calculations were made 
specific for age, sex and area of residence in 
1961. Table I shows that in neither sex did the 
observed number of ever-married sibs quite 
reach the expected number. 


(b) Frequency of early marriage 

Ideally, the number married by age 15-19 
would have been used in all comparisons of the 
sibs with the general population. This was 
possible for sibs born in 1912-16, 1922-26, 
1942-46 and 1947-51 using Census tables for 
1931, 1941, 1961 and 1966 respectively. For 
sibs born in 1907-11, 1917-21 and 1937-41, 
the comparison had to be made in terms of the 
number married by age 20-24. Because the 
1951 Census used 10-year age groups for 
marital status, the comparison for sibs born in 
1927-36 was for the number married by age 
15-24. 

The calculations of the expected numbers 
married were made specific for sex and area of 
residence in the year corresponding to the 
relevant Census. The results are shown in 
Table II. 

Contrary to one of the hypotheses of the 
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Tase I 
Number ever-married 
Observed/ 
Sex ofsib N Expected Observed Expected 
Male 576 472 444 0:94 
Female.. 619 5839 525 0:97 


study, the sibs of schizophrenics married less 


often at an early age than did the general 
population. In fact, for female sibs one of the 
departures from expectation was statistically 


significant. 


3. Fertility among the married sisters of schizophrenics 

The expected number of live births per 
married sister was computed from fertility data 
in the 1961 Census of Canada. The observed 
was the number of live births born on or before 
the Census day to sisters living in Canada on 
that day. 

Because the sisters were found to marry 
slightly less often and at a considerably later 
age than the general female population, they 
might be expected to have borne fewer children. 
Even if, age for age, the married sisters had 
more children than the general population, such 
an excess might not be sufficient to compensate 
for their later age at marriage. Hyperfertility 
in the sense of genetic advantage could be said 
to exist only if, whatever their marriage pattern, 
the sisters bore more children than the general 
population of females. Accordingly, the com- 
parison with the general population involved 
two calculations: 

(1) The expected number in the married state 
in 1961, based upon the marital status 
distributions for females in the 1961 
Census. 

(2) The expected number of liveborn children, 
obtained by applying 1961 Census fertility 
data for married women to the expected 
number in the married state in 1961. 


Tase IT 
Number married by specified age 
15—19 20—24 15-24 
Sex of sib se a | i ee 
Obs. Exp. O./E. Obs. = O./E. as Exp. O./E. 
ale Si 55 o I — 25 0:76 A 0°64 
Female .. 14 0-76 47 a o:66* 0-89 


* yi = 7°56; aaa EA 
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Both calculations were made specific for age,’ 
region of residence and size of municipality of 
residence in 1961, and for maternal education. 
The result is shown in Table III. 

The ‘98 per cent upper confidence limit for 
the observed mean number of children is 2-40. 
If the O./E. ratio is re-computed using this 
upper limit, it becomes 1-o1. Thus it is very 
unlikely that sampling error has obscured the 
postulated 5 per cent increase in fertility among 
the sisters. The odds are 99 to 1 against there 
being even a I per cent excess in fertility in the 
universe of sisters from which our sample came. 

Since bias from non-response is likely to have 
caused a small over-estimate of fertility, one 
can be even more confident that the sisters are 
not hyperfertile. 

Finally, an attempt was made to exclude the 
possibility that the fertility of the sisters was 
lowered by the presence of some schizophrenics 
among their number. All sisters for whom there 
was evidence in the patient’s case history of a 
definite or possible schizophrenic episode were 
excluded and the foregoing analysis repeated. 
This changed the ratio of observed to expected 
from 0°g1 to 0:92. However, it is unlikely that 
we were able to identify all schizophrenic sisters 
by this method. A theoretical estimation can, 
however, be made by assuming that the fertility 
of schizophrenic sisters was 70 per cent of that 
for the general population (Slater and Cowie, 
1971) and that 10 per cent of the sisters were 
schizophrenic (Karlsson, 1973). The fertility of 
the remaining go per cent is then estimated by a 
simple calculation and compared with the 
expected value. When this calculation was made, 
the ratio of observed to expected was increased 
only to 0-93. 


Discussion 
The results of this study agree with those 
from a similar investigation recently reported 
from Sweden (Kay and Lindelius, 1970). They 
differ from those of an American study in 


TABLE III 
Mean number of children ever born to female sibs 
N = 453 
Observed 2°16 
Expected 2:38 
O./E. O-9g! 


FERTILITY OF THE SIBS OF 80HIZOPHRENIC PATIENTS 


which the reproductive rate of sisters of schizo- 
phrenics was found to be higher than in the 
general population (Erlenmeyer-Kimling and 
Paradowski, 1966). However, the increase in 
fertility was found only for sisters of patients 


admitted to hospital in the period 1954-56 and 


not for sisters of an earlier cohort of patients 
(1934-36). Adso, it is not clear whether the 
comparison with the general population took 
sufficient account of such important variables 
affecting fertility as age and maternal education. 

A failure to find evidence of hyperfertility 
among the sibs of schizophrenics can be inter- 
preted in the following ways: 

1. The selective advantage of heterozygotes 
derives from lower mortality from birth to 
middle age, so that more of them reach and 
survive through the reproductive period of life. 
It is unfortunate that we did not obtain informa- 
tion at least on childhood survival for the off- 
spring of the sibs in this study. Survival among 
births to the parents of the schizophrenic subjects 
would not be an unbiased substitute. The likeli- 
hood of producing a schizophrenic offspring 
among couples genetically capable of doing so 
is a function of the number of their offspring 
who survive to the age at which schizophrenia 
becomes manifest. Therefore, parents who 
have produced a schizophrenic would be 
expected to have above-average survival rates 
among their offspring. 

2. If the penetrance of the schizophrenic 
genotype were suppressed by other genes which 
also enhanced fertility, a study of sibs identified 
by a schizophrenic proband would exclude the 
hyperfertile heterozygotes. Larson and Nyman 
(1973) have said that a failure to find a fertility 
advantage in the sibs of schizophrenics supports 
the hypothesis that modifying genes are im- 
portant in the penetrance of the schizophrenic 
genotype. 

3. A stable polymorphism may be produced 
by social rather than biological attributes of 
the heterozygote. This suggestion was advanced 
by Kultner and Lorincz (1966). Although it is 
difficult to propose a mechanism, one might put 
forward the theory that enhanced creativity in 
normal heterozygotes could contribute in‘ cul- 
tural or technical ways to the survival of the 
population in which they lived. 
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4. Hyperfertility is confined to male heterozy- 
gotes and has thus been missed it a study which 
examined only marriage pattetns among the 
male sibs. There is, however, no reason for 
assuming any such sex-specificity. - 

5. Finally, the whole concept of a balanced 
polymorphism may be fallaciously derived from 
our habit of relating contemporary trends in the 
incidence of schizophrenia to contemporary 
levels of schizophrenic fertility. The stable 
incidence of schizophrenia over the past century 
may reflect nothing more than the fact that 
schizophrenics in the remote past were not 
hypofertile. 
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Summary. To study looseness of associations and aha heoredcally relevant 
variables of speech pathology, 51 acute psychiatrid patients, including 26 
schizophrenics, were studied at the acute phase of their disorder by means of a 
free verbalization interview. The results on these 51 patients. during the acute 
period were: 

1. There were clear differences between the AE patient group and 
the control patient group, the overall index of deviant verbalizations being 
significant at the ʻoor level. 

2. Many types of looseness were found in non-schizophrenic patients as well as 
in schizophrenics. Except at the very mildest levels, however, the variants of 
overt looseness were strikingly more frequent in occurrence and severe in degree 
in the schizophrenic group {p < -or). 

3. Gaps in communication, vagueness of ideas and odt, though present 
to some degree in our control group, were much more common in the schizo- 
phrenic sample (p < 001). 

4. In the control group of patients, private meanings EE neologisms), 
repetition and perseveration were extremely rare, and current delusional thinking 


- virtually non-existent. Private meanings and current delusional thinking were 


conspicuously present in the schizophrenic sample; repetition and perseveration 
were present to a mild degree in this acute schizophrenic sample. 
5. Schizophrenic patients tend to show more looseness of associations when 


s Gi, 
of MAy Pia 


faced with a request to talk about topics not related to their illness. 


For many years it has been the common 
assumption of most clinicians that the speech 
of schizophrenics contains looseness of associa- 
tions, neologisms, blocking, repetition, per- 
severation and other speech pathology (2, 4, 5, 
g, 11). Bleuler felt that an underlying weakening 
of the associative process, or looseness of associa- 
tions, was a crucial manifestation of schizo- 
phrenia, regarding it as one of the fundamental 
and primary features of the disorder (4). 
However, there has been little in the way of 
formal research on schizophrenic and other 
types of psychotic patients to document how 
frequent in occurrence and how severe in 
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degree looseness of associations and other such 
characteristics really are (10, 12, 13). As part 
of a larger research project on schizophrenic 
speech (6-8, 14), we have taped and transcribed, 
within several days of their admission to 
hospital, a group of 26 acute schizophrenics 
and a control group of 25 acute ca 
phrenic in-patients (12, 13). 

In the present investigation we focus on what ; 
the speech of the acutely ill schizophrenic is: He 
during the height of his illness (within seyeral 
days of hospital admission). The attempt ‘has 
been to look at variables of theoretical im-. 
portance. We placed particular emphasis ab: 
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ious types of looseness of associations (L), 

and also on gaps in communication, private 

“meaning, blocking, delusional thinking, vague- 

ness of ideas, abrupt time shifts, repetition, 
and perseveration. + 

The research attempted to answer r the follow- 

ing specific ques ons: needs 

1. Are man Saree a charac- 

teristics to be the speech of the acutely 

ill schizophr h what frequency and to 















what deg oresent ? , 
2. Are s features as these unique to schizo- 
phrenia, re they more characteristic of 


acute schizophrenics than of a control group of 
acutely ill non-schizophrenic in-patients ? 

> 3, Do certain characteristics tend to be found 
together in the same patient, ie. are those 
schizophrenics who show most looseness of 
associations those who are most conceptually 
vague and most likely to show large gaps in 
their pattern of communication? 

4. Do any clear patterns of pathological 
verbalizations emerge over the course of a 
relatively non-structured interview, i.e. do 
patients become more disorganized when faced 
with what we consider a stressful as opposed to 
a non-stressful topic ? 









METHOD 










were 26 schizophrenic patients and 
nic patients interviewed during 
hospital at the psychiatric in- 
‘the Yale-New Haven Hospital (1). 
rived at by consensus of two ex- 
Be 3, thoroughly familiar with each 
case, who did not have access to the taped inter- 
views used in the present research. The schizophrenic 
sample consisted of relatively young acute schizo- 
phrenics who had not been in hospital as chronic 
patients. Of the 26 schizophrenics in the sample, 18 
had not been in hospital before. Of the 25 non- 
schizophrenics, 21 had not been in hospital before. 
The difference in frequency of previous admission 
was not statistically significant. All 26 schizophrenics 
also met the criteria for a schizophrenic diagnosis of 
the NHSI (New Haven Schizophrenia Index), an 
< automatic checklist designed to facilitate uniform 
criteria and replication in the diagnosis of schizo- 
nia (3). The control population was made up 
“Ai neurotic and psychotic depressives and 
; personality disorders and non-depressed 
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neurotics admitted over the same “time | g 
The median age of the entire sample was 23 
There was a non-significant trend for the schi 
phrenics to be younger than the non-schizgphrer 
(p = +06). However, a younger age among l 
schizophrenic sample would not accogné” 
patients’ higher scores on disordered ~» ~verbalizations 
at the acute phase, since there were non-significant 
tendencies (p < +15) for younger schizophrenits to 
show less deviant verbalizations than older schizo- 
phrenics. The schizophrenic and non-schizophrenic 
samples did not differ significantly in IQ or in years 
of education (mean years of education for schizo- 
phrenics = 13°33 years, for non-schizophrenics. = 
13°43, t = 0'10, p ns.). A larger percen i 
schizophrenics were on phenothiazine me 
While this would tend to reduce the schizop 
scores on the measures of deviant verbalizations (anc 
thus work against the experimental hypotheses), 
they were still significantly higher than the non- 
schizophrenics on all of the major indices. The popula- 
tion comprised a new sample not used in previously 
reported investigations of idiosyncratic, overinclusive 
and concrete thinking in schizophrenics (7-8, 14). 





we wo. 
eyes, 









Procedure 

All patients were given a standardized 15-minute 
‘free verbalization’ interview during their first week 
in hospital by an experienced psychiatrist. This 
interview had been utilized profitably in previous 
research of ours on schizophrenia (12, 13). To allow 
systematic evaluation of the verbal responses, all 
patients were given the same set of instructions as 
follows : 

‘We're interested in how people who come to the 
ward feel about certain things and how they expr 
themselves about various matters. We're intere 
in talking to you about it now, and then once 
before you leave. So we'd like to spend ab 
minutes with you now, and once again befo: 
leave the hospital, and ask you a few questions, 
routinely tape-record this so that I’m not ‘sitting 














here busily jotting down notes while we're talking. 


We'd like you to talk for about seven minutes about 
anything you like other than mental health or the 
events leading up to your admission here-—we’ll talk 
about that later. So talk about anything—it could 
be about things at home with your family, or work, 
or school, or books, or things you like to do or see-——~ 
anything.’ | 

All patients were directed to speak for seven 
minutes on each of two topics, a mental health and a 
non-mental-health topic. Half of the patients were 
instructed to speak on the mental health topic first, 
and half on the non-mental-health topic first. After 
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the introduction, the interviewer spoke only when he 
found it necessary to encourage the patient to 
continue talking, and his comments were limited to 
that goal (e.g. 
you say more’, etc.). The mental health section was 
theoretically designed to afford a potential ‘stress’ 
topic and the non-mental-health section a less 
stressful or ‘non-stress’ topic. 


Assessment of loose associations and other types of 

deviant verbalizations 

a All interviews were taped, transcribed afterwards, 
‘and then rated by an experienced clinician on 10 
variables. Inter-rater reliability was satisfactorily 
established on each of these variables. For scoring 
purposes the non-mental-health section and the 
mental health section of each transcript were divided 
into two equal parts; these four sections of each tape 
were scored separately. Since the transcripts varied 
in length to some degree, the length of each section 
of the transcript was noted, and this was taken into 
account in the scoring of all variables except looseness 
of associations. To correct for sparse records which 
give little opportunity for looseness of associations to 
appear, the final looseness of associations scores were 
divided by the number of words in that section of the 
particular patient’s record. 

The variables scored incorporated a number of the 
characteristics of schizophrenic speech described by 
Bleuler and other authors, as well as some additional 
ones thought to be theoretically relevant and worthy 
of analysis. These variables, described at greater 
length in a manual available on request from the 
senior author, are as follows: 
ot. Looseness of associations. This was defined as 
lack of connection between ideas so that the reason 
for a shift in thought is questionable or incompre- 
hensible to a listener; continuity of thought and the 
hierarchical logical development of a concept is 
lacking to a greater or lesser degree. Six variants of 
looseness were defined (L1-L6), depending on 
whether the shift in thought occurred within or 
between sentences, was slight or drastic, or involved 
a change in subject. These six variants were scored 
‘separately, according to the following criteria: 

L1—mild shift within a sentence 
‘Le—slight shift from one sentence to next, same 








topic 

L3—drastic shift from one sentence to next, same 
topic 

L4—mild shift from one sentence to next, different 
topic : 


Ls5—drastic shift. from one sentence to next, 
different topic- 
L6—drastic shift witht a sentence 


LOOSENESS OF ASSOCIATIONS IN ACUTE SCHIZOPHRENIA 


‘Could you please go on’, or ‘Could 








2. Gap in .communication. Information essential for 
comprehension by the listener is missing, and the 
speaker behaves as if he presupposes information or 
knowledge on the part of the listener that he has no 
right to expect. The listener may, with more or less 
accuracy, be able to guess at or supply the informa- 
tion, but the speaker behaves as if he were unaware 
of the deficit in communication. ! 

3. Private meaning. Herë 
are put forth which are 
speaker, only fully piani 
comprehensible by 
extreme example of this deviance. 

4. Blocking. There is an abrupt pause or cessation 
of the train of thought or associative pattern, so that 
the speaker does not immediately proceed. When the 
speaker does proceed there is minimal or no connec- 
tion with what he had been talking about before. 

5. Delusional thinking. Here the speaker’s sponta- 
neous verbalizations cue the listener in to the fact 
that: (a) he is delusional at the present time; or (b) he 
talks of past delusions. (Present and past delusions 
were scored separately.) 

6. Vagueness of ideas. Statements are complete 
grammatically, but words, phrases, and sentences 
are so imprecise and/or abstract that it is difficult 
for the listener to follow or comprehend what the 
speaker is conveying, in terms of meaning. 

7. Abrupt shifts in time. The speaker passes rapidly 
from time period to time period without a clear logic 
for his shifts. 

8. Repetition. A measure of an actual repetition of 
the same group of words, phrases, or interjections. 

9. Perseveration. The same basic idea is reitereated 
or reworked with a lack of movement or direction to 
the train of thought. 

10. A sum score was given by the rater for each 
section as to the overall severity of the pathology, 
which took into account variables 1-9. 

Each time any of the individual characteristics 
mentioned above was found to be present in a 
transcript this was noted on a scoring sheet. The score 
for each type of looseness for each of the four sections 
was a direct sum of the number of loose comments 
fitting that particular category of looseness. Indi- 
vidual and sum scores for looseness of associations 
were calculated according to a weighting system 
which allotted L3, L5, and L6 the higher scores for 
deviance. For all other categories of deviant verbali- 
zations, at the end of each of the four sections in each 
transcript the rater gave a numerical rating from o 
OO E no pathology) to 4 (indicating maximum 


S phrases, or ideas 
OW unique to the 
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patient on oral therapy can lose, 
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his medication. This problem can 
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Depixol® Depot Injection which is 
administered once every 2-4 weeks. 

Depixol provides effective 
maintenance control of psychotic 
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which cannot 

be forgotten | 


Presented as 2% solution af Nupenthixol decanoate in thin vegetable oil in pre-filled disposable syringes and ampoules each containing 20 mg (1 ml) 
ind 40mg (2ml). Further information on request, Lundbeck Limited 48 Park Street Luton Beds LU13HS Tek Luton 411482 
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RESULTS - ma 
The data comparing the schizophrenic and 
non-schizophrenic patients on `“Jobseness of 
associations are presented in Table Ehe data 


indicated clear differences between the schizo- ` 


phrenic and the non-schizophrenic groups, 
which overall were significant at the -oor level. 


Looseness, of associations, was. present in both 
the scntas prakt: -control sample. 
However, whereas both samples: showed some 


evidente ôF the ilder forms of looseness (e.g. L2 
and L4 in thes system), the schizophrenic 
population was significantly higher than the 
control population in all types of looseness 
except Li (see Table I). On our ratings for the 
more severe manifestations of looseness (L3, L5, 






L6) we found that approximately 80 per cent of ` 


our schizophrenics showed at least a fair amount 
Te ness and that such severe looseness was 
extremely rare (in the case of Lg and L5) or 
non-existent (in the case of L6) in our control 
population of acute psychiatric patients. 

The data for the remaining speech variables 
which were investigated are presented in Table 
II. The overall results indicate there were signi- 
ficant differences on all variables examined. 
It should be noted that the variable which most 
highly discriminated between the two groups 
was the sum of Overt Deviant Verbalizations. 


TABLE I 


Loose associations: Mean scores for schizophrenic and 
non-schizophrenic patients 


Looseness of associations: 
Incidence/1,000 words 


Different 
degrees of Non- Schiz. 
loose Schizo- schizo- US. 
associations phrenics phrenics non-schiz. 
‘N=26 N= 25 t 
Li 0-26 0-13 1°27 
L2 4°44 1-78 2157 
Lg 3°43 O° 17 -1Q*F* 
L4 1-31 0°43 3°30** 
L5 3°88 0°35 3°30** 
L6 0-76 0-00 3°34** 
Totgl looseness 
" reighted) 32°45 3°90 4°80%** 
a ** D< -oI *** D < 001 


Tase II 


Various types a, deviant verbalizations: Mean scores for 
schizophrenic ‘igh non-schizophrenic patients (range, o—16) 


Non- Schiz. 
Various types Schizo- schizo- US, 
of deviant phrenic phrenic non-schiz. 
verbalizations N=26 N= 25 t 
Gaps in com- 
munication 7°62 2°28 negt 
Private meanings 6:73 0°72 6 -8g*** 
Blocking ». 5°39 1°64 4°19 *** 
Present delusions 6°74 0°00 5 G44** 
Past delusions 1:00 0:00 2'43* 
Vagueness of ideas g:89 4'00 4°82*** 
Abrupt time shifts 1-58 0°48 2°52* 
Repetition 3°08 0'72 3°01** 
Perseverations .. 3°69 1°04 9:29%* 
Sum of overt 
deviant 
verbalizations 11°81 3-12 8-g8*** 
* p < "05 * p < "OI mh ai p < ‘OO! 


‘Gaps in Communication’ which can be 
viewed as a partial measure of the speaker’s 
ability to gauge the amount of knowledge he 
can expect the listener to have of him and of his 
situation occurred in almost all schizophrenics. 
It was approximately three times more frequent 
in schizophrenics than in non-schizophrenics 
(p < -oo!). 

Private meaning included what Bleuler 
would have called neologisms, and in addition 
private ideas and phrases. Private meanings 
were extremely rare in our control group but 
appeared to a moderate degree in 75 per cent 
of the schizophrenic population (p < -oor). 

Blocking, long looked upon as a hallmark of 
schizophrenic speech, was by no means a 
universal characteristic of our schizophrenic 
sample. Only 50 per cent of our schizophrenics 
showed any evidence of this phenomenon, 
which was little in evidence (8 per cent) in our 
control group. The schizophrenics who did 
show blocking tended to have a substantial 
amount of it. 

Current delusional thinking was clearly 
present in overt form in the spontaneous verbaliza- 
tions of more than one third of our schizo- 
phrenics. References to delusional thinking in 
the past were made by one-fourth of the schizo- 
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phrenic sample. Overt evidence of current or 
past delusional thinking was not present in the 
control group. 

Vagueness of ideas was present to a mild 
degree in 20 per cent of the control group, but 
was of a much more pronounced character in 
the schizophrenic population, 80 per cent of 
which had at least one instance. 

Repetition and perseveration were found to a 
mild degree in more than one-half, and abrupt 
shifts in time in close to one-third, of schizo- 
phrenics; all of these were extremely rare in the 
control group. — 

Two summary measures, weighted total 
looseness and the overall global rating of overt 
deviant verbalizations, are further looked at in 
Table III. Here relation to demographic data 
and to the nine variables (other than looseness) 
which make up the sum of deviant verbaliza- 
tions is examined. It is clear that the scores are 
highly related to one another (except for past 
delusions), may constitute only a few factors, 
and for the sample as a whole are relatively un- 
affected by sex, age, and marital status. 


DIscussion 
This research leads to a number of possible 
conclusions about schizophrenic language and 
hiniang. 
Taste III 


Total loose associations and overt deviant verbalization 
rating: Correlation with other variables 











Sum 
Total overt deviant 
looseness verbalizations 
Marital status ~~ 14 —+33* 
Sex *31* *Ir 
Age ~ +02 — +20 
Gaps in communication 715 ini -B2t** 
Private meanings “61 *** -Qoee* 
Blocking T ahi +++ 
Present delusions TTi 67088 
Past delusions .. na 05 +25 
Vagueness of ideas 5 Que Qype 
Abrupt time shifts git Pr aed 
Repetition ae aiid Qa 
Perseveration -4ge** a 
Sum of overt deviant 
verbalizations iy ini 
x p < "05 žk p < ‘Or kk k Pp < "001 ' 


LOOSENESS OF ASSOCIATIONS IN ACUTE SCHIZOPHRENIA 


Some aspects of overt deviation, e.g. present 
and past delusions, are absent from the pro- 
tocols of non-schizophrenics. This would be 
expected, since delusions described in the 
course of a hospital admission interview, for 
example, would tend to lead to the patient’s 
being diagnosed as schizophrenic. Other forms 
of overt deviation and looseness, however, can 
and do occur in the speech samples of non- 
schizophrenics. 

Looseness is by no means a unique or isolated 
finding in the spontaneous verbalizations of 
schizophrenics, and is usually found in combi- 
nation with vagueness of ideas and gaps in 
communication, i.e. with other measures of 
careless, imprecise, and disorganized communi- 
cation. ‘These traits were also found in the speech 
of some acute non-schizophrenic in-patients, but 
to a much milder degree. In other words, 
milder forms of looseness, vagueness, and 
imprecision when carefully looked for appear to 
be present to some extent in the spoken verbali- 
zations of most hospital patients. 

The overall results can be looked at wora 
several viewpoints. 

1. During the acute schizophrenic setnalls 
some aspects of the clinical picture may be 
influenced by a temporary confusional state. 
For example, one consequence of this confusion 
might be a drastic, albeit transient, social 
breakdown in which interpersonal, externally 
directed communication becomes difficult for a 
while. There would then be in the acute schizo- 
phrenic episode, for many of these patients, a 
temporary incapacity to be in a state of con- 
sistent, coherent, and effective verbal and 
interpersonal contact. 

2. The breakdown of coherent communica- 
tion also could be influenced by a withdrawal 
into one’s self, in which egocentric, inner- 
directed, highly personalized concerns are 
paramount. 

3. Perhaps the data might be conceptualized 
in terms of a continuum between schizophrenic 
patients on the one hand and other disturbed 
patients and normals on the other hand. This 
view would incorporate the following possi- 
bilities. 

(a) Almost all people, including ‘nor ya 
outside hospital show looseness of associati 
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to some degree (i.e. our impression is that if 
such pathology were carefully looked for in 
‘normals’ mild forms of it would clearly be 
found to be present to a limited degree in 
many of them). Serious or flagrant forms of 
looseness, however, would be very rare 
under most circumstances. It is passible that 
under conditions of extreme stress more 
flagrant examples of looseness might occur 
slightly more frequently in some normals. 

(b) A certain portion of the schizophrenic 
patients who show marked looseness during 
the acute phase may have always been some- 
what vague, imprecise and elusive in their 
speech (as in their relationships). This sub- 
group of schizophrenits may chronically tend 
to grasp at the jargon of the moment (e.g. ‘I’m 
into...’ or ‘I want to get it all together’) or 
employ clichés or other imprecise termi- 
nology which to some degree can be used 
safely in most situations, by virtue of the 
fact that this form of speaking does not give 
away what may be the speaker’s fundamental 
and chronic disorganization, confusion, 
vagueness or lack of comprehension. 

(c) During the stress of the acute illness, 
whatever its basis or precipitant, this chronic 
predisposition to looseness and vagueness 
becomes much more overt. In the non- 
schizophrenic the difficulty in communica- 
tion may become more pronounced, but 
usually remains mild in severity; for the 
subgroup of the schizophrenics what would 
be seen as mild looseness or vagueness during 
remission becomes drastic and readily 
apparent looseness during the acute 
episode. 

Our findings also make even more pertinent 
the question of what happens over a six to 
eight week period in hésgpital, at the end of 
which time patients would be in a state of 
either remission or partial recovery; we have 
collected data similar to that analysed here for 
this second time period and are beginning to 
analyse it. Preliminary impressions indicate 
that there is marked, but far from complete, 
improvement in the schizophrenic sample. 

is clear that characteristics such as repeti- 

ed and perseveration are far from being 
niversal phenomena among acutely ill schizo- 


phrenic patients, and that when they occur 
they are usually present to a mild degree. 

One possibility is that these traits are partly 
the natural course of the schizophrenic disorder, 
and that pronounced occurrences are partly the 
result of long-term social impoverishment and an 
absence of precise, meaningful and intelligible 
interpersonal contacts, which interact with 
natural tendencies toward withdrawal, toward 
autism, and toward certain types of deteriora- 
tion in the select patients who later become 
chronic, continuously hospitalized schizophrenics. 
The social impoverishment which contributes 
to this decline would be found in the 
chronic schizophrenic hospital patient and 
probably existed for Bleuler’s schizophrenic 
population. More likely these characteristics are 
the verbal evidence of the end stage of a chronic 
unremitting illness. In our preliminary analysis 
of tapes of chronic schizophrenics we are 
currently studying, we have found such charac- 
teristics as perseveration to be present at a 
higher level than in these acute patients, and 
we believe these traits to be part of the natural 
downhill course of this select subgroup of 
chronic schizophrenics. 

No striking overall pattern emerged in either 
our schizophrenic or our control population 
between degree of deviant verbalizations and 
any type of content we elicited in the inter- 
view. There was, however, a tendency for the 
schizophrenics to show more loose associations 
(on L2 and L5, p < -05) in that part of the 
interview dealing with external everyday 
matters, which we had theoretically designed 
to be less stressful. This may be due to the fact 
that in the acute phase of his stay in hospital 
the schizophrenic has been frequently engaged 
in thinking about and talking about the events 
of his illness, and as a result finds it difficult to 
focus on external, everyday events. 

Finally, in spite of the fact that we have been 
able to make distinctions about different types 
of looseness and signs of overt deviation in 
speech, it is striking that most of the measures 
are highly related to each other. In fact, the 
measure which most highly discriminates be- 
tween schizophrenics and non-schizophrenics 
was the global rating of overt deviation made 
by the scorer after completing the other ratings. 
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The study was conducted in the Yale-New Haven 
Hospital, while the authors were employed in the Depart- 
ment of Psychiatry, Yale University School of 
Medicine. 
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The Comparability of Suicide Rates 


By M. W. ATKINSON, NEIL KESSEL and J. B. DALGAARD 


Summary. Programmes of suicide prevention require for their planning 
accurate epidemiological surveys. 

Doubt has been cast on the accuracy of many existing surveys because of the 
realization that suicide is under-reported and because of the lack of consistency in 
the procedure for suicide ascertainment. 

Two studies are described in this paper which attempt to examine the problem. 

The first is part of an international study supported by the World Health 
Organization. In it, Denmark and England are compared, and it is shown that 
there are striking differences in suicide ascertainment procedure between the two 
countries. Next, on a blind basis, coroners and their opposite numbers in 
Denmark examine a sample of each other’s case records. It is found that the 
Danes consistently report more suicides than do the English coroners on the 
same case material; thus considerable doubt is cast on the supposed difference 
in suicide rates between the two countries. 

In the second study, deaths by poisoning are examined for certain coroners’ 
districts in England and Wales. It is shown that there is considerable variation 
from one district to another in the relative proportions of these deaths which 
achieve an accident, an open or a suicide verdict. This suggests that in England 
and Wales coroners may not be consistent in their suicide ascertainment criteria. 


Hypotheses attempting to account for differences in suicide rate based on such 
epidemiological surveys should be viewed with great caution. 


INTRODUCTION 

An effective programme of suicide prevention 
must be based on carefully designed epidemio- 
logical studies. It 1s not enough to provide 
appropriate centres for the care and treatment 
of those who make an attempt on their lives. 
There must also be identification of those 
population groups and those individuals within 
a community who are most at risk. 

The World Health Organization (14) collects 
and publishes the officially reported suicide 
rates of many countries and has demonstrated 
wide variations from rates of less than 10 per 
100,000 to over 30 per 100,000 of population 
deaths. These and other studies suggest that 
there are differences in suicide rates both 
between nations and between groups within 

atjons. Though it has been argued that such 
ices are unreliable, the data have been 
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accepted to the extent that conclusions have 
been drawn from them and hypotheses elabo- 
rated to explain the differences. Such figures 
have on occasion been regarded as indices 
of a country’s moral standards or its socio- 
psychological health. They have also been 
considered in evaluating the capacity of various 
social systems to procure happiness and security 
for their members. 

Many have, however, agreed with Stengel 
(10, 11) that suicide is generally under- 
reported and that because the methods of 
suicide ascertainment vary from one country 
to another these international comparisons are 
unreliable and no useful conclusions can be 
drawn. from them. 

Though a suicidal act may be thought to be 
precise and well-defined there are many reasons 
why officially reported rates could be unreliable. 
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The World Health Organization (13) has 
suggested that a suicidal act should be defined 
as ‘self-injury with varying degrees of lethal 
intent’ and suicide would mean ‘a suicidal act 
with fatal outcome’. Since the victim is dead, 
however, the degree of lethal intention is 
something that can only be inferred retro- 
spectively. There may be no evidence available, 
as in the case of single people living alone or, 
for example, in the single vehicle car crashes 
described by Dalgaard and others (3). The 
evidence may be concealed by relatives for 
fear of social or religious disapproval, perhaps 
especially in Catholic countries. The appro- 
priate authorities may not seek out the evidence 
with equal diligence, or these authorities may 
differ in the inferences they draw from given 
facts. 

Ettlinger (5) has observed that the context in 
which the decision of suicide is made may in 
itself influence that decision or decide whether 
the events are even referred for diagnosis. This 
is a view shared by Dalgaard (3), who has 
observed that in some countries, such as England 
and Wales, inquests are held by coroners at a 
coroners’ court, in a legal setting, into the causes 
of unnatural death. These coroners apply legal 
criteria in arriving at their verdict, which must 
be proven. In other countries, such as Sweden 
and Denmark, where suicide is not a matter of 
concern to the law, the decision is made by 
officially designated medical men sitting in 
private who arrive at their conclusions as they 
would for any other diagnosis on a balance of 
probabilities. Both Ettlinger and Dalgaard 
consider that these different procedures could 
result in different findings, particularly in those 
cases where there is doubt and where the 
criteria for making a decision differ. 

Sainsbury and Barraclough (9), though 
acknowledging that suicide is under-reported, 
nevertheless have taken a different view. They 
showed that the rank order of the suicide rates 
of eleven countries is very similar to the rank 
order of the suicide rates of groups of immigrants 
from those countries who had lived and died in 
the United States. These immigrant groups were 
subject to suicide ascertainment procedures 
different from those of their countries of origin. 
The similarity in rank order persisted in spite of 
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these differences and must therefore be inde- 
pendent of them and presumably be due to 
cultural factors specific to each individual 
country. Walsh and McCarthy (16) took a 
similar view in comparing Irish rates with 
those in England and Wales. 

It is clearly of some importance to know 
which of these points of view is correct. If the 
international comparisons of suicide rates are 
unreliable because of differences in ascertain- 
ment procedure, then no useful purpose is 
served by making such comparisons, and con- 
clusions drawn from them may be harmful. 

Even though they have acknowledged that 
international comparisons of suicide rates may 
be misleading, Stengel (10, 11) and others have 
nevertheless taken the view that comparisons 
within a country may be more useful. The 
argument is that where all suicide rates are 
determined by the same method and by officials 
acting within the same cultural and legal frame- 
work comparisons’ are likely to be more 
meaningful. 

There are, however, grounds for doubting 
this. Though in many cases it is fairly clear 
whether a death has been the result of suicide, 
there are other doubtful cases, and these may, 
by different authorities, be placed in the suicide 
or the undetermined or possibly the accidental 
category. Barraclough (1), though satisfied that 
coroners are reasonably consistent in the criteria 
by which they judge a case to be suicide, has 
nevertheless shown that there is considerable 
variation from one coroner to another in the 
relative proportion of cases in the ‘open verdict’ 
category. This implies that, notwithstanding the 
legal framework within which they operate, 
coroners vary and do not necessarily apply the 
same criteria in, their decision making. Holding 
and Barraclough (15) have also shown that a 
high proportion of deaths recorded as open 
verdict were probably suicidal, and that with 
regard to clinical criteria the population of 
‘open verdicts’ resembled a population of 
suicides. 

Two studies designed to examine these 
problems will be described. The first is an 
international project carried out on beha¥ of 
the World Health Organization, in whi 
international comparisons of suicide rates are 
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made (17). The second study examines statistics 
(8) referring only to England and Wales in an 
attempt to measure whether or not coroners are 


being consistent in their decision making. 


The International Study 


In the international study, two countries 
were initially chosen for enquiry: Denmark, 
which has consistently reported a higher 
suicide rate than the international average, and 
England and Wales, where a lower rate has 
always been reported. The study has since 
been extended to six other countries, but for the 
purposes of this presentation only the English 
and Danish material will be described. 

Stengel and Farberow (12) collected in- 
formation about suicide ascertainment pro- 
cedures and showed that there were considerable 
variations from one country to another. Our 
first task was to repeat this exercise in more 
detail, and the findings for Denmark and for 
England and Wales were as follows: 


1. England and Wales 

In England and Wales, whenever it is thought 
that a death may be due to unnatural causes 
or whenever the deceased has not been seen 
by a doctor in the preceding 14 days, the 
circumstances must be reported to the coroner. 
The coroner’s officer, who is a policeman, 
records the details. If the death is obviously 
due to natural causes the coroner, through the 
coroner’s officer, authorizes the doctor to issue 
a death certificate. If there is any doubt about 
the cause of death the coroner orders a post- 
mortem. If this reveals natural causes no further 
inquiry is made. In the minority of cases where 
homicide, suicide, accident or unnatural causes are 
suspected an inquest is then held by the coroner. 

Coroners are in effect judges, and are appoin- 
ted by the local authority with the approval of 
the Home Secretary. In England and Wales, of 
about 230 coroners only seventeen are full-time 
and only forty-five have a medical qualifica- 
tion (2). The vast majority are lawyers and 
work on a part-time basis. The coroner is 
obliged to establish the cause of death and in 
the case of suicide must be satisfied not only 
that the death was self-inflicted but also that 
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there was suicidal intention. The legal authority 
which provides guidance for coroners is Jervis on 
Coroners (6), wherein it is stated ‘Positive evi- 
dence of suicide: to support a verdict of suicide 
there should be some actual evidence pointing 
to the event. The verdict should not rest upon 
surmise.’ On rare occasions it has happened that 
judges in a higher court have ordered inquests 
to be held again where suicidal intention has 
not been proved to their satisfaction. 

Evidence for the inquest is collected in the 
first instance by the police in the form of signed 
statements from various sources, such as 
relatives or neighbours. The coroner hears the 
evidence in court and questions the witnesses; 
he also takes into account the post-mortem 
findings. When the coroner considers there is 
insufficient evidence to come to a conclusion as 
to the cause of death and mode of death he is 
obliged to return an open verdict. There are 
about two open verdicts to every ten verdicts 
of suicide, with considerable variation from one 
coroner to another. Doubtful cases mostly 
achieve an open verdict, though some may of 
course be recorded as accidental death. 

Coroners’ courts are public, and verdicts are 
commonly reported in the local press. In 
England and Wales suicide has always been 
socially frowned upon, and until 1961 attempted 
suicide was a criminal offence. Until the last 
century suicide resulted in forfeiture of property 
and estates. Because of these social attitudes and 
because of the legal nature of the procedure, 
motivation to suppress evidence of suicidal 
intention in order to secure an open verdict is 
likely to have varied over the years. A charitable 
coroner who gave more care to averting rela- 
tives’ distress than to achieving statistical 
accuracy might not press his enquiries too far. 


2. Denmark 

In Denmark the statistics have since the last 
century consistently reported a higher suicide 
rate than the international average. Dreyer (4) 
has shown that the figures are much the same 
now as they were a century ago. In Denmark, 
suicide has not attracted the same social dis- 
approval as in this country, and it has not been 
a criminal offence since 1866, when the law was 
changed. 


> 
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In Denmark also the ascertainment procedure 
> is quite different. All cases of unnatural death 
or cases where bodies are found dead must be 
reported to the police. A doctor may also report 
a death if he is not satisfied as to the cause of 
death, but there is no fourteen-day rule. The 
police then conduct an inquiry similar to that 
carried out in England by the coroner’s officer, 
and this is followed by the medico-legal viewing 
of the body or Ligsyn, which is a legally defined 
act carried out by the district medical officer or 
Kredslaege together with a police superintendent. 
The former is an officially appointed medical 
officer who has had a special training in forensic 
medicine. These two together consider all the 
available evidence and may make further 
enquiries. A thorough external examination of 
the body is always made, and this may include 
chemical examinations of blood and urine 
samples. 

The police decide whether or not an autopsy 
is held. Usually there is close agreement between 
the police and the Kredslaege, but it may happen 
that there is disagreement, in which event the 
police make the decision on legal rather than 
medical criteria. In cases of obvious suicide an 
autopsy is not necessarily carried out. In doubt- 
ful cases such as poisonings an autopsy is the 
rule. When all the evidence has been gathered 
the Kredslaege signs the death certificate indi- 
cating the cause of death and the mode of 
death. None of these proceedings are in public, 
and they are not reported in the press, though 
close relatives can have access to the information 
if they request it. 

Thus in Denmark the official diagnosis of 
suicide is given by a doctor acting in private, 
using a balance of probabilities as his criterion, 
whereas in England and Wales the verdict is 
given by the coroner in public and he requires 
proof of suicidal intention before he is permitted 
to return his verdict of suicide. 


METHOD 
It was decided to measure the effect that these 
differing procedures might have on suicide 
ascertainment by using the case records of 
coroners and their opposite numbers in Den- 
mark. Each of the participants was asked to 
assess the cases of his colleagues and of his 
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opposite numbers and decide what his verdict 
would be. The experiment was carried out as 
follows: 

A sample of forty case records, half from 
Denmark, half from England, was selected by 
the following procedure: two coroners and two 
of the Danish medical officers were asked to go 
through a month’s consecutive cases and assess 
them. Both of the coroners were from large 
cities, one being medically qualified and the 
other having only a legal qualification. The two 
Danish medical officers came one from a 
Department of Forensic Medicine and the other 
from a part rural, part urban area. Having 
assessed the cases, each participant was invited 
to answer two questions: 

(1) What was your verdict? ‘Natural causes’, 
‘Accident’, ‘Suicide’, ‘Homicide’, or 
‘Open’. 

(2) What is your best estimate of the likeli- 
hood of suicide on a balance of proba- 
bilities from zero to 100 per cert? (Fig. 1.) 

From each of these four batches of cases ten 
were selected, making a total of 40 in all. They 
were selected by M.W.A. in England and by 


Comparability of Suicide Rates 


W.H.0. & THE UNIVERSITY OF MANCHESTER 
DEPARTMENT OF PSYCHIATRY 


1. What was your verdict ? 
i] Natural Causes 
[_] Accident / Misadventure 
[| Suicide 
[_] Homicide 
[ | Open 


2. Your best estimate of the likelihood of suicide 
ON BALANCE OF PROBABILITIES 


ae Sane ame Sa, 


probably probably 
certain MICE figy. definitely 5 
suicide fifty NOT 
Fig. 1. 
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Jj.B.D. in Denmark on the basis of the parti- 
cipants’ answers to question 2. The aim was to 
provide a range of cases, from certain suicide 
to definitely not suicide. This provided a group 
of 40 cases, a high proportion of which lay in 
the intermediate area, where the participant 
had been less than 100 per cent certain of the 
probability of suicide. Copies of the complete 
coroners’ records were prepared with identifying 
data and the verdict removed, and these were 
circulated to the participants in England and 
Denmark, the Danish records being translated 
into English by the staff of the Forensic Medicine 
Department in Aarhus. 

To the four original participants were added 
two extra English coroners and three more 
Danish medical officers, making a total of nine 
participants in all. Each participant was asked 
to answer the same two questions about all 40 
cases and in addition was asked to behave as 


he would have done in his official capacity. 


RESULTS 

Two of the English coroners said of the 
Danish records that they considered they were 
being asked to make assessments on inadequate 
information. They would have liked the oppor- 
tunity to question witnesses, and in particular 
would never return a verdict without the results 
of an autopsy being available. 

Table I and Fig. 2 show the verdicts returned 
by the nine participants on these 40 cases. There 
is considerable disagreement, and the number of 


DENMARK / ENGLAND STUDY 
SUICIDE VERDICTS 





0 
‘ DENMARK 
MEAN 29-0 
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MEAN 19-25 
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TABLE I 
Verdicts of five Danish kredslaege and four English 


coroners on the same 40 case records 


Denmark England 


Suicide 92 31 28 27 27 23 21I 17 16 


Accident 6 5 8 12 6 g 8 ro 1g 


Open 2 3 3 oOo 6 6 ir 13 II 
Natural 
causes O I I I I 2 0 O O 


For differences between Danish/English suicide 
verdicts: 

English mean = 19°25; Danish mean = 29:0. 

t = 5°21; df = 7; P < -o1. 


cases in which all nine participants arrived at the 
same verdict was only 13 out of a total of 40. 
With regard to the particular verdict of suicide, 
the Danish medical officers consistently re- 
ported suicide to a greater extent than the 
English coroners. This difference is highly 
significant. The difference between the Danish 
and English results was made up of open verdicts 
and accidental verdicts. 

The question next arises as to whether this 
difference in the reporting of suicide between the 
two countries is the result of the individual 
judgement of the participants or whether it is 
the consequence of differences in the procedure 
for arriving at the verdict of suicide. 

Individual judgement clearly plays some part 
in these differing results. Though the biggest 
part of the difference is between countries, 
nevertheless there are differences within each 
country. Examination of the assessments of 
individual cases shows this even more strongly, 
and one coroner in particular reported very 
few suicides on his own cases, in marked con- 
trast to his colleagues. This coroner described 
how he had become more cautious following a 
case in which a higher court had rejected a 
coroner’s verdict. 

An examination of the answers to the second 
of the two questions goes further to explore 
these general findings. 

_ This refers only to cases where a verdict of 
suicide was returned. In the case of the five 
Danes there were 143 such verdicts; in the case 
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DENMARK 143 
SUICIDE VERDICTS 


ENGLAND 77 
SUICIDE VERDICTS 


o OF SUICIDE VERDICTS 
cn 
fo | 


100 90 80 70 60 50 
ESTIMATE OF LIKELIHOOD 


Fie. 3. 


of the four coroners only 77. Fig. 3 records 
the estimate of the probability of suicide made 
by the participants in each of these cases judged 
to be suicide. The Danes showed a willingness 
to return a verdict of suicide when they were 
less certain than were their English counter- 
parts. The English coroners insisted upon greater 
certainty of suicide. Indeed, with regard to six 
of their suicide verdicts, Danish medical officers 
estimated the probability of suicide as only 
50-50. 


CONCLUSIONS 

In drawing any general conclusions from 
these findings the selection of cases must be 
remembered. This was deliberately made to 
include doubtful cases so that differences would 
show up maximally. We must not extrapolate 
from these figures to the total suicide rates of the 
countries concerned. Also the situation was 
experimental and artificial in that the partici- 
pants were judging recorded data and were not 
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behaving as they would have done in their 
customary practice. 

Nevertheless, allowing for these reservations, 
it is abundantly clear that there is a group of 
cases in which there is disagreement about the 
verdict of suicide between the official reporting 
officers of Denmark and England, and that the 
factors producing these obtained differences 
might go far to explain the total difference of 
suicide rates in the two countries. 


Suicides in England and Wales 


Examination of the material from the fore- 
going international study had suggested that 
the area of greatest doubt with regard to 
suicides might be in the category of poisonings 
by solids and liquids. Coroners themselves had 
expressed doubts about these cases, and the 
same view was expressed in Denmark. It was 
decided, therefore, to examine poisonings, 
which in the International Classification of 
Diseases are recorded under Suicide E 950; 
Accident E850-869 and Undetermined E 980. 

The Pharmaceutical Journal publishes each 
year a tabulation of deaths by poisoning 
according to the specific medicaments. In 1970, 
out of 2,909 such deaths, 590 (20°28 per cent) 
achieved a verdict of accident and a further 
532 (18:29 per cent) an open verdict (7). 
The vast majority of these poisonings were in 
adults, and it is difficult to see how accidents 
could have occurred so easily as to account for 
such numbers. These drugs included many of 
the psychotropic drugs, such as major and 
minor tranquillizers and antidepressants, and it 
is possible that many of these poisonings may 
well have been suicidal. However, evidence for 
this was not sufficiently strong for the coroner 
to return a suicide verdict. Fig. 4 illustrates the 
situation with regard to all poisonings by solids 
and liquids in 1969 for England and Wales. 
These figures are based upon a tabulation 
provided by the Department of Censuses and 
Surveys. For each age group, the illustration 
shows the number of those deaths which were 
considered to be suicide, together with | the 
number which achieved an accident verdict and 
an open verdict. The figure also illustrates-the 
percentage of these cases which achieved ,a 
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suicide verdict. As expected, the peak number 
of suicide verdicts was within the age group 
55-64. The curve for open verdicts follows a 
similar pattern, and these verdicts might well 
represent doubtful suicides, where there had 
been insufficient evidence. The unusual feature 
of the histogram, however, is that though it 
might have been expected that the curve for 
accidental poisonings would show a different 
peak, perhaps in childhood, this is not the case, 
and age appears to make little difference to the 
relative proportion of cases which achieve a 
suicide, an accident or an open verdict, except 
at the extremes. 

For statistical purposes, England and Wales 
are divided into the London boroughs, the 
county boroughs and the county areas. These 
districts do not necessarily coincide with the 
areas covered by a particular coroner and his 
team. In the case of the county areas the deaths 
assessed will often be the work of a number of 
coroners in small communities, acting on a 
part-time basis. If there were differences in 
reporting behaviour between these coroners, 
these would not show up in the final tabulation. 
In.the county boroughs, however, the borough 
coincides with the area of the coroner’s jurisdic- 


tion and the figures from that borough represent 
the work of a single coroner together with his 
deputies. In Greater London there are seven 
coroners and their deputies who cover the 33 
London boroughs. This means that, though for 
an individual borough unnatural deaths will 
always be assessed by the same coroner and his 
team, this coroner will also cover several other 
boroughs. It was decided, therefore, to con- 
centrate on Greater London and the county 
boroughs in order to examine the extent to 
which the same general criteria were being 
applied in suicide ascertainment procedures. 
Only deaths by poisoning were studied, since 
it was felt that if there were differences in suicide 
ascertainment practice between areas they might 
be found here. A tabulation was prepared for the 
London boroughs and the county boroughs, 
omitting those districts in which less than 10 
cases of poisoning were seen during the year 
1969. This provided a sample of 69 boroughs 
in all, 29 in London and 40 in the counties. If 
the procedure for suicide ascertainment in cases 
of poisoning were consistent, the relative pro- 
portions of cases achieving a suicide verdict, an 
open verdict or an accident verdict, would be 
expected not to vary greatly from one district 
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to another. In practice, the reverse is found Tase II 
(see Fig. 5). Deaths by poisoning with solids and liquids in 
There is considerable variation within the Greater London 


69 boroughs in the proportion of cases of 

poisoning which achieve a verdict of suicide. Coroners 

In some districts as few as 10 per cent of these district I 2 3 4 5 6 7 
deaths achieve a suicide verdict, whilst in others 

100 per cent of them are considered to be cases Suicide % 57 68 70 73 75 75 82 
of suicide. It seems unlikely that these reported 

differences could be explained entirely on the Ratio open/ 

basis of differences in the nature of the cases suicide 0'30 0°19 0°29 0°04 0°22 0°07 O'I4 
that were found in these areas. a 
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Next we examined the ratio of open verdicts 
to suicide verdicts in each of these 69 boroughs, 
with regard to deaths by poisoning. Coroners 
have themselves said that many open verdicts 
in their view were probably instances of suicide, 
but insufficient evidence was available. This 
might be particularly true of poisonings. If the 
ratio between open verdicts and suicide verdicts 
varied considerably from one area to another, 
this would cast considerable doubt on the 
reliability of the officially reported suicide rates. 
Barraclough (1) has shown that when the ratio 
between open verdicts to suicide verdicts for all 
deaths was compared in the county boroughs 
the ratio varied from o : 1, to 1-1: 1, that is 
to say in some areas there were no open verdicts, 
and in others there were more open verdicts 
than suicide verdicts. Fig. 6 shows the same 
ratio in the case of poisonings in the 69 boroughs 
described. As can be seen, the variation in this 
ratio for deaths by poisoning is even greater than 
that reported by Barraclough. There are some 
districts in which there are no open verdicts 
and there are others in which the number of 
open verdicts exceeds the number of suicide 
verdicts by a ratio of 3:1. There is thus 
considerable variation from one district to 
another in the proportion of deaths by poisoning 
which are allotted to the suicide, to the accident, 
or to the open verdict category. 

As regards the London boroughs, we have 
grouped these together into the seven coroners’ 
districts, as in Table II, and it can be seen 
that the percentages of deaths by poisoning 
which achieve a suicide verdict vary from 57 
per cent to 82 per cent, and that the ratio of 
open verdicts to suicide verdicts also varies, 
with many fewer open verdicts in some districts 
than in others. 

It would be straining credulity too far to 
hold that these differences could be accounted 
for entirely by differences in the nature of the 
cases or the quality of the information available 
to the coroner. A more probable explanation 
is that coroners differ in their judgement and 
that different criteria are used in allocating the 
cases between the three verdicts. This in turn 
means that comparisons between the officially 
reported suicide rates should be viewed with 
considerable reservation. 
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23 in a General Hospital 


By . RAMON, J. H. J. BANCROFT and A. M. SKRIMSHIRE 


Su . Twenty-five doctors and 50 nurses working in the medical wards of 
a getteral hospital were interviewed. They were asked to indicate typical motives 
for .gelf-poisoning and were then shown brief accounts of four typical case 
histories. They were asked.td:cHoose from a list of motives those they considered 
appi to each case. They “then rated each motive for acceptability and 
understandability, and each case for sympathy and readiness to help. 
Motives were of tw prin ipal types—‘manipulative’ (i.e. aimed at eliciting a 
reich from others)*mtl ‘depressive’ (i.e. communicating despair and aimed 
ithdrawal, escape or death). ‘Depressive’ motives were more acceptable and 
“Tyre. sympathy or readiness to help in both doctors and nurses than 
julative’ faotives. 
greece and nurses differed in various ways. Nurses were generally more 
accepting, more sympathetic and more likely to seek professional help as an 
alternative way of coping. Doctors distinguished more clearly between ‘suicidal’ 
motives, of which they were relatively accepting, and ‘manipulative’ motives, 
which they accepted less. Attitudes to the four cases differed, primarily in the 
motives attributed. Those differences may also reflect differing severity of 


problems, personal responsibility for problems, social class, sex or age. 


INTRODUCTION 

The widespread epidemic of self-poisoning 
and self-injury is placing an increasing burden 
on general hospitals. This study aims to explore 
the attitudes of medical and nursing staff in a 
general hospital towards patients who deli- 
berately poison themselves. Self-poisoning is a 
powerful form of communication. The hospital 
staff are among the first to react to this com- 
munication and their attitudes to this behaviour 
are likely to be important in determining the 
consequences. The study is part of a broader 
investigation of the motivation of self-poisoning 
behaviour. 

We are particularly interested in the following 
questions: 

(1) What motives for self-poisoning behaviour 
are attributed by doctors and nurses? 

(2) How do different motives vary in their 
acceptability to doctors and nurses and in the 
extent to which they evoke sympathy or 
readiness to help? ` 


gs 


(3) How understandable is this behaviour 
as a method of coping with a crisis, and what 
alternative methods would be seen as preferable 
by doctors and nurses? 

(4) Do doctors and nurses differ in these 


respects? 


METHOD 


Eighty-one subjects were involved, and details 
are given in Table I. The selection procedure for 


TABLE I 
Subjects 
Physicians Nurses 
Consultants 6 Nursing Officer 3 
Senior Registrars 7 Sisters 6 
Registrars & SHO’s 9g Staff Nurses 18 


HO’”s a 9 Student Nurses 23 


Total 31 Total . 50 
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medical staff was to approach all those who 
were, at the time of the study, working on the 
medical firms dealing with self-poisoning ad- 
missions including consultants, senior registrars, 
registrars and house officers. All the physicians 
approached agreed to participate.* 

All nurses on the afternoon shift in the five 
wards to which self-poisoning patients are 
usually admitted were asked to take part. Two 
nurses refused.f 

All subjects were interviewed by the same 
interviewer (S.R.). The interview lasted 
approximately 30 minutes. Each subject was 
first asked: ‘Would you please say why people, 
in general, deliberately poison or injure them- 
selves.’ 

In this way the subject’s own conception of 
typical motivation was elicited (see table IT). He 
was then presented with four short descriptions 
of self-poisoning acts based on actual cases (see 
Appendix A). These were chosen to provide four 
typical examples of self-poisoning behaviour. 
In Case 1 a row in a marriage with poor com- 
munication precedes the overdose. In Case 2 an 
adolescent with an insecure home background 
is upset by the threat of a break with her boy- 
friend. Case 3 shows an alcoholic with a steady 
social decline and repeated suicidal attempts. 
Case 4 represents a depressive history in a 
middle-aged professional man with various 
situational factors to account for his depression. 
The first two were chosen as typical of those 
with low suicidal risk, the last two of those with 
high suicidal risk. 

The subject was asked to read through all 
four cases first and then to answer a series of 
questions about each case. For the question- 
naire see Appendix B. A series of possible 
motives were offered to the subject for him to 
choose from; these had been chosen by the 
experimenters as being either commonly ex- 
pressed by patients following overdoses or 


* Six consultants were omitted from most of the analyses 
reported below for technical reasons. A comparison of their 
responses with those of other medical staff shows a high 
degree of similarity. 

+ Neither sample was randomly selected from a defined 
population. ‘Significance tests’ at the 5 per cent level have 
been reported simply as arbitrary but objective criteria 
for regarding observed effects and associations as other 
than trivial. 
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otherwise likely on commonsense grounds. This 
list is shown in Table IHI. 


RESULTS 

(a) Typical motives suggested by the subjects. The 
answers to the first question about typical 
motivation are categorized in Table II. The 


Motivation ‘oe 


TABLE IT 
Categories of motives suggested by subjects (Question A) 


Categories Doctors Nurses 
7o 
1. Seek help . 28 37 
2. Seck attention — = 68* 38 
3. Cannot cope any longer .. 20 18 
4. Inadequate people, ae 
trically disturbed .. 20 14 
5. Really want to kill Sen 
selves : 20* 8 
6. Mainly P diker 28* a) 
7. Personal problems (e.g. 
family, work, moa aa 
friend) : 24* 42 
8. Loneliness, TERS T 16 20 
9. Failure in search for an aim 
in life a Pe i O 6 
10. Don’t know y ba 4 
N == 100% 25 50 


* Significant differences between doctors and 


nurses (p = <0:05). 


three most frequently suggested categories of 
answer are ‘personal problems’, ‘seeking atten- 
tion’ and ‘seeking help’. 

(b) Chotce of motives presented to the subjects. In 
presenting the list of motives to the subjects it 
was explained that more than one motive might 
apply. They were therefore asked to indicate 
three motives they felt might be applicable to 
each case and to rank them in order of im- 
portance. 

The proportions of subjects choosing each 
motive for any of the four cases are shown in 
Table HI. 

The three motives most frequently chosen for 
each case are shown in Table IV. 


2 


i 
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TABLE III 
List of motives offered to subjects and Y% choosing them for at least one case 
Doctors Nurses Total 
é (n= 25) (n= 50) (n = 75) 
(a) Seek help j 76 82 80 
(b) Escape from impossible situation 80 go 87 
c) Get relief from terrible state of mind 2 62 65 
d) Try to influence someone 12 60 64 
e) Show how much the person loved someone 16 26 2% 
(f) Make things easier for others .. i, E 14 1g 
(g) Make people sorry for the way they have treated the person ba 92 76 Sr 
(h) Frighten or get one’s own back .. .. 60 52 55 
(i) Make people understand how desperate c one was as feeling .. ° 84 94 9I 
(j) Find out whether someone really loved the person .. 28 52 44 
(k) The situation was so unbearable that one had to do something l 
and didn’t know what else to do 80 86 84 
(1) The person seemed to lose control of himself and had no idea 
why he behaved that wey 40 42 41 
(m) Wanted to die ; 92 42 59 
Tase IV situation’) more often to case 3, and the more 


Motives chosen (see Table II for key) 


Order of frequency 
Case 
Ist and grd 
I i g b 
2 g d h 
3 a b k 
4 k 1 m 


“Trying to influence someone’ (d), ‘make 
people sorry’ (g), and ‘wanted to die’ (m), were 
selected by doctors significantly more often than 
by nurses. 

‘Make people understand how desperate one 
is’ (i), ‘find out whether someone really loves 
you’ (j), and ‘so unbearable one had to do 
something’ (k), were selected significantly more 
often by nurses than by doctors. 

As well as the differences between the doctors 
and nurses, there was evidence that within these 
groups the raters discriminated systematically 
among the four cases when asked to attribute 
motives. The degree of within-rater discrimina- 
tion attained formal ‘significance’ (using Coch- 
ran’s Q-test). Doctors and nurses made similar 
distinctions between the cases. They attributed 
the ‘other-referring’ motives (d), (g) and (h) 
more often to cases 1 and 2 than to cases 3 and 4, 
motives (a) and (b) (‘seeking help’ and ‘escape 


$ 


depressive motives (c) and (k), as well as the 
wish to die, predominantly to case 4. 


Acceptability of motives 
The mean ratings of acceptability for each 
motive are shown in Table V. Only those 


Tase V 
Acceptability of motives (mean ratings for each motive. 
Low score = high acceptability) 
Doctors Nurses 

Motive Mean Rank- Mean Rank- 

rating ing rating ing 
a 3°3 4 2°4 3 
b 3°2 3 2'5 6 
c 3'I 2 2'9 2 
d 4°4 12 3°7 13 
c 4'0 10 B31 9 
f 3°6 7 3'0 8 
g Atl II 3'4 10 
h 4°8 13 3'5 12 
I 3°4 5 2'7 7 
J 3°8 8 3'4 10 
k 3°5 6 2° 4. 3 
l 3'9 9 2'4 3 
m 1'9 I 2'I I 


The ‘n’ rating each motive varies as shown in 
Table III 


motives chosen as relative to the four cases 
were rated by each subject. The proportions 
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Tase VI 
Sympathy/Antipathy for each case—% choosing each rating (n = 24 for doctors; 50 for nurses) 


Case I 


Doctors Nurses 


Case 2 Case 3 Case 4 


Doctors Nurses Doctors Nurses Doctors Nurses 


1. Would feel a aa 17 52 12 42 12 43 46 56 

29 26 33 24 25 35 42 20 

‘A Neutral .. ba 25 8 14 22 25 12 4 10 

4. is 25 10 21 4 33 6 4 12 

5. Would feel antipathy 4 4 17 4 4 4 2 
Taste VII 


Degree of readiness to help for each case—% choosing each rating (n = 24 for doctors; 50 for nurses) 


Case I 


Case 2 Case 3 Case 4 


Doctors Nurses Doctors Nurses Doctors Nurses Doctors Nurses 


3 Would like to ave 17 40 
37 18 

3 Neutral... j 37 30 
ee 9 8 

A Would not like to help o 4 


rating each motive therefore varied and are 
shown in Table III. 


Sympathy and readiness to help 

Ratings of sympathy are shown in Table VI. 
Sympathy is more evenly distributed amongst 
the four cases by nurses than by doctors who are 
noticeably more sympathetic in Case 4 than in 


the other three. 


Degree of readiness to help is shown in Table VII. 
This shows a similar pattern to Table VI, with 
Case 2 evoking the least readiness to help. 


Alternative behaviours 

The answers to the question: ‘What would 
you have done in the patients place?’, were 
categorized, and the percentages choosing each 
category are shown in Table VIII. The first 
category ‘getting out of the situation by doing 
something unrelated to the problem’, includes 
means of escaping from the situation by such 
means as going for a walk, going to the cinema, 
i.e. actions which are irrelevant to the problem, 
do not attempt to resolve the problems but do 
reduce tension. The two main differences 
between doctors and nurses are (i) greater 
readiness to seek professional help in the nurses, 


29 42 29 49 67 60 

17 30 37 3I 25 24 

25 16 17 12 4 12 

17 6 8 4 4 

12 6 3 o o o 
Tare VIII 


Alternative methods of coping suggested by the doctors 
and nurses. Y% choosing each category 


Doctors Nurses 
(n = 100%) % %o 
(25) (50) 


1. Get out of the situation by 
doing something unrelated 


to the problem .. 27 30 
2. Try to overcome the pro- 
blem without other help .. 28 20 


3. Seek professional or semi- 
professional (e.g. Samari- 


tan’s) help . 28 50* 
4. Seek non-professional help 32 30 
5. As in 2, by ‘opting out’ (e. 8: 

leave home, wife) .. 20 14 
6. The same as the patient .. 28 16* 
7. Try to understand sa 

or involved others) 12 18 
8. Don’t know 4 16* 
g. No suggestion but would not 

have taken O/D .. a 16 Q* 


* Significant’ difference between doctors and 
nurses. 


(ii) greater tendency to ‘do the same thing as 
the patient’ (i.e. self-poisoning) among the 
doctors (this is principally shown in their 
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reaction to Case 4). Doctors were also more 
inclined than nurses to ask for futher informa- 
tion before answering questions. 


Patterns of association amongst items of the 
questionnaire 

These were investigated by examining 
matrices of Goodman and Kruskal’s (1954) 
gamma coefficient (non-parametric measures 
of association) with the help of a multidimen- 
sional scaling analysis (Shephard, Romney and 
Herlove, 1973). The following ‘significant’ 
positive associations were observed in mean 
scores taken over all four cases. 

(1) Between choice of motives (m), (i), (c), 
(b), (k) and finding the act ‘understand- 
able’. 

(2) Between choice of motives (g), (d), (b), 
(j), (a), (I) and finding the act ‘not 
understandable’. 

(3) Between choice of motives (m), (c), (i) 
and a higher degree of sympathy. 

(4) Between choice of motives (g), (h), (j), 
and antipathy. 

The analyses suggested that for both doctors 
and nurses the principal dimension of the 13 
motives contrasted the ‘manipulative’, aimed at 
eliciting desired reactions from significant other 
(g, d, h and j), with the more ‘depressive’, 
communicating despair and withdrawal motives 
(b, c, k, ] and m). The wording of motive (i) 
(‘make people understand how desperate one 
was feeling’), seemed to lead some raters to 
emphasize the manipulative aspect (‘make 
people understand’) and others the ‘depressive’ 
aspect (‘desperation’). 

For both doctors and nurses sympathy and 
readiness to help was strongly associated with 
the ‘depressive’ motives and opposed to the 
more manipulative motives. However, there 
seemed to be a sub-group of raters in whom the 
attribution of manipulative motives such as 
‘make people sorry’ did not alienate sympathy 
or readiness to help. 

These broad outlines, with certain minor 
variations, persisted over all four cases for both 
groups of raters. 

Ofher significant associations were between 
motiyes (c) ‘get relief from state of mind’ and the 
suggested alternative of ‘seeking professional or 
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non-professional help’; and motive (m) ‘wish to 
die’ and both ‘doing the same as the patient’ 
and ‘overcoming the problem without others’ 
help’. 

Whereas understanding, sympathy and readi- 
ness to help are positively correlated for all cases, 
acceptability has a more variable relationship 
from case to case. 


Comparison of different occupational grades 

Owing to the small numbers within each 
grade, analysis of the differences amongst them 
can only indicate trends. Housemen tend to 
choose ‘manipulative’ motives, whereas staff 
nurses tend to select those of ‘escape’. Student 
nurses avoid the ‘wish to die’ motive even for 
Case 4, whereas it seemed relevant to all other 
groups. Staff nurses and sisters score highest on 
‘readiness to help’ and ‘sympathy’. On the 
whole this sample scored higher on ‘readiness to 
help’ than ‘sympathy’ with the exception of the 
consultants. This tendency is more apparent in 
Cases 3 and 4 than in Cases 1 and 2. 

In general there is a similarity between grades 
within each profession with the exception of 
student nurses who are more like the physicians 
than other nurse groups. 


Discussion 

The most striking findings in this study are 
the unexpected differences between doctors and 
nurses. These may reflect sex differences as 
well as different professional roles or training. 

Nurses in general are more accepting of the 
behaviour, more sympathetic, more likely to see 
it as a manifestation of, or escape from distress. 
When asked to suggest typical reasons for such 
behaviour they are more likely to answer in 
terms of problems preceding rather than of 
consequences of the overdose. When asked what 
they would do in similar circumstances they 
were more likely to suggest seeking professional 
help. 

Doctors were more accepting of the ‘wish to 
die’ motive than of the others, and tended to see 
behaviour as either suicidal or manipulative, 
being relatively unsympathetic to the latter. 

The extent to which the subjects identified 
with the patients may be important, and it is 
noticeable that the only patient evoking much 
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sympathy from the doctors (Case 4) was the 
only ‘professional’ amongst the four and the 
one who might be considered least responsible 
for his problems. 

Investigating attitudes in this way poses 
considerable problems of methodology and 
interpretation, and it is far from clear what the 
relationship would be between attitudes elicited 
in this way and the actual behaviour of subjects 
towards self-poisoning patients. It is of interest, 
however, that though doctors are a high risk 
group for suicide they rarely present as cases of 
self-poisoning in the general hospital, whereas 
nurses are one of our high risk groups for self- 
poisoning (Bancroft et al., 1975). Thus the 
differences between the two professional groups 
in the study is consistent with the suicidal and 
parasuicidal behaviour in the two professions 
as a whole. We are not in a position to explain 
these differences between doctors and nurses 
from the available data, but informal comments 
from the staff interviewed, as well as common- 
sense interpretation, suggest that this difference 
may be consistent with their respective roles. 
The doctor carries greater responsibility for 
decision making, in particular the decision 
whether the patient requires medical care. He 
is perhaps more likely to feel ambrvalent about 
patients whose immediate problems are self- 
induced and are usually not the manifestation of 
illness, and who frequently present relatively 
insoluble problems to the would-be helper. The 
nurse, on the other hand, can continue to keep 
to her traditional role of the warm, sympathetic 
supporter without being troubled by the 
question whether the patient qualifies for help 
or not, 

This study represents a very preliminary look 
at an area which has received almost no atten- 
tion hitherto. The issues are important for the 
following reasons. Firstly, if, as seems likely, self- 
poisoning is an act aimed at communication, 
then it probably relies on assumed reactions to it, 
which at the present time we know very little 
about. 

Hence the ‘shared meaning’ of self-poisoning 
behaviour within any sub-cultural group (e.g 
nurses) may be crucial in determining the 
reactions to that behaviour by the group and 
the likelihood of a member of that group 
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behaving in that way. Investigation of such 
‘shared meaning’ is required in other groups, 
and we are currently studying attitudes of 
psychiatric patients in a similar fashion.* 
Secondly, the attitudes of others towards self- 
poisoning, in this case of members of hospital 
staff, may be communicated to the self-poisoning 
patient after the act. This may influence how this 
patient accounts for his behaviour, on the 
assumption that one strives to present an 
account which is as acceptable as possible to the 
recipient. As in making our clinical judgements 
we rely a great deal on the accounts patients 
give to us, it is important to understand how 
our attitudes and those of our colleagues may 
influence these accounts. It may also influence 
the likelihood of the act being repeated. 
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APPENDIX A 

Cass I 

Gillian Jones and her husband Albert have run a busy 
pub for ten years. Recently they’ve been very short staffed 
and Mrs. Jones has become very tired and depressed. 
She’s been getting angry with Albert, who she feels doesn’t 
give her the support she needs and makes no attempt to 
understand her, She’s tried explaining this to him but 
says he doesn’t seem to take any notice. 

Gillian had been looking forward to a day’s outing with 
an old friend from her home town, but at the last minute it 


* For a full discussion of the ‘meaning’ of suicidal 
behaviour, see Douglas (1967). 
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fell through. Gillian was upset and annoyed. She went to 
Albertin a state, but Albert thought she was being irritable 
again and walked away instead of giving her the sympathy 
she wanted. 

Gillian had a few drinks by herself, and then went back 
to her room; there she found a bottle of Albert’s pills and 
started to swallow them. Albert, who had followed her, 
took the rest of the pills away and called the doctor. 


Case 2 

Jane Brown is an 18-year-old telephonist who lives with 
her parents. She gets on well with her father, but not with 
her mother. They often argue, and Jane feels she cannot 
confide in her mother. For some time she has wanted to 
get away from home and lead a more independent life, 
She is very much looking forward to getting married. 

She has been going steady with her boyfriend Ron for 
about nine months and has certainly hoped to marry him. 
Recently, however, things have not been going well 
between them—they have been arguing a lot and Ron 
seems to be less interested in her. On Saturday night they 
went to a party together. Soon after getting there Ron 
more or less ignored her and spent most of the evening 
dancing with other girls. Jane became very upset and left 
on her own. She walked around the town for some time 
before returning home. When she got home, her mother 
came out of her room and criticized her for being so late 
and asked where she’d been. Jane started to argue, but 
then quickly went into the bathroom and swallowed a 
number of her mother’s sleeping tablets. Her father came 
into the bathroom, found what had happened, and took 
her to hospital. 


Case 3 

Arthur MacDonald is a 45-year-old Scot who was 
recently admitted to hospital in an intoxicated state and 
with an overdose of aspirin. He had phoned the hospital 
saying he was going to kill himself, but had put the 
recelver down without saying where he was. The call was 
traced, however, and he was brought into hospital by the 
police. That morning he had been evicted from his 
lodgings because of drunkenness. 

At one time he had been a regional sales manager with 
a good salary, but at the time of his admission he was 
unemployed. His last job, as a long distance lorry driver, 
had ended nine months previously when he lost his 
driving licence because of drunkenness. This was followed 
by a large overdose of sleeping tablets. Since that time, he 
had had two further admissions to hospital with overdoses, 
each one following the break up of a relationship with a 
woman. He always had difficulty in forming a stable 
relationship. At this moment he would like help but 
doesn’t see what anyone can do for him. 


Case 4 

Frank Martin is a 55-year-old consulting engineer. Two 
years ago he was given the ‘golden handshake’ by the 
firm he had worked with for many years. Although he was 
upset at the time he planned to work on his own, but this 
freglance work has not gone well and much of the time he 
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spends at home doing nothing. His wife is a forceful 
personality, several years younger, and has a successful 
career as a buyer in a large firm. At the moment she is the 
main breadwinner. The relationship between her and 
Frank has been poor for some time. She frequently criti- 
cizes him for his inability to get going, and there are 
frequent rows and very little warmth between them. 

Frank has felt increasingly depressed, withdrawn and 
hopeless about the future. He is always reluctant to seek 
help. On the day of admission to hospital his wife returned 
home from work, heard a noise in the garage and found 
Frank unconscious on the floor of the garage with the car 
engine running and the doors closed. He regained 
consciousness in hospital. 


APPENDIX B 
1. Do you think it was an understandable thing to do? 
2. What would you have done in the patient’s place? 


3. (a) Please select from the list of motives suggested below 
the three which explain best why the person has 
taken an overdose. 


(b) Please rate the three selected motives on the scale 
attached. 









Very Quite 
much so a bit 


repeated for each of the motives shown in Table III 


(a) seek help from 
someone 





(c) Please rank the motives according to their im- 
- portance in explaining the taking of the overdose. 
Motive No. 





4. Please rate each of the motives you selected earlier on 
the following dimensions by ticking off the appropriate 
point. 


Is an acceptable Is an un- 
reason for taking acceptable 
an overdose reason 


Motive No. 
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The patient is He is not You would You would 
the kind of the kind of , feel sympathy feel antipathy 
person you person you for him for him 
would like would like 


to help to help 
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g. This study begins with a detailed analysis of the population of a 

jatric hospital in South Wales. Attempts are made to determine the 
chronicity, with its various underlying causes. This is followed by 


details of the current admissions to the hospital from a catchment area where 
genral hospital and psychogeriatric units have been established, and estimates 
of future bed requirements. Finally there is a description of the several facilities 
of the general hospital unit and of the problems of developing a fully compre- 


hensive mental health service. 


INTRODUCTION 

During the 15 years since the passing of the 
Mental Health Act of 1959 there have been 
many changes in the patterns of care of psychia- 
tric patients. It is essential for future planning 
that such changes should be analysed, especially 
the effects of the development of a compre- 
hensive mental health service associated with the 
district general hospital unit. 

The Parc Hospital at Bridgend forms part of 
the Morgannwg Hospital complex (Penyfai, 
Glanrhyd and Pare Hospitals), the mental 
hospital for the greater part of Glamorgan, 
population approximately 600,000. Penyfai 
Hospital (160 beds) received all admissions 
until 1964, and patients requiring more than 
short-term care were transferred to either Parc 
(1,300 beds) or Glanrhyd (850 beds) hospitals. 
After 1960, when the consultants responsible 
for out-patients in the eastern and northern 
areas were based at the Parc Hospital, the 
patients from these areas in Penyfai and 
Glanrhyd Hospitals were gradually transferred 
to Parc Hospital. From 1964 patients from the 
East Glamorgan (including Pontypridd and 
Rhondda Valleys, population 170,000) and 
North Glamorgan (population 130,000) catch- 
ment areas were admitted directly to the Parc 
Hospital, while Penyfai and Glanrhyd Hospitals 
catered mainly for the western and southern. 
areas of the county. In 1968, a purpose-built 
psychiatric unit opened at the East Glamorgan 
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General Hospital, Pontypridd, some fifteen 
miles from Parc Hospital, with 46 beds, a day 
centre for 30 patients, out-patient clinics, and 
departments of occupational therapy, social 
work, psychology and electro-encephalography. 
In 1971, a long-stay psychogeriatric unit of 27 
beds was opened at Tyntyla Hospital in the 
Rhondda Valley. 


METHOD 

The present study started in January 1972, 
after twelve years of operation of the Mental 
Health Act, and ended in January 1974. Firstly 
the in-patients at Parc Hospital, excluding those 
resident less than thirty days, were analysed. 
and subdivided into three groups: admissions 
before 1960, admissions in the decade 1960-1969, 
and admissions in 1971 and 1972; the groups 
included the patients who were first admitted 
to other hospitals in the Morgannwg Hospital 
complex and later transferred to Parc Hospital. 
Secondly, the long-stay patients, both under 
and over 65 years, were considered in detail. 
Thirdly, reference was made to the admissions 
to Parc Hospital from the East Glamorgan area 
from 1964 and the decreasing population in 
the two divisions of Morgannwg Hospital. 
Fourthly, more detailed attention was focussed 


‘ on the admission of East Glamorgan patients to 


all types of available in-patient accommodation. 
Fifthly, an attempt was made to estimate future 
bed requirements by an analysis of patients 
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admitted to Parc Hospital from this area in 
1970 to 1972. Finally, other aspects of psychia- 
tric care were reviewed, especially out-patients, 
day-patients, general hospital and domiciliary 
consultations. 


RESULTS 
Parc Hospital in-patients 

Although the Parc Hospital now only serves 
the East and North Glamorgan areas, 397 (43 
per cent) of the 91g patients originate from 
other catchment areas. The age range shows 
that 677 (74 per cent) are over 50 years, and 333 
(36 per cent) are 65 years and over. The sex 
distribution varies with age; in the youngest 
group males predominate (M/F—1-9/1) while 
in the oldest group females predominate (M/F— 
1/2-3). The majority (59 per cent) were 
admitted before 1960, and only 22 per cent had 
been admitted in the two previous years 1970 
and 1971. 

Of the 545 patients admitted before 1960, 230 
(42 per cent) are in the elderly age group, with 
females predominating (M/F—1/2-1), only 77 
(15 per cent) are re-admissions, and 49 (9 per 
cent) suffered principally from subnormality. Of 
the 176 patients admitted from 1960 to 1969, 
there are 69 (39 per cent) in the elderly age 
group, and r11 (63 per cent) are re-admissions; 
25 (14 per cent) primarily suffer from sub- 
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normality, and 46 (47 per cent) of the 97 
‘mental illness re-admissions’ had previously 
been in-patients for a total of two years or 
more. Of the 198 patients admitted in 1970 
and 1971 and still remaining in January 1972, 
the majority, 164 (83 per cent), were aged under 
65 years, and 130 (66 per cent) were re- 
admissions; only 3 (1-5 per cent) primarily 
suffered from subnormality and these were re- 
admissions; 45 (35 per cent) of the 127 ‘mental 
illness re-admissions’ had previous in-patient 
stays of two years or more. 

In these three groups the main trends are: 
decreasing percentages of the elderly and 
subnormals, with increasing percentages of 
re-admissions, of which a significant proportion 
had previously been in-patients for a total of 
two years or more and therefore were already 
suffering from a chronic type of illness. 


Long-stay patients admitted 1960 to 1969 

In order to investigate the factors associated 
with the development of chronicity, which was 
defined as being an in-patient for two or more 
years continuously, the patients admitted in the 
decade 1960-69 were divided by age into two 
sub-groups—‘under 65 years’ and “65 years and 
over’. Of the 107 patients under 65 years, 7 had 
either died or were discharged during the 
investigation, and only 100 werestudied in depth. 


TABLE I 
General statistics of patients in Parc Hospital on r January 1972 (excluding short-stay patients) 


Catchment area of origin 
East Glamorgan area 
North Glamorgan area 
Other Glamorgan areas... 
Areas outside Glamorgan .. 


Age groups 
Under 50 years 
50 to 64 years 
65 years and over 


Year of admission 
Before 1960 .. 


1960 to 1969 
1970 and 1971 


Total 


Males Females Total 
197 208 405 
102 124 226 

78 10% 179 

5I 58 109 
157 85 242 
168 176 344 
103 230 333 
247 298 545 

92 84 176 

89 109 198 
428 491 919 © 
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TABLE Ii 
Analysis of patients in Pare Hospital on 1 January 1972 
Under 50 to 65 years 
50 years 64 years and over Total 
Patients admitted before 1g60 
Males va w 58 134 75 24.7 
Females 30 11g 155 298 
First admissions 70 201 197 468 
Re-admaissions 18 26 33 77 
Principal mental disorder 
Mental illness .. 78 208 210 496 
Subnormality 10 19 20 49 
Sub total admissions 88 227 230 545 
Patients admitted from 1900 to 966 
Males 45 29 18 92 
Females 14 19 5I 84 
First admissions It 14 37 65 
Re-admissions 48 3I 32 III 
Principal mental disorder 
Mental illness .. 41 42 68 151 
Subnormality 18 6 I 25 
Mental disorder of 1st admissions 
Mental illness .. : 5 12 37 
Subnormality 6 5 o 11 
Mental disorder of re-admissions 
Mental illness .. 36 30 3I 97 
Subnormality I2 I I 14 
Total duration of previous stays of mental illness 
re-admissions 
Less than 2 years 1g 12 20 5I 
More than 2 years 17 18 II 46 
Sub total admissions ae 59 48 69 176 
Patients admitted 1970 to 1971 
Males... p T 54 25 10 89 
Females 4I 44. 24 109 
First admissions 22 23 23 68 
Re-admissions 73 46 11 130 
Principal mental disorder 
Mental illness 93 68 34 195 
Subnormality 2 I 0 3 
Total duration of previous stays of mental illness 
re-admissions 
Less than 2 years 46 29 Fi 82 
More than 2 years 25 16 4 45 
‘Bub total admissions 95 69 34 198 
Total admissions all groups 242 344 333 919 
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Taare IT] 
Analysis of long-stay patients under 65 years of age 


Age distribution 
Under 50 years 
50 to 64 years 


Total duration of previous mani stays 
Nil ae : : 


Less than 2 years f 
More than 2 years .. 


Widowed, divorced, separated 


Legal status 
Informal “is 
Section 26 (treatment order) 
Section 65 (court order) 


Diagnosis 
Schizophrenia 
Organic states and epilepsy 
Affective disorders .. 
Personality disorders and alcoholism 
Subnormality ne ac 


Suitability for alternative accommodation 

Local authority accommodation 
Ordinary hostel 
Psychogeriatric hostel . 
Psychiatric hostel 
Subnormal hostel 
Group home . 

Hospital authority accommodation 
Geriatric hospital ri 
Subnormality POPS 

Private lodgings l : 


Unsuitable 


Frequency of leave from hospital 

Regular i$ a at 
Occasional 
Nil 

Frequency of visits from relatives or friends 
Regular ba Si F 7 
Occasional 
Nil 

Total 


The significant factors elicited in the ‘under 
65 years’ group are: the high ratio of males 
(M/F—2-3/1); the high percentage of re- 
admissions (73 per cent), especially with total 
stays of over two years; the high percentage 


Males Females Total 
42 II 53 
28 19 47 
18 9 27 
26 10 36 
26 II 37 
5I 20 7I 

9 3 12 
10 7 17 
62 27 39 

5 3 8 

3 o 3 
38 14 52 

8 5 13 

4 2 6 

3 2 5 
17 7 24 

I 4 5 

I O 1 
22 O 22 

d o 7 

7 2 9 

3 0 3 

5 6 II 

3 O 3 
QI 18 39 
19 5 24, 
II 5 16 
40 20 6o 
16 II 27 
18 8 26 
36 II 47 
70 30 100 


(88 per cent) of single, widowed, divorced or 
separated patients of both sexes; the pre- 
dominant diagnosis of schizophrenia (52 per 
cent) and high percentage of subnormality 
(24 per cent); the high percentages of those 


mF 
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who never went on leave (60 per cent) or who 
never received a visit from a relative or a 
friend (44 per cent); the high percentage (44 
per cent) considered able to leave hospital if 
adequate alternative accommodation were pro- 
vided by the local authority. It is also of 
importance to note that only the minority of 
these patients (39 per cent) are unsuitable for 
discharge, and only 11 per cent are com- 
pulsorily detained. 

In the ‘65 years and over’ group there is a 
predominance of females (74 per cent), and 
gI per cent were aged 65 to 79 years; re- 
admissions were in the minority (42 per cent), 
only a third of these having total previous stays 
of over two years. 

From these studies an estimate of the rate of 
development of chronic psychiatric illness may 
be made. If the original group of 107 patients 
‘under 65 years’ remaining in hospital over two 
years is indicative of the incidence of chronicity 
in a population of 300,000 (of all ages), the rate 
is 3°57 such patients per 100,000 per annum. 
If the 24 subnormals are excluded, this rate 
reduces to 2:77, and if, in addition, the 35 
patients with mental illness who had previous 
stays totalling more than two years are also 
excluded (having probably become chronic in 
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the previous decade), the rate further reduces to 
1:6. This would then be the more accurate 
estimate of recent trends in the rate of develop- 
ment of chronicity, but it still does not take into 
account the chronic patients admitted and 
discharged within the decade or the possible 
effects of improved availability of alternative 
accommodation. 

A similar estimate of the rate of the develop- 
ment of chronicity from the group ‘65 years and 
over’ is 2°3, reducing to 2:0 per 100,000 total 
population per annum. 

During the investigation ending on 1 January 
1974 (12 out of 107) patients in the ‘under 65 
years’ group, and 17 (out of 69) patients in the 
‘65 years and over’ group had been discharged or 
died. The rate of decrement of the long-stay 
population, of all ages, is 8-2 per cent per 
annum, and of the aged long-stay population is 
12°83 per cent per annum. 


Impact of general hospital untt on main psychiatric hospital 

From 1964, the admissions to Parc Hospital 
from the East Glamorgan catchment area 
(population 170,000) increased gradually to 
1968, when the general hospital unit opened, 
after which they decreased till 1970, with 
little change thereafter. The rate of decrement 


Tase IV 
Analysis of long-stay patients over 65 years of age 


Age distribution 
65 to 69 years 
70 to 74 years 
75 to 79 years 
80 to 84 years 
85 to 89 years 
go to 94 years 
Total duration of previous in-patient stays 
Ni .. n pi zi is 


Less than 2 years 
More than 2 years .. 


Disposal between 1.1.72 and 1.1.74 
Discharged .. be MA 
Remaining 


Total 


Males Females Total 
8 18 ab 
4 14 18 
5 I4 19 
O 4 4 
0) I I 
I o O 
13 2 40 
3 16 19 
2 8 10 
I 3 4 
4 9 13 
13 39 52 
18 5I 69 
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of the in-patient population of both divisions 
of the main psychiatric hospital was similar 
from 1964 to 1968, but this decline accelerated 
in the Parc Hospital after the opening of the 
general hospital unit and the development of a 


district-based comprehensive mental health 
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These results suggest that the principal 
effects of the opening of the general hospital 
unit on the main psychiatric hospital are only 
a slight reduction in admissions, but a signi- 
ficant reduction in the in-patient population of 
the division which caters for the particular 
catchment area. 


service. 
TABLE V 
Analysis of Morgannwg Hospital in-patients and admissions to Pare Hospital 
from East Glamorgan catchment area, 1964-73 
In-patients at Morgannwg Hospital, rst December 
Parc Hospital admissions 
Year from East Glamorgan % decrease Penyfai/ % decrease 
area Parc since 1964 Glanrhyd since 1964 
1964 223 1,260 — 133 amman 
1965 239 1,250 oB% 730 0:4% 
1966 254 1,220 3°2% 700 4'5% 
1967 285 1,200 4'8% 710 3°1% 
1968 339 1,124 10:8% 654 10:8% 
1969 253 1,060 15:9% 670 8:6% 
1970 236 964 23:5% 656 10:5% ` 
1971 232 942 25:2% 610 16-8% 
1972 231 942 252% 615 16-1% 
1973 249 892 29:2% 605 17:5% 
TABLE VI 
Admissions of all psychiatric patients from East Glamorgan catchment area 
(population 170,000) in years 1969 to 1973 
East Glamorgan Tyntyla Psycho- 
General Hospital Parc Hospital Geriatric Unit Total admissions 
Year Age group Unit (46 beds) (1,000 beds) (27 beds) to all units 
M F ‘Total M F Total M F Total M. F Total 
1969 Under 65 years 122 224 346 79 IH 190 201 335 536 
65 years and over 193 24 37 It 52 63 24 76 100 
135 248 383 go 163 253 225 411 636 
1970 Under 65 years 148 239 387 86 103 189 234 9342 576 
65 years and over 2I 34 55 16 3I 47 37 65 102 
169 273 442 Iī02 134 296 271 407 678 
1971 Under 65 years 133 248 381 73 93 166 8 2 5 209 343 552 
65 years and over 26 39 65 16 50 66 II 14 25 53 r103 56 
159 287 446 89 143 232 14 16 30 262 446 708 
1972 Under 65 years 124 214 9338 81 96 177 I o 206 grio 516 
65 years and over 9 25 34 18 36 54. 9 I2 2I 36 73 109 
1933 239 9372 99 1392 2931 10 12 22 242 9389 625 
1973 Under 65 years 122 210 332 102 94 197 I I 2 225 306 531 
65 years and over 18 26 Ad. 1g 39 52 10 Il 2I 41 76 IY 
140 236 376 115 194 249 II 12 23 266 382 648 
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The developing comprehensive psychiatric service 

In 1969 the general hospital unit was fully 
operational, though the day centre only became 
effective in 1970, and in 1971 the psychogeriatric 
unit opened. In 1966 and 1967 the total ad- 
missions to psychiatric beds from the East 
Glamorgan area were 254 and 285 (Table V), 
but by 1970, the total had increased to 678, an 
increase of 138 per cent from 1967. The average 
number of psychiatric admissions in the last 
five years is now 659 per annum, in comparison 
with less than 300 when the only in-patient 
accommodation was the main hospital, some 
15 miles distant from the area. 


Assessment of bed requirements 

In order to assess future in-patient require- 
ments within the catchment area, in addition to 
the present 46-bed general hospital unit and 
27 psychogeriatric beds, the admissions to the 
main psychiatric hospital in the years 1970 to 
1972 were analysed with particular reference to 
the length of stay. For this purpose they were 
divided into four categories: short stay (1-30 
days), intermediate stay (31—100 days), medium 
stay {101-400 days) and long stay (over 400 
days). 

Of the total 699 patients admitted in the 
three-year period, 619 (89 per cent) had been 
discharged by 1 January 1974, of whom 583 
(94 per cent) had remained less than 400 days. 
By averaging both the length of stay and the 
annual total for each category the total require- 
ments of all ages, assuming 100 per cent 
occupancy, are 54 beds for short, intermediate 
and medium stay patients. However, 8o per cent 
occupancy would be a more reasonable assess- 
ment, therefore the total requirement should be 
increased by 25 per cent to 68 beds. If only the 
‘under 65 years’ groups are considered, the 
requirements are 40 beds at 100 per cent occu- 
pancy, and 50 beds at 80 cent occupancy. 

In assessing the bed requirements for long- 
stay and potential chronic patients, the long- 
stay categories were grouped with those 
remaining on 1 January 1974. The annual 
admission rate of this group varied from 37 to 
40, and 36 (31 per cent) of the total of 116 
patients of all ages had either been discharged 


= or had died by 1 January 1974. Of the 39 such 
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patients admitted in 1970, 22 (56 per cent) had 
died or been discharged within three years; 
of 40 such patients admitted in 1971, 11 (27 per 
cent) had died or been discharged within two 
years, while only 3 (8 per cent) of the 37 such 
patients admitted in 1972 had been discharged 
by the end of 1973. The rates of discharge for 
the 1970 and 1971 groups are 19 per cent and 
13 per cent, suggesting an average decrease of 
these patients of 16 per cent per annum. If the 
annual admission rate of this group of long-stay 
patients is 39 from a population of 170,000, and 
the annual discharge rate is 16 per cent, the 
total requirements, assuming 100 per cent 
occupancy, would be 244 beds, or if the occu- 
pancy were 8o per cent, 305 beds. As future 
planning segregates the long-stay psycho- 
geriatric patients, the requirements for long- 
stay patients under 65 years would be 169 
beds at 100 per cent occupancy or 211 beds at 
80 per cent occupancy. This gives a ratio of 
1-24 beds per 1,000 total population. 

A reasonable estimate of future requirements 
of beds for all categories ‘under 65 years’ of 
age—-short, intermediate, medium and long- 
stay for the East Glamorgan area of 170,000 
population would be: 

(a) Present bed state of general hospital 
unit—-46 less 6, now used by elderly 

(b) Estimate of bed requirements of 
short, intermediate, and medium-stay 
patients admitted to Parc Hospital 

(c) Estimate of bed requirements for 
long-stay patients admitted to Parc 
Hospital 


== 40 
== RO 


== 2I 


“gor 


' Total 


The total beds which are therefore required for 
all types of cases under 65 years is 1°77 per 1,000 
total population. 


Further aspects of psychiatric care 

Although the previous in-patient statistics 
indicate the more costly aspects of psychiatric 
care, they do not reflect the development and 
increasing importance of such other facilities as 
day centre treatment, out-patient consultations, 
general hospital consultations and domiciliary 
visiting which characterize the comprehensive 
psychiatric service. 


2°72 TRENDS IN THE CARE OF PSYCHIATRIC PATIENTS 
Tase VII 
Analysis of East Glamorgan area patients admitted to Parc Hospital in 1970 to 1972 


(a) Summary 
Total Discharges Remaining 
Year admissions and deaths on 1.1.74 
1970 236 219 7 
1971 232 203 29 
1972 231 197 34 
Total 699 619 80 


(b) Length of stay of discharges and deaths 








Males Females 
Length of stay Under 65 years Under 65 years Total 
65 years and over 65 years and over 
1-30 days (short) .. dog T 83 14 66 2I 184 
31-100 days (intermediate es 79 il 107 39 236 
101-400 days (medium) .. = 36 14 8o 33 163 
400+ days (long) se orf I4 5 II 6 36 
212 44 264 99 619 
Remaining 1.1.74 (potential chronic) 27 7 28 18 80 
Total a a Sa pa 239 5I 292 117 699 
(c) Beds required for short, intermediate and medium stay patients 
Sex and Group and average Total Annual Beds 
age group length of stay patients average required Total 
Males under Short 15 days 83 27:7 1'14 
65 years... Intermediate 65 days 719 26°3 4'68 
Medium 250 days 36 12°O 8-22 14°04 
Females under Short 15 days 66 22°O 0*90 
65 years .. Intermediate 65 days 107 35°77 6-36 
Medium 250 days 8o 26:7 18°28 25°54 
Total ‘under 65 years’ 39°58 
Males 65 years Short 15 days 14 4° 0°19 
and over .. Intermediate 65 days II Q°7 0:66 
Medium 250 days 14 4°49 3°22 4°07 
Females 65 years Short 15 days 21 7'0 0'29 
and over .. Intermediate 65 days 39 13°0 Q*Zl 
Medium 250 days 33 IIO 7°53 10°13 
Total ‘65 years and over’ 14°20 
Total requirements at 100% occupancy 53°78 
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(d) Analysis of long stay and potential chronic patients 








Under 65 years Over 65 years 
Year of admission Total 
Males Females Males Females 

1970: Discharged or died = 9 4 5 4 22 
Remaining 1.1.74 .. ahs 6 8 o 3 17 

I5 12 5 7 39 

1971: Discharged or died a 5 4 o 2 II 
Remaining 1.1.74 .. i 10 9 2 8 29 

15 19 2 10 40 

1972: Discharged or died se o 9 o o 3 
Remaining 1.1.74 .. Sy II II 5 7 34 

II 14 5 7 37 


During the past five years there has been a 
steady increase in the total of out-patient and 
day-patient attendances, while the total of new 
referrals (out-patient, general hospital and 
domiciliary consultations) has also increased 
from 1,032 in 1970 to 1,281 in 1973, an increase 
of 24 per cent in three years. A relatively small 
proportion of general hospital unit admissions 
(25 per cent) come from the out-patient clinics. 
Although there has been a marked increase in 
general hospital consultations (61 per cent) 
associated with the recent increase in attempted 
suicides, only 25 per cent of these now require 
admission to psychiatric beds. The value of 
domiciliary consultations can also be seen, as 
only 277 (28 per cent) of 1,042 such patients 
in 1972 and 1973 required admission, and 352 
patients (34 per cent) were able to remain at 
home under general practitioner care. 


DISCUSSION 

The trends for mental hospitals to be centres 
of treatment rather than custody, and for the 
mentally ill to live in the community, were well 
established by 1960. The period of stay in 
hospital of new patients gradually shortened 
and many long-stay patients were rehabilitated 
back to their homes. The number of admissions 
annually was rising, but from 1954 the total 
in-patient population was falling. These trends 
occurred not only in Great Britain but else- 


s é 


where in the world, including the United 
States (Office of Health Economics, 1966). In 
planning for the future needs of the psychiatric 
patient it was assumed that these trends would 
continue and possibly accelerate. The Hospital 
Plan for England and Wales (National Health 
Service, 1962) estimated a reduction in psychia- 
tric beds from 3+3 per 1,000 population in 1960, 
to 1°8 in 1975, and forecast that none of the 
long stay patients ‘will remain in 16 years or a 
little more’ (Ministry of Health, 1961). These 
estimates were considered by many as over- 
optimistic: Gore and Jones (1961) noted that, 
as the long stay population of a North of 
England mental hospital was not predominantly 
elderly, at least 40 per cent could still be alive 
in 16 years. The in-patient population of the 
main psychiatric hospital in this study indicates 
that 545 (59 per cent) were admitted before 
1960, and by 1972 there were 315 (58 per cent 
of this group) under 65 years. As there were 
1,300 long-stay patients in January 1960, this 
indicates a reduction of only 58 per cent in 12 
years, but with the majority still under 65 years 
this group will probably not finally disappear 
till 1990. If this trend is similar in other hospitals, 
it follows that the Ministry’s forecasts are far 
from realistic. 

In 1971 the policy of the development of a 
‘Comprehensive Service for the Mentally IP 
based on a district general hospital was officially 
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Taste VIII 
Further details of psychiatric services in East Glamorgan area (population 170,000) 
1969 1970 1971 1972 1973 
Out-patients 
New patients 509 478 457 432 441 
Total attendances 3,558 3,905 4,238 5,002 5,185 
Day patients 
New patients — 59 gI 62 56 
Total attendances — 1,738 2,973 3,806 8,717 
General hospital 
Consultations — 174 248 262 281 
Consultations 417 380 460 483 559 
Source of referral of admissions to 
General hospital unit 
Out-patient clinics . 103 109 104 93 
Day centre .. ka si 8 12 16 12 
General hospital consultations 129 95 79 72 
Domiciliary consultations 83 110 87 81 
General Practitioners 52 50 42 59 
Other services 67 70 44 59 
Total .. 442 446 372 376 
Outcome of domiciliary consultations 
Admissions: 
Genera! hospital psychiatric unit 87 81 
Parc Psychiatric Hospital s 32 52 
Psychogeriatric unit .. II 14 
Other hospital or hostels 5 10 
Total admissions 138 157 
Referral to out-patient clinic 181 204. 
Referral to day centre Se 6 3 
Continued domiciliary care 158 195 
Total consultations . 483 559 





endorsed (D.H.S.S., 1971), and a provision of 
o:5 beds per 1,000 population for mentally ill 
adults was considered adequate for future 
requirements. The basis for this suggestion is 
not revealed, but from evidence of this present 
study and others it could be a considerable 
under-estimate. A census of psychiatric in- 
patients in the Leeds Region suggested a range 
from plus 1:9 per cent to minus 6:8 per cent 
in 1975 (Gore, et al., 1964). The needs for a 
defined area of North London were forecast as 
just under one bed per 1,000 of population by 


projecting the results of longitudinal and cross- 
sectional studies (Mezey and Syed 1972). The 
current study suggests great difficulties in future 
planning if only statistics from psychiatric 
hospitals are considered, especially as many 
such hospitals are isolated and remote, making 
adequate treatment and rehabilitation fre- 
quently unsatisfactory. 

The results of using current statistics to 
estimate future trends and needs suggest that 
for this area population of 170,000 the bed 
requirements will not be 85, as the D.H.S:S. 
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recommends but 301, or 1:77 per 1,000 total 
population, which in terms of capital outlay is 
an increase of 354 per cent. This also assumes 
that all other forms of psychiatric care and 
treatment are locally available. 

The transition to a service based on a district 
general hospital creates problems, and it was 
considered imperative that neither the new 
facility of the general hospital unit nor the 
older psychiatric hospital should function in 
isolation, but that both should be fully inte- 
grated into the total pattern of psychiatric 
care for the area. The increasing admission rate 
to the general hospital unit relieved the pressure 
on the main psychiatric hospital, where the 
patient population declined more rapidly than 
expected. Once the new facilities were esta- 
blished, the total psychiatric admissions from 
the area increased by 138 per cent, and in 
addition there were parallel increases in out- 
patient and day-patient attendances, general 
hospital and domiciliary consultations. The 
details of the increasing use of these other 
facilities emphasize the fact that in-patient 
treatment is becoming a relatively small, 
although still costly aspect of the total needs of 
psychiatric patients, and that future plans 
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should include programmes for the training of 
medical and nursing staff, occupational thera- 
pists, clinical psychologists and social workers, 
who will form the multi-disciplinary teams 
which will be the foundation of the fully com- 
prehensive service. 
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Community Care: An Analysis of Assumptions 


By DAVID HAWKS 


Summary 


The implementation of a policy of ‘community care’ is seen to involve a number of assump- 
tions, some of which are rarely examined. These can be roughly categorized as involving the 
nature of mental illness, the nature of community, the course and treatment of mental illness, 
the proper scope of psychiatry, the burden on the community and the efficacy of social work. 
Data bearing on these assumptions are reviewed, and the conclusion is offered that they are . 


far from being uncontentious. 


It is suggested that the movement toward community care has many of the attributes of a 
moral enterprise which, unless substantiated by benefits to the patient or his family, may be the ° 
latest diversion of the psychiatric conscience from the care and treatment of the chronic 


mentally ill. 


INTRODUCTION 

As others have pointed out, the term ‘com- 
munity care’ is ambiguous. Hospitals are part 
of a community’s facility for caring, neither 
more nor less inevitably compassionate than 
others. Yet hospital care is traditionally sepa- 
rated from those other non-hospital agencies of 
community care, and it is in this latter narrow 
sense that community care will be discussed in 
this paper. It will be argued that while com- 
munity care in this sense has many advocates, 
and moreover is official government policy, 
there have been few attempts to analyse its 
implicit assumptions and consider that evidence 
which bears on these assumptions. Such is the 
emotional appeal of the concept and its accord 
with contemporary thinking on the devolution 
of responsibility that there is a danger that its 
implications, both for patients and for their 
families, will be overlooked and its implementa- 
tion achieved by fiat. 

While ‘community care’ has a contemporary 
ring, in fact the majority of the mentally 
handicapped and mentally disturbed have 
always been cared for in the community. What 
is perhaps unique about the present impetus 
toward community care is the almost total 
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rejection of long-term institutional care of any 
kind. 

The recognition that community care has 
always been with us has more than historical 
accuracy to recommend it. It attracts attention 
to the re-discovery of the ways in which the 
mentally ill have traditionally been maintained 
in the community and away from the assump- 
tion that their care necessarily requires new 
practices and concepts. The fact that the care 
of its disturbed or handicapped members is an 
accustomed activity of families allows us to 
consider in what ways this has been achieved 
and how better it can be facilitated. It also 
provides the most convincing proof that their - 
care has never been and can never be the sole 
prerogative of the professional. 

The assumptions implicit in the trend towards 
community care can be grouped under a number 
of headings. The strategy followed in this paper 
is to give expression to each of these assumptions, 
then to consider some of the evidence which 
bears on them. Those concerning the treatment 
of mental illness and the role of the community 
will be reviewed more fully than the others. 
The role of psychiatry in society is in any case 
more a matter for debate than impartial verifica- 
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tion, while mental illness is such a broad field 
that it cannot be covered adequately here. 


CONCERNING THE NATURE oF MENTAL ILLNESS 


Conceptions regarding the nature of mental 
illness vary along a dimension which at one 
end holds that all serious mental illnesses are 
manifestations of some biochemical process, the 
course of which may be affected by drugs but is 
little influenced by social events; at the other 
extremity, all mental illness, even its most 
severe expressions, is held to reflect the operation 
of interpersonal processes. While somatic 
changes may occur they are secondary rather 
than primary events. The historic trend has 
been away from exclusive somatic models 
towards explanations emphasizing the role of 
social factors. Most psychiatrists now subscribe 
to a model of mental illness which, depending 
on the particular condition considered, acknow- 
ledges the operation of both somatic and social 
influences. 

What is of relevance to the present discussion 
is the increasing tendency to recognize that 
social factors, while not invariably contributing 
to the aetiology of mental disorder, always 
affect its treatment and outcome. This trend, 
together with a more optimistic view of the 
outcome of mental illness, in part attributable 
to the discovery of a number of psychotropic 
drugs, has questioned traditional views about 
the rehabilitative potential of the long-term 
patient. As a result emphasis has been lent to the 
need to pursue treatment in settings as similar as 
possible to those to which the patient is to be 
returned, While mental illness was viewed as 
having an essentially somatic explanation and 
its treatment was construed as largely a matter 
of pharmacology, the role of social factors, both 
in the aetiology and prolongation of mental 
illness, was unrecognized and the therapeutic 
potential of the community unnoticed. 


CONCERNING THE NATURE AND ROLE OF THE 
‘COMMUNITY’ 

Basic to the recommendation that the 
mentally ill should be treated in the community 
is the assumption that the community is thera- 
peutic or that the community cares. ‘This 
assumption contains a number of implications. 
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It is assumed, for example, that the community 
is more than a mere geographic entity, that it is 
possible to identify it as capable of showing 
concern, of harbouring those skills and tolerances 
which previously were the province of the 
hospital, or else that the community is capable 
of acquiring these skills. It assumes, too, a 
community’s willingness to tolerate the long- 
term support of non-productive persons visible 
to the community. 

Nor, of course, are these assumptions without 
some support. Except that such attributes were 
widely distributed in the community those 
specially designated institutions for the care of 
the mentally ill and mentally handicapped 
could never have coped with the number 
requiring their care. On the other hand, it 
could be argued that the fact that families 
have coped at home in the past with their 
disabled members reflects the suspicion with 
which institutions for their care have been held. 
As such institutions are improved (and it is 
unthinkable that their improvement could be 
ethically resisted, even given the move toward 
community care) more families may wish to 
admit their sick members to them. 

It is not, of course, assumed that families or 
the community at large will be unsupported in 
caring for the mentally ill; on the contrary it 
is assumed that there will be a vast increase in 
the number of trained social workers working 
in the community. Implicit, however, in this 
supposition is the belief that social work has 
been shown to be efficacious in the management 
of the menitally ill in the community, a point to 
which we shall return. 

While the view that a hospital may become a 
therapeutic community is now accepted, if 
difficult to put into practice, the notion that a 
community outside the hospital can become an 
extension of this therapeutic regime is more 
contentious. It assumes a unity of purpose and 
values which in all probability does not exist. 
According to such a view, instead of considering 
the community as the context in which mental 
health facilities operate, the community itself 
is seen as a source of mental health ‘ensuring 
the self-development, safety and fulfilment of 
all its citizens’ (Klein, 1968). Thus the com- 
munity is conceived of as an entity which gives 


278 


rise not only to the hazards of living but also to 
the potential for coping successfully with these 
hazards. 

One need not detract from the sentiments of 
such a statement to point out its complexity. 
Research has had great difficulty in identifying 
such homogeneous beliefs and values. Having 
identified the community as a therapeutic ally, 
the authors of the Seebohm Report (Seebohm, 
1968) own that in some cases, as for example 
within a delinquent sub-culture, the community 
may operate to reinforce attitudes and behaviour 
at variance with wider norms. Except to point 
to this possibility and to recognize that a person 
may belong to a number of communities with 
conflicting values, the Report does nothing to 
analyse the implications of such conflict. 

The sum of any patient’s effective community 
has proved difficult to calculate and in some 
cases its members are not more numerous than 
those paid employees of the institution which 
discharged him. 

It may also be argued that to assume that the 
community will willingly take on the responsi- 
bility of caring for its disabled members is to 
place a too naive interpretation on the functions 
previously served by hospitalization. There is 
much research to suggest that the admission of 
patients to hospitals is not solely determined by 
the severity of the patient’s condition, but, in 
addition, reflects a myriad of other considera- 
tions, including events in the patient’s environ- 
ment (Wilde, 1968; Clausen and Yarrow, 1955). 
Moreover, studies of the events precipitating the 
admission of patients to hospital demonstrate 
that in a significant number of cases the 
domestic life of the family is improved as a 
result of the patient’s removal to hospital (e.g. 
Tizard and Grad, 1961). 

The admission of patients to hospital and 
their retention there is not, in other words, an 
event reflecting only medical considerations. 
Evidence suggests that such actions serve 
important functions, not the least of which is 
the ‘preservation of the sane’ (Cumming and 
Cumming, 1957). Admission to hospital is not 
likely therefore to be reduced unless these 
functions are served in other ways. 

It is also clear from the various official 
statements on the development of community 


COMMUNITY CARE: AN ANALYSIS OF ASSUMPTIONS 


care (e.g. M.O.H., 1963) that they assume the 
existence of favourable attitudes toward the 
mentally ill or else the amenability of such 
attitudes as exist to the methods of health 
education currently available. A review of the 
relevant literature suggests, however, a less 
sanguine state of affairs. A large number of 
surveys have been carried out which demon- 
strate that the conceptions of mental illness held 
by the public are extremely diverse; moreover, 
that they are frequently at variance with those 


held by the medical profession (Suchman, 1964;° » E 


Baumann, 1961; Apple, 1960). As a result. 
attempts to educate the public may have un- - 
predictable and sometimes unfortunate effects 
(Cumming and Cumming, 1957). 

What these various studies indicate is that the 
public is less likely to identify someone as 
mentally ill when the person’s behaviour would 
recommend this diagnosis to a professional. 
The effect of health education based on pro- 
fessional conceptions may be to broaden the 
public’s conception of mental illness, which in 
the prevailing climate of opinion (assuming as 
it does a poor prognosis for identified mental 
illness) may contradict the aims of such educa- 
tion (Sarbin and Mancuso, 1970). Given the 
difficulty of modifying such attitudes in the 
absence of proven therapeutic efficacy, it is at 
least arguable that the reaction of the public 
to the mildly deviant is at least as efficacious as 
that of the professionals. 


CONQGERNING THE COURSE AND TREATMENT OF 
MENTAL ILLNESS 


Central to the advocacy of community care is 
the assumption that the number of patients 
requiring long-term stay in hospital will 
decline, itself reflecting assumptions about the 
efficacy of treatment. 

Statistical projections as to future bed require- 
ments, in addition to basing themselves on 
observable trends, make assumptions about the 
continuation of these trends and the likely 
effect of other developments. Among these 
developments are the introduction of new 
methods of treatment, the prevalence and 
incidence of illness, the age, sex and diagnostic 
composition of psychiatric populations and the 
course of mental illness. In addition to the 


BY DAVID HAWKS 


statistical methods employed (Norton, 1961; 
Lindsay, 1962) and the optimistic view taken 
of the efficacy of the new physical treatments 
(Shepherd eż al., 1961; Carstairs, 1961), the 
estimates provided by ‘Tooth and Brooke (1961) 
have been criticised for, in effect, dictating 
rather than predicting the future course of 
events. The fact that their estimates were 
incorporated almost immediately in the Hospital 
Plan for England and Wales (M.O.H., 1962) 


. lends some credibility to this latter view. In the 


‘event, their estimates have proved too low: 
the length of stay has not diminished as much 
as expected as a result of death or discharge; 
and there has been a rise in re-admission rates. 

Associated with this belief in the efficacy of 
the new treatments was the assumption that 
patients who had previously been kept in 
hospital for long periods could be discharged 
after shorter periods without adverse conse- 
quences. In fact, the evidence, to be reviewed 
in a later section, while in the main relating to 
schizophrenic patients (for whom in any case 
the policy may have been thought to hold the 
greatest implications) suggests that a significant 
proportion of patients are discharged while still 
showing disturbed behaviour (Wing ¢ al., 1964) 
or suffer a relapse. 

It cannot be concluded that a policy of early 
discharge is without adverse consequences nor 
would it seem that a policy of easy re-admission 
always results in the re-admission of those 
patients who cause their families the greatest 
distress. 

The fact that the new rehabilitation pro- 
grammes were successful with some patients 
led to the belief that they would succeed with all 
patients when various surveys suggested that 
many long-stay patients were so isolated as to 
have little access to a community which was 
therapeutic. Gore and Jones (1961), in a survey 
of the Leeds region, found that of long-stay 
patients who had been in hospital continuously 
for five years, 63 per cent were single and 
another 18 per cent were separated, widowed or 
divorced. Thirty-one per cent were never 
visited and 15 per cent were visited only very 
rarely. In their study of schizophrenics dis- 
charged from three hospitals Brown et al. (1966) 
found that 74 per cent of the parents were aged 
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61 years or more and 50 per cent of the mothers 
were widows. 

The view that prolonged stay in hospital is 
to be avoided at all costs is not easily justified 
when it is considered that the environment into 
which many schizophrenics would be discharged 
is itself more institutionalized than the hospital. 
Brown et al. (1966) found that 21 of the first 
admission schizophrenics studied by them who 
were either severely disturbed or unemployed 
during the last six months of the follow-up 
period spent 30 per cent of their daytime 
hours doing nothing. Institutionalism is not a 
prerogative of hospitals and at the present stage 
of development of after-care facilities in the 
community continued stay in hospital may be a 
preferred alternative to premature discharge. 


CONCERNING THE Proper SCOPE or P8YCHIATRY 


Pervading, and in some cases motivating, the 
assumptions reviewed above is a changing con- 
ception of the appropriate role of psychiatry. 
To the extent that mental illness is regarded as 
an individual possession and the manifestation 
of intrapsychic processes, the afflicted individual 
is the appropriate focus of therapeutic effort 
and the consulting room an appropriate venue. 
If, on the other hand, it is assumed that mental 
illness can only be understood and treated in its 
social context, then treatment is only artificially 
confined to the hospital. 

It is but a short step from that conception of 
mental illness which holds that due account 
must be given to the patient’s social context to 
one which holds that in some cases the psychia- 
trist has a responsibility to change that context, 
rather than merely support the patient in his 
adaptation to it. The focus of psychiatric effort 
becomes not the individual but the environ- 
ment in which the individual moves. While in 
its extreme form this conception bears resem- 
blance to a political statement (e.g. Riessman 
and Miller, 1964), even so sober a document as 
‘The Development of Community Care’ 
(M.O.H.)., 1963) suggests that a public health 
model might be more appropriate to the care 
of the mentally ill than the traditional clinical 
one. 

The motivation for such a view is not difficult 
to deduce. There have been numerous studies 
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attesting to the selectivity of present-day 
systems of care and the long-term nature of 
much mental illness. Given evidence of selecti- 
vity in determining who receives care and the 
necessarily protracted nature of such care, it is 
hardly surprising that prevention is so seductive 
a concept. 

While the attraction of this approach is 
apparent, its difficulties are no less obvious. 
To prevent mental illness requires that it should 
be possible to identify the causes or early 
stages of the disorder and provide means for 
detecting such precursors. It further requires 
that treatment should be available which 
prevents the development of the disorder and 
that facilities should exist for delivering this 
treatment and having it accepted by those in 
need of it. The mere listing of these prerequisites 
is sufficient to demonstrate that, in psychiatry 
at least, it is easier to state the objectives of 
prevention and to discern their motivation 
than to achieve their implementation. 

Quite aside from those who have questioned 
psychiatry’s competence to intervene at a 
community—as distinct from an individual— 
level, there have been those both within and 
without the profession (Lewis, 1958; Wootton, 
1959; Loeb, 1966) who have questioned the 
moral pretension involved in proposing to 
define the attributes of mental health as distinct 
from diagnosing the symptoms of ill-health. 
The biosocial conception of mental illness poses 
a dilemma which has not yet been resolved. 
To acknowledge the role of social factors in the 
development and treatment of mental illness is 
to invite attempts to modify these social factors 
in ways which have implications for the com- 
munity which does not regard itself as mentally 
ill. An instance of this may occur in a case where 
the psychiatrist’s concept of what is best for the 
patient recommends that he should be treated 
at home, when one of the consequences of this 
decision is the increased likelihood of mental 
disturbance in other family members. 


CONCERNING THE BURDEN ON THE COMMUNITY 
The trend toward delayed or brief hospitali- 
zation inevitably requires that the community 
should assume rehabilitative functions previously 
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the prerogative of the hospital. In the case of 
patients discharged to their families these 
burdens fall heaviest on their next of kin. The 
assumption made by proponents of community 
care is that in the main this is a tolerable 
burden, or that, if it proves otherwise, re- 
admission or other support is readily available. 
A review of the relevant literature suggests 
that both assumptions are questionable. Hoenig 
and Hamilton (1965, 1966), in a study of the... 
Manchester Region in 1965, found that onlẹ“ 
7 per cent of psychiatric referrals to psychiatric 
units in general hospitals were passed on to a 
mental hospital, and only 1 per cent remained 
in hospital for periods of more than two years. 
While in terms of avoiding hospitalization the 
system was successful, patients continuing to 
live in the community displayed significant 
degrees of disturbance. Approximately one-half 
were ill for more than six months (assessed 
retrospectively at the time of follow-up) and 
36 per cent were ill for at least one-quarter of 
the time. Nineteen per cent were not employed 
at all during the period of follow-up, and a 
further 19 per cent were employed for less than 
one-half of the time. Moreover, 57 per cent of 
the families questioned assumed some objective 
burden (e.g. loss of income, separation of 
children, abnormal behaviour on the part of 
the patient) and 46 per cent felt that the patient 
was a burden. A more specific analysis of the 
schizophrenic patients included in the cohort 
resulted in even higher figures. Some indication 
of the relatively low expectation of families is 
given by the fact that 75 per cent of relatives 
had no complaint, including in some cases 
families who suffered severe objective and 
subjective burden, suggesting that the demands 
made by relatives provide a poor criterion by 
which to evaluate a service. While recourse to 
social agencies was related to felt burden, even so 
in 40 per cent of cases where subjective burden 
was recorded there was no contact with social 
agencies. 

In a study of two services differing in the 
frequency with which admission to hospital was 
recommended (52 per cent of referrals compared 
to 14 per cent), Sainsbury and Grad (1966) 
found that on all the measures employed (of 
largely an objective nature, e.g. effect on in- 
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come, occupations of other family members, 
separation of children) a service favouring 
extramural care placed more burden on the 
family, though this was not the case when only 
those patients imposing the heaviest burden on 
referral were considered. Both services gave 
immediate relief to about one-third of families. 

Some measure of the extent of the burden 
. borne by families is indicated by the fact that in 
..kq per cent of cases relatives felt that their own 
“rfhental health had been adversely affected and 
that in 25 per cent of cases family income had 
declined by at least 10 per cent. In both services 
a substantial number of children of patients 
suffered adverse consequences. Sainsbury and 
Grad concluded that, while it was demonstrated 
that a community-based service could effectively 
reduce the frequency of admission to hospital 
without necessarily affecting the community 
adversely, yet, at least at the present stage of 
development of community facilities, this was 
only achieved at the expense of imposing a 
considerable burden on the relatives of some 
patients. That 61 per cent of families had 
tolerated the problems reported on referral for 
more than two years suggests that the com- 
munity is carrying a considerable load even 
before psychiatric referral is initiated. 

Simuar results have been reported by Wing 
and Brown (1970) when comparing the long- 
term outcome of schizophrenics discharged 
from hospitals differing in the extent of their 
after-care. Comparing first-admission schizo- 
phrenics, it was the case that whereas patients 
discharged from the hospital with the more 
extensive community care programme spent 
more time out of hospital, they were more 
likely to be unemployed during that time. 
They were also more likely to be re-admitted 
and to give rise to problems at home. Similar 
results were found for patients having previous 
admissions. Nor did it appear that the more 
severely disturbed patients, or the families 
reporting the most problems, were most often 
in touch with community services. An analysis 
of the social work records suggested that one- 
quarter of all episodes of care terminated when 
the patient was still unwell. In one-half of these 
cases the termination appeared to reflect a 
lapse in the service. 
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A study by Wing, Monck, Brown and Car- 
stairs (1964) is of particular pertinence in that it 
indicates the extent to which a policy of early 
discharge can be pushed to the point of sending 
out patients suffering quite severe disturbances, 
and because it acknowledges the moral problem 
inherent in this policy. Of the 113 schizophrenic 
patients followed up, 51 per cent showed 
moderate symptoms when examined at the 
time of discharge and a further 17 per cent 
showed severe symptoms. At least 34 per cent 
were still actively deluded at the time of dis- 
charge. Despite the degree of disturbance they 
manifested, most of the patients wished to 
leave hospital, and while one-third of the 
relatives questioned expressed reservations none 
objected to the patients’ discharge. Despite the 
fact that most of the patients were in contact 
with their general practitioners or with an out- 
patient clinic and that 38 per cent attended an 
Employment Exchange, 56 per cent deteriorated 
in clinical condition and 43 per cent were re- 
admitted. Half of those prescribed drugs did not 
take them as instructed, and half of those found 
work through the Exchange gave it up within a 
month or two. 

The fact that relatives do not complain cannot 
be interpreted as justification for such a policy, 
rather is it to be taken as evidence of the obliga- 
tion they feel and the low expectation they have 
of the services available. At least some of the 
more enthusiastic supporters of a policy of home 
care appear willing to understate the degree of 
distress that such a policy may impose on 
relatives. Gruenberg, Snow and Bennett (1969) 
have suggested that in order to avoid the 
development of the social breakdown syndrome, 
staff may need to insist on a patient’s release 
when it is felt best for him ‘regardless of the 
views of the family and general practitioner’. 
It has already been argued that the relationship 
between prolonged stay in hospital and the 
social breakdown syndrome is not as strong as is 
sometimes suggested, and that a policy of early 
discharge motivated by the desire to avoid 
institutionalization at all costs may result in 
other, no less profound, psychiatric implications 
for the patient’s family. 

Attempts to assess the burden placed on the 
community, particularly the families of patients, 
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by the current practices of avoiding admission 
and of early discharge have employed a variety 
of methods, criteria of outcome, and length of 
follow-up, added to which different populations 
of patients have been investigated and different 
definitions of ‘burden’ adopted. Despite the 
resulting discrepancies such studies demonstrate 
with some consistency that in a significant 
number of cases the families most affected by 
the new policy (that is, those families whose 
sick members would previously have been kept 
in hospital for longer periods) suffer adverse 
consequences as a result of the decision to 
discharge the patient home. Whether these 
disadvantages are offset by the positive rewards 
of caring for patients at home or merely reflect 
the, as yet, inadequate development of com- 
munity services is a moot point. 

Similarly, it is debatable whether the dangers 
of institutionalism presented by present-day 
hospitals are such as to warrant the discharge 
of patients still showing disturbing symptoms. 
The average length of stay in most hospitals 
to-day is such that institutionalism is not an 
issue for the majority of patients, and at least 
in some of the hospitals the facilities for rehabili- 
tation and social training surpass those available 
in the outside community. Whatever viewpoint 
is adopted, it cannot be asserted that lack of 
complaint from the majority of relatives attests 
to the success of the policy. A large number of 
studies have demonstrated that most relatives 
accept their sick members because of a sense 
of loyalty and obligation and at times tolerate 
quite severe stress without complaint because 
they feel that nothing can be done, or because 
previous experience has taught them that a 
further admission will be followed by a further 
premature discharge. The fact that even in 
areas where there are well developed community 
services family members tolerate for as long as 
two years problems which were present on 
referral suggests that the public is not yet so 
persuaded of the efficacy of psychiatric services 
that it readily consults them when problems 
present themselves. 

Nor should a shorter length of stay or less 
frequent re-admission be accepted uncritically 
as indications of improvement. Studies reviewed 
in this and the previous sections suggest that a 
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significant amount of morbidity is disguised by 
discharging patients into the community, where, 
because of the paucity of services, it is frequently 
unrecognized and untreated. In evaluating 
community care there is a danger in concluding 
that all of its inadequacies are due to the 
lack of suitable facilities and to discount 
the evidence of its adverse consequences on the 
grounds that the pre-conditions have not yet 
been met. 


CONCERNING THE Erriaacy or SoaraL WORK 


All programmes of community care make 
the assumption that extramural services can 
successfully treat the chronic disability present 
in the community or prevent its development 
in the first instance. It is an implicit assumption 
that problems only ineffectually dealt with in 
hospital will be more effectively treated in the 
community. While such may prove to be the 
case—and it is the author’s contention that this 
can only be an article of faith at present—we 
must at least be cautious of the claim, lest it 
should merely disguise the hospital’s dis- 
illusionment with its own treatment methods 
and reflect a naive belief that the manpower 
shortage will be solved by the invention of a 
new professional class said to be the more 
appropriate therapists. While the view that 
mental illness can only be understood in its 
social context appears to have some validity, 
the inference that it can be more effectively 
treated by personnel acting in the community 
requires careful scrutiny. 

Studies which have considered the nature of 
social work contact in the community (Brown 
et al., 1966; Rehin and Martin, 1968) indicate 
that even when available it is not always utilized 
and when utilized not always logically employed. 

The Seebohm Report (1968), while placing 
its confidence in a reconstituted social work 
service, offers no evidence of social work’s 
proven efficacy. While the authors of this 
Report allow that social work may need to 
assume other forms than its traditional ones, it 
is these innovations even more than traditional 
practices which lack evaluation. Nor do recent 
surveys always indicate that general practi- 
tioners are willing or able to undertake. the 
added responsibility of caring for chronically 
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ill patients in the community or co-ordinati 
the various services required (Shepherd et al., 
1966; May and Gregory, 1968; Johnson, 
1973(a) and (b), 1974). 


COMMUNITY CARE AS A MORAL ENTERPRISE 


Such is the current momentum toward 
community care that the possible diverse 
motivations for such a development are worth 
considering. To return patients to the bosom 
of the community has a certain moral impera- 
tiveness which recommends its uncritical accept- 
ance, as does the rejection of all forms of 
institutional care. There is at least some danger 
that these ends will be achieved not because of 
any clear evidence of the viability of the 
alternative, but rather as a result of merely 
shifting the burden of care. If it should prove 
to be the case that community care cannot be 
justified on either therapeutic or economic 
grounds then it is at least problematic whether 
the community should accept the obligation of 
caring for its disabled members in its midst 
as a moral injunction. As a moral enterprise it 
might also be questioned whether the move- 
ment toward community care derives from 
tendencies within the mental health field as 
distinct from more pervasive changes in society 
favouring decentralization, delegation and parti- 
cipation. 

While motivation for community care un- 
doubtedly derives from concern for the patient, 
it is at least worth considering whether it does 
not also have other somewhat less benevolent 
origins. It might be argued, that psychiatrists 
having assumed responsibility for the treatment 
and rehabilitation of the mentally ill have now 
discovered their impotence to effect a cure in at 
least a percentage of these patients. In recom- 
mending community care they are seeking to 
divest themselves of responsibility for these 
patients and instead are arguing that their 
adequate rehabilitation can only be effected 
in the community. Whatever the veracity of 
this view its rediscovery at a time when it is 
becoming increasingly difficult to staff large 
mental hospitals and defend their stagnation 
from public scrutiny is a happy coincidence. 
Psychiatry’s acceptance of a bio-social model of 
mental illness allows it at the same time to 
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proclaim society’s responsibility for the develop- 
ment of mental illness and on the other to claim 
immunity when its ‘successful’ treatments are 
vitiated by social considerations. If such an 
admittedly jaundiced view is adopted the 
recognition of the therapeutic role of the com- 
munity is merely the most recent manifestation 
of a therapeutic nihilism never far submerged 
in psychiatry, where the management of chronic 
disorder embarrasses the medical conscience. 

Like other reforming movements, community 
care has tempted its proponents to make 
exaggerated claims for its efficacy when perhaps 
more modest assertions would have failed to 
mobilize the energy required to initiate changes 
of such an order. It can only be hoped that asa 
moral enterprise community care will be shown 
to have substance, for otherwise its attendant 
optimism will merely be replaced by an even 
more profound pessimism. 


CONCLUSION 


A review which sets itself the task of being 
criticial of the assumptions implicit in the con- 
cept of community care tends not to document 
its advantages. Many families express a willing- 
ness to keept their disabled members at home 
without complaint, if not without distress. 
The maintenance of a patient’s involvement 
with his community serves not only to increase 
the likelihood of his eventual rehabilitation but 
also to educate the public. Treatment in the 
community has the advantage of being more 
public and therefore less susceptible to the 
abuses associated with hospital practice. Defi- 
ciencies of professional manpower and residential 
facilities are to some extent met by the involve- 
ment of non-professionals:and the accommoda- 
tion of the patient in his own home. To suggest 
that some of these ‘advantages’ have untoward 
effects is only to repeat the sentiments of earlier 
sections. There is, however, one further assump- 
tion that warrants discussion. 

There is a very pervasive tendency, whenever 
confronted with the inadequacies of a particular 
service, to assume that its re-organization will 
necessarily remove these inadequacies. This is 
particularly the case when the organization is 
concerned to care for people. There is a reluct- 
ance to admit that the fault may lie rather in 
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our understanding of the condition and our 
inability to affect it. While the increase in social 
work staff and the unification of services may 
be necessary pre-conditions to any improve- 
ment in patients’ welfare, they do not guarantee 
such improvement unless they lead to more 
effective treatment. ‘The danger of a preoccupa- 
tion with reorganization is not that it leads to 
any necessary deterioration in the patients’ 
welfare, but rather that it directs attention away 
from the real problem. The real problem in the 
case of the mentally ill is the continued care of 
chronic patients. As Susser (1965) has pointed 
out, ‘what distinguishes psychiatry is not so 
much that it has a lower success rate as the fact 
that its failures tend to live longer and so 
require continued care’. 

Having persuaded the public to believe that 
mental illness is just like any other illness and 
that it is appropriately treated by doctors, 
medicine is now, to some extent, hoisted with its 
own petard. It is now committed to persuading 
the public that some mental illness is not like 
other illness and cannot be treated exclusively 
by doctors working in hospitals, but requires the 
active participation of the community. Com- 
munity care has, therefore, become the testing 
ground for a new conception of medicine’s 
responsibility. 

The care of chronic patients, while a familiar 
enough exercise, is one which has a ‘poor fit 
with the medical model of illness. The adequate 
care of such patients requires not so much a 
re-organization of services as a re-ordering of 
society’s values. Coser (1963) has suggested that 
the expectations of staff for patients constitute 
their work situation which, if not realized or 
reinforced by the broader culture, results in a 
lack of involvement on the part of staff and 
a failure to articulate their therapeutic role 
with their other roles. Rather than assume that 
many of the abuses which have occurred in 
the past result from poor selection or training, 
it is perhaps instructive to consider whether in a 
situation in which the humanitarian ideals of 
most of the staff are either not realized for the 
patient or, most importantly, not reinforced by 
society, the resultant dissonance is resolved by re- 
defining the patient either as someone who cannot 
benefit from care or does not deserve care. 


COMMUNITY CARE: AN ANALYSIS OF ASSUMPTIONS 


That the real problem will be found to reside 
in our inadequate understanding of mental 
illness and the inappropriateness of our present 
models and expectations is undoubtedly a more 
threatening view than that which suggests 
that all the problems result from the present-day 
organization and staffing of institutions and 
community facilities. It may, however, prove 
the more accurate diagnosis. 

In addition to the re-definition of medical 
responsibility which community care entails 
there is one other trend in the literature 
which warrants comment. In addition to those 
who suggest that it is desirable that rehabilita- 
tion of the mentally ill should take place in the 
more realistic setting of the community and in 
accordance with its expectations, there are those 
who question the fitness of present-day society 
as the appropriate therapist, and instead suggest 
an active role for psychiatry in shaping a more 
desirable society. Such a point of view is 
expressed, for example, by those theorists whose 
model of mental illness implicates society and in 
particular the family (Laing, 1960) in the 
aetiology of mental illness. To the extent that 
the exclusion of the sick member and bis 
removal to hospital has served in the past to 
deny society’s responsibility, the acknowledge- 
ment of this responsibility, which community 
care demands, might be resisted. 
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Mental Health Care in Rural India: A Study of Existing 


Patterns and Their Implications for Future Policy 


By R. L. KAPUR 


Summary. Three separate studies were carried out to examine the patterns 
of mental health care in an Indian village. The first examined the conceptual 
frameworks of the various traditional and modern healers. The second was an 
attitude study inquiring about the type of healer favoured for psychiatric 
consultation. The third was a population survey in which every person with one 
or more symptoms was asked if he or she had consulted anyone for relief of 
distress. 

Besides the modern doctors there were three types of traditional healers: 
Vaids, practising an empirical system of indigenous medicine; Mantarwadis, 
curing through astrology and charms; and Patris, who acted as mediums for 
spirits and demons. 

It was found that a large majority (59 per cent) of those with symptoms had 
consulted someone. The consultation was determined more by the severity of 
illness than by socio-demographic factors. Modern doctors were more popular, 
but most people consulted both traditional and modern healers without regards 
to the latter’s contradictory conceptual framework. Literacy and other socio- 


demographic factors had no influence on the type of consultation. 
A conclusion was reached that any scheme for introducing modern psychiatry 
into rural areas should make use of the locally popular healers, both traditional 


or modern. 


INTRODUCTION 


There is no doubt about the extreme shortage 
of trained psychiatrists in India and about 
the fact that for decades to come any increase 
in the number of these professionals will continue 
to be absorbed by the big cities and towns 
which promise a much more attractive life than 
that offered by the villages. It seems, therefore, 
that unless some alternative methods of de- 
livering services are adopted millions of mentally 
ill people in rural areas will for a very long time 
remain untouched by the benefits of modern 
psychiatry. 

Reports have been appearing in the literature 
of other countries faced with similar paucity of 
trained personnel, of attempts at innovative 
mental health programmes relying on semi- 
professionals and non-professionals who are given 
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short periods of training (Haworth, 1969; 
Schmidt, 1967; Swift, 1972). These reports 
have inspired Indian experts to devise a variety 
of similar schemes. Amongst these, the most 
talked about are perhaps those which advocate 
the use of the primary health centres already 
functioning in the rural areas. Primary health 
centres are spread all over the country and are 
manned by one or two doctors assisted by a team 
of auxiliary nurses, basic health workers and 
family planning workers. It is being suggested 
that basic health workers could be trained to 
detect the mentally ill in the community and 
bring them to the attention of the health centre 
doctor; who himself could be trained to manage 
these patients under the supervision of pro- 
fessional teams operating at district level. 
Carstairs (1973) mentions one such scheme 
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which was discussed in a W.H.O. seminar held 
at New Delhi in 1971. 

Unfortunately the plans are being put 
forward without sufficient knowledge of the 
existing patterns of mental health care in 
Indian villages. Social anthropologists never 
tire of warning health officials that welfare 
schemes cannot be thrust down the throats of 
people willy nilly; to be accepted they must 
take into account the cultural anticipations. 
These anticipations have hardly been re- 
searched into. There are stereotyped notions 
floating around that villagers are not sophisti- 
cated enough to seek help for psychiatric 
problems and that when help is sought it is 
generally from the traditional healers. These 
notions have not been put to the test. Nothing 
at all is known about the impact of increasing 
literacy on consultation habits. There is an 
increasing number of modern doctors in the 
rural areas, some engaged in private practice, 
some working in the health centres; their role in 
the care of the mentally ill is not understood. 

Before large amounts of money are spent on 
fancy schemes information is urgently required 
about the following questions: 

1. What agencies are available in Indian 
villages for helping the mentally ill? What 
are the conceptual frameworks within 
which these agencies operate? How im- 
portant are these conceptual frameworks to 
the potential clients? 

2. Do the villagers consult at all when in 
psychiatric distress? What factors promote 
or hinder such a consultation? 

3. Whom do the people prefer to consult 
when they have psychiatric symptoms: 
traditional healers or practitioners of 
modern medicine? What factors dictate 
the preference? 

4. How do the people view the primary health 
centres and the basic health workers? What 
potential do these centres have for taking up 
the responsibility of mental health care? 

An attempt was made to tackle some of these 
questions in a study of mental disorder carried 
out in a village with-a population of roughly 
10,000 situated on the west coast of India about 
midway between Bombay and Cape Comorin. 
The main inquiry, which is being reported in 
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detail elsewhere (Carstairs and Kapur, in 
press) was primarily concerned with com- 
paring the prevalence of mental disorder in 
three South Indian communities which showed 
some striking differences in their way of life. 
The prevalence was measured through a popu- 
lation survey, using a standardized structured 
interview schedule specially developed for the 
Indian context (Indian Psychiatric Survey 
Schedule: IPSS-Kapur et al., 1974). However, 
prior to the survey a number of preliminary 
studies were carried out to understand several 
related aspects. One of these studies aimed at 
examining the practices, conceptual framework 
and clientele of the local healers. Another 
inquired about attitudes towards consultation 
for selected psychiatric symptoms. Finally, 
during the population survey, an inquiry was 
made about the actual consultation patterns 
among persons with psychiatric symptoms. 

The details of the methods employed to 
conduct these studies as well as the results of 
the analysis are given below. 


METHOD 


The study of the local healers was a part of a 
one year long, participant-observer inquiry. One 
sociologist (Mr. K. N. K. Eshwar) lived in the village 
throughout this period and as a part of his work held 
repeated interviews with all the healers of the 
village, asking about their conceptual frameworks, 
methods of treatment and the nature of complaints 
brought by their clients. This was followed by a 
more structured study of one representative each of 
the different types of healers. The author took part 
in this inquiry and sat through the sessions conducted 
by each of these healers with thirty consecutive clients 
respectively. 

The attitude study was carried out with 120 
randomly selected adult members of each of the three 
communities. The sample was drawn from a directory 
prepared after conducting a full census of the village. 
An adult was defined as any one aged 15 years or 
more at the time of the interview. We were chiefly 
interested in attitudes towards consultation for four 
striking, unambiguous psychiatric symptoms. These 
were: (a) fits with convulsions; (b) delusions of 
‘possession’; (c) excitement; and (d) social with- 
drawal. The respondents were asked whom, if at all, 
they would consult first from a given list of healers if 
they themselves or a member of their family suffered 
from one of these four symptoms. 
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During the population survey, every person with 
one or more symptoms was asked if he or she had 
consulted one or more of the healers for the relief of 
symptoms since the onset of the illness and during the 
month prior to the survey. Their answers were 
examined in relation to certain socio-demographic 
variables as well as to the type and nature of 
symptoms. 


RESULTS 
The healers and their conceptual frameworks 


There were four kinds of professional healers 
in the village: Vaids, Mantarwadis, Patris and 
practitioners of modern medicine. They all 
claimed to have undergone a period of training 
to achieve their expertise, and they all charged 
a fee from the clients. In these characteristics 
they differed from temple priests and itinerant 
holy men, who were also occasionally consulted 
for sickness. 

The Vaids are the practitioners of Ayurveda, 
an indigenous system of empirical medicine with 
a vast pharmacopoeia. According to Vaidic 
concepts, illness is due to an imbalance between 
natural elements brought about by a variety of 
environmental factors, including factors like 
wrong food, uninhibited sexual indulgence, 
and even demons. These factors can cause 
excess of heat, cold, bile, wind or fluid secretions 
which in their turn lead to symptoms of illness, 
physical or mental. In the psychic sphere, 
excessive heat can cause excitement, excessive 
cold can cause depression and excessive bile 
can cause hostility. Treatment is effected 
through a variety of herbs, oils, decoctions, food 
restrictions and sometimes through forced 
continence. 

Both Mantarwadis and Pains work on the 
principle that illness is due to past misdeeds 
committed either by the suffering individual or 
by his kin, either in the present life or in a 
previous incarnation. This misdeed is punished 


by Shiva, the god of destruction, who acts _ 


either through his army of spirits and demons 
or by bringing about a malign conjunction of 
stars. The actual nature of the illness depends 
on the particular conjunction of stars or the 
personality of the acting demon or spirit. 

A Mantarwadi divines the nature of the 
misdeed through his knowledge of the zodiac 
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and treats the illness through potent mystical 
verses which he breathes over a thread or 
talisman to be worn by the client. He also 
suggests some penance for the misdeed. ; 

A Patri does not claim any special knowledge ` ' 
or powers except his ability to act as a medita 
for a spirit or a demon who conducts the actuál 
therapeutic session. To the beat of drums and,, 
amidst the fragrance of incense and areca | 
flowers the Patri goes into a trance and becomes 
possessed by his master demon. The master 
demon asks the client’s demon to manifest 
itself. The client goes into a trance, his demon 
comes into the open and there follows a direct 
dialogue between the two demons. If the client’s 
demon is ‘weaker’ than the Patri’s demon he 
is ordered to leave the former; if he is ‘stronger’ 
he is requested to declare his conditions (an 
animal sacrifice, a ritual feast or a ‘house’ for 
its use) for leaving. After this, both the Patri 
and the client go into unconsciousness, Subse- 
quently the client tries to fulfil the demon’s 
wishes. 

The account given above is a very brief 
summary of interviews with several Mantar- 
wadis, Patris and Vaids. They did not necessarily 
agree on details, and quite often, when shown 
logical faults in their arguments, they offered 
explanations which apparently were inspired on 
the spur of the moment. 

While the healers themselves were occasion- 
ally confused about their conceptual frame- 
works, the people at large were least concerned 
with the latter. It seemed that they went to a 
particular healer not because of the appeal of 
a particular theory or concept but because of 
an individual healer’s reputation as a man able 
to cure an illness better than the others. They 
also often followed the treatment of two 
different kinds of healers simultaneously and the 
contradictory nature of the latter’s concepts did 
not dissuade them from this practice. 

The conceptual framework of the practi- 
tioners of modern medicine need not be out- 
lined. It may be pointed out, however, that 
they have a very poor training in psychiatry. 
This does not prevent them from giving minor 
and major tranquillizers quite indiscriminately, 
their teachers in this knowledge being. the 
representatives of drug firms. 
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TABLE I 
Preference for different healers as the first source of help for four psychiatric symptoms 


Fits Excitement Withdrawal Possession 

s First source of help Male Female Male Female Male Female Male Female 

r (139) (215) (139) (215) (139) (215) (139) (215) 

. Doctor 7% 7% 49% 73% 45% 59% 6% — 
Vaid .. 5% 4% % — 3% 3% 1% 1% 
Mantarwadi 10% 15% 30% 21% 20% 28% 34% 54% 
Patri ww a 4% 1% 4% 2% 4% 3% 20% 12% 
No help sought .. 2% 2% 14% 4% 28% 8% 39% 33% 


There were 26 healers in the whole village, 
three doctors (practitioners of modern medi- 
cine), two Vaids, three Mantarwadis, four 
Patris and fourteen who claimed to be both 
Mantarwadis and Patris and called themselves 
‘Patri-mantrik’. Out of these one doctor, one 
Vaid and two Mantarwadis had a flourishing 
practice; others were less popular. 


Expressed preference for different healers 

In the attitude study, out of the 360 in the 
sample 354 replied to the questions. The 
questions were asked in the local language and 
the respondents were asked to choose from a 
given list of healers. They were, however, at 
liberty to say that they would not want to go 
to any healer for the given symptom. We found 
that in some cases the respondents when giving 
their preference named an individual healer 
practising in the village rather than a type. In 
such cases the named healer was categorized 
appropriately by us. The results are given in 
Table I. 

It can be seen that: 

1. Except for possession, in all other cases a 
doctor was preferred to other healers. 
This is true for both men and women. In 
cases of ‘excitement’ or ‘withdrawal’ a 
higher proportion of women seem to prefer 
going to a doctor while relatively more 
men prefer not to seek help at all. 

2, A majority of respondents do not wish for 
help for ‘possession’ but among those who 

, do, a Mantarwadi is the healer of choice. 

Further analysis was carried out to see if age, 

education and income were in any way related 
to the choice of type of healer. Chi-squared test 


was used to compare the proportions in different 
age, education and income categories. No 
statistically significant differences were observed. 


Consultation for psychiatric symptoms 

As mentioned earlier, during the population 
survey everyone with one or more symptoms 
was asked if he or she had consulted one or 
more of the given list of healers since the onset 
of illness and during the month prior to the 
survey. 

The sample (50 per cent of the adults in the 
three respective communities) consisted of 1,289 
individuals. Of these 48 were away from the 
village during the survey period (about three 
months) and could not be interviewed. Out of 
the remaining 1,240, 1,233 took part in the 
inquiry. 

It was found that 32 per cent of the men and 
40 per cent of the women had had one or more 
psychiatric symptoms. Out of those with 
symptoms 59 per cent of men and 59 per cent 
of women had consulted someone since the 
onset of the illness, and 24 per cent of men 
and 24 per cent of women had consulted during 
the month prior to the survey (‘Table IT). 

Further analysis was carried out to study the 
factors related to consultation. Two types of 


TABLE II 
Consultation rates in respondents with one or more 
symptoms 
Males Females 
Consulters (135) (320) 
Since onset a 59% 59% 
During previous month 24% 24% 
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factors were examined: (a) those related to the 
nature of mental disorder; and (b) socio- 
demographic factors. 

Nature of mental disorder and consultation: In the 
main study no attempt had been made to allot 
people to different diagnostic categories because 
of the notorious unreliability of diagnostic 
classification in psychiatry. The symptoms (it is 
possible to elicit the presence or absence of 124 
psychiatric symptoms through IPSS) were, 
however, manipulated in different ways to 
enrich the understanding of the disorder. 
People were grouped according to the number 
of symptoms they had (1 symptom, 2-3 symp- 
toms, 4 or more symptoms). Symptoms were 
also arranged in hierarchical categories. Re- 
spondents with symptoms pertaining to more 
than one category were included in the topmost 
possible and excluded from the lower groups. 
This prevented them from being counted more 
than once during analysis. The details and 
rationale of this procedure are described else- 
where (Carstairs and Kapur, in press). 

Number of symptoms and consultation: Table III 
shows the results. It can be seen that the greater 
the number of symptoms the higher is the pro- 
portion of ‘consulters’. The differences are 
statistically significant. 
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Symptom categories and consultation: Table IV 
compares the proportion of consulters amongst 
different symptom groups. The table shows that 
all the epileptics and psychotics had consulted 
one agency or the other. The proportion of 
consulters was the lowest among the ‘possession’ 
cases. 

Socio-demographic factors and consultation: Analy- 
sis was carried out to compare the proportion of 
consulters among the different age, education 
and income categories. Chi-squared test did not 
show any statistically significant difference in 
the proportion of consulters in the various 
categories. This was true for each of the com- 
parisons, both in males and in females. 

Type of consultation: Among those who had 
consulted one or more agencies, analysis was 
carried out to compare the proportion who had 
consulted a doctor only, a traditional healer only 
(Vaid, Mantarwadi or Patri) or both the modern 
and traditional healers. Table V shows the 
results. 

It can be seen that the majority here con- 
sulted both the modern and traditional healers 
and the proportion of those consulting a ‘doctor 
only’ is higher than that of those consulting 
a ‘traditional healer only’. It can be seen that 
compared to women a higher proportion of 


Tare III 
Number of symptoms and consultation 
Respondents with symptoms One symptom only 2-3 symptoms 4 or more symptoms 
Males: Not consulted 35 eee 15 (32%) 9 (23%) 
Consulted 22 (39%) 32 (68%) 24 (77%) 
Females: Not consulted 60 (64%) 44 (36%) 34 (392%) 
Consulted 34 (36%) 77 (64%) 71 (68%) 
Males: Females 
x? = 13°56; df = 2; p < -oo1 x? = 27°08; df = 2; p < ‘oor 
Taste IV 
Symptoms hierarchy, consultation and inability to cope 
Depression + Other Somatic 
Epilepsy Psychosis anxiety neurosis Possession symptoms 
(7) (13) (51) (231) (30) (123) , 
Percentage of 
consulters 100% 100% 42%, 51% 26% 67% ` 
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TABLE V 
Type of consultation 
Males Females 
Type of consultation (80) (188) 

Doctor only .. 24 (30%) 79 (42%) 

Doctor and indigenous 
healer 38 (48%) 90 (48%) 
Indigenous healer only 18 (23%) 1g (10%) 





x? = 8-37; df = 2, p <-o2 


men consult a traditional healer only. Women 
consult a doctor more often than men. The 
differences are statistically significant. , 

Further analysis was carried out to examine 
the type of consultation amongst people in the 
different symptom categories. Those who had 
not consulted anyone were excluded from the 
analysis. 

Table VI shows that epileptics consult both 
modern and traditional healers, while a majo- 
rity of the psychotics consult only a traditional 
healer. For all other symptom categories a 
higher proportion consult a modern doctor. 

Socto-demographic factors and type of consultation: 
People in different age, education and income 
categories were examined for the type of 
consultation. No statistically significant 
differences were observed. 


Discussion 


The results described above may be inter- 
preted in the folowing manner: 

1. There is no dearth of healers in the village. 

Twenty-six healers for a population of 


q? 


29I 


10,000 seems a very good ratio indeed. 
However only a few of them are popular. 

2. It is not true that the villagers do not 
consult when in psychiatric distress: 59 per 
cent of those with symptoms had con- 
consulted, 24 per cent of them very 
recently in the month prior to the survey. 
Calculating the percentages from the 
total sample of 1,233, g per cent of the 
respondents had consulted one healer or 
the other for psychiatric symptoms in one 
month only. This is a very high proportion 
indeed. 

That the consultation was based on a very 
realistic assessment of the patient’s own condi- 
tion was demonstrated by the fact that the 
higher the number of symptoms the higher was 
the proportion of consulters. Further, all the 
epileptics and psychotics who on any criterion 
would be considered to be in need of attention 
had consulted someone or other. This shows that 
the villagers are not naive and realize the 
seriousness of their sickness. 

A lot is being talked about ‘educating’ the 
villagers to seek help for psychiatric disorder. 
The results of this study show that this kind of 
propaganda may not be necessary. 

3. A modern doctor is the most preferred 
source of help. ‘This was shown in both the 
attitude study as well as in the study of 
actual consultation made. This contradicts 
the claims made by experts (Neki, 1973) 
that villagers generally go to traditional 
healers first for psychiatric problems. 

An exception is observed in case of ‘possession’ 

and psychotic symptoms. ‘Possession’ is generally 
considered not very worthy of attention and 


TABLE VI 
Symptom category and type of consultation 


Agency consulted Epilepsy Psychosis 
(7) (13) 
Modern doctor — 25% 
Doctor and 
- traditional healer 100% 25% 
Traditional healer 
only : aa 50% 


Other 
Depression neurotic Somatic 
Possession -anxiety symptoms symptoms 
(8) (21) (118) (83) 
37% 42% 57% 60% 
50% 38% 20% 30% 
12% 19% 8% 10% 
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hardly anyone prefers to go to a modern doctor 
for this affliction. In the attitude study, 39 per 
cent of men and 33 per cent of women claimed 
that they would consult no one in case of 
possession. In the actual consultation study only 
26 per cent of those possessed sought help, but 
when the protocols of these people were 
examined the consultation seemed to have been 
made for the accompanying neurotic and 
somatic symptoms. Those with possession only, 
consulted a traditional healer. 

Fifty per cent of the psychotics had consulted 
a traditional healer only. Among the rest, half 
had consulted a doctor alone, and another half 
both a doctor and a traditional healer. 

It does not seem likely that the doctor is 
preferred because of any greater regard for his 
conceptual framework. If that were so, the 
young, the more educated and those in higher 
income group, who would be expected to be 
more modern (and were in fact found to be so 
- in a parallel study of attitudes towards moder- 
nization) would have shown a greater preference 
for modern doctors than the others. This was 
not seen either in the attitude study or in the 
study of actual consultation. The consultations 
appear to have been made in consideration of 
a healers reputation and the charismatic 
powers ascribed to him. It is interesting to see 
that women prefer a modern doctor more than 
the men, When questioned about this rather 
unexpected finding the women admitted being 
scared of the popular traditional healers of the 
village. It seems that these traditional healers 
had some special powers which would sexually 
attract the women even against their will! ' 

When the results show that the doctors were 
preferred it does not follow that this preference 
extended to all the doctors. Only one of the three 
doctors had a lucrative practice. Another had 
to depend on extra income from his lands. 
The Health Centre, in spite of free consultations 
and free medicines, did not seem to be very 
popular. 

This last fact raises serious questions about 
future policy. There is no doubt that, in general, 
all over the country most of the doctors go to 
work in the villages under duress and hence are 
poorly motivated to channel new ideas. On the 
other hand, those who set up private practice in 
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a village usually belong there and work there 
out of choice. These naturally become more 
popular and are more likely to take advantage. 
of any new information which will only benefit 
their practice. 

4. The fact that increasing literacy has no 
effect on the choice of healers is also of 
great importance with regards to future 
policy. It seems that the traditional healers 
are not going to go out of business just 
because the villagers are becoming 
‘modern’ in their outlook. There will 
always be some traditional healers who will 
be popular and can be used as a channel 
for modern psychiatry as much as the 
doctors can. 

It is often suggested that traditional healers 
would not be ready to learn modern psychiatric 
principles because these conflict with their own 
conceptual framework. As has been shown, 
conceptual framework hardly plays any part in 
attracting clientele, and the healers are well 
aware of this fact. They are interested in en- 
hancing their income and would go a long way 
towards diluting their framework if it improves 
their practice. One Mantarwadi with whom the 
author was working solved the problem in a 
very intelligent manner. He told the client that 
his fits were due to malign conjunction of stars 
but the stars also told him that if the client went 
to a particular hospital, saw a particular doctor 
(the author) and followed his advice, his sins 
would be washed off! 


CONCLUSIONS 


It may be concluded that: 

1. Making the villagers more aware of their 
psychiatric problems is not an urgent 
priority; they are already sufficiently aware. 

2. The people visit the doctors and the 
traditional healers because of theirindividual 
merits and not because of their respective 
conceptual frameworks. Literacy and other 
factors related to modernity are not 
changing the consultation habits. 

3. An overall plan to introduce psychiatry in 
the whole country through the primary 
health centres and the basic health workers 
is unlikely to succeed. The teaching should’ 
be given to the popular healers of the 
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village, whether modern doctors or tradi- 
tional healers. Professional teams working 
at the district centres can discover these 
popular healers after a very little research 
in their catchment areas. 
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Book Reviews 


HENRI EY 
Manuel de Psychiatrie. By Henri Ey, P. BERNARD 
and Cx. Brisser. Paris: Masson & Cie. 1974. 
Pp. 1,272. Price 160 F. 

This important general textbook for psychiatrists 
in training, now in its fourth edition, has been 
translated into several languages and become a 
world standard. It is hoped that an English transla- 
tion will be available this year. 

. An explanation of the position of the French 
school is called for. Before Ey, French psychiatry was 
in chaos; not only was there no generally agreed 
nosography but the various schools had become 
irreconciliably polarized. Ey’s contribution consists 
in his synthesis of what is irrefutable from each of the 
three cardinal viewpoints of mental disorder: the 
medical, the psychoanalytic, and the social (ulti- 
mately anti-psychiatry) into a holistic conception. 
Derived from Hughlings Jackson’s brilliant original 
intuitions, Ey’s organo-dynamic model of mental 
disorder overcomes the obsolete duality of organic 
and dynamic psychiatry; of an objective medicine 
and a subjective psychiatry, expressed in the opposi- 
tion of anatomic doctrine (to Aave a disease) and 
Hippocratic doctrine (to be diseased)—ultimately 
only corollaries of a Cartesian philosophy that stifles 
the very notion of mental illness. Naturally the 
French school has little sympathy with an Inter- 
national Classification of disease that seeks to divide 
the subject of psychiatry into partes extra partes. Ey’s 
approach has necessitated a radical restatement of 
Jacksonian and Freudian doctrines. To Ey mental 
iliness is a reality in that it represents brain pathology; 
psychiatry is therefore a legitimate branch of medi- 
cine. However, the pathology is also the pathology of 
relational life, and in this respect the brain is the 
organ of access to the reality of our relational life. 
Mental disease is therefore also a disease of reality, 
which calls phenomenology into play for its compre- 
hension. Mental illness is an alienation from reality; 
a loss of power of legislation, control, order and 
direction over the reality of one’s world. The law of 
this organization is the law of reason: mental illness is 
a loss of reason. Patients are not masters of them- 
selves; they are no longer themselves. To have lost 
possession of one’s being is the most radical way of 
being neither reasonable nor responsible, Mental 
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illness alters Man in his humanity. Ey finds himself 
at the intersection of Pierre Janet, Hughlings Jackson 
and Freud. Four theses follow from Ey’s centrist 
approach: mental disease is inherent; the evidence 
comes from developmental psychology and the topic 
organization of the psychic apparatus; mental disease 
ts regressive, a disorganization of the structures of 
reality; symptom clusters represent characteristic levels of 
disorganization or failure of ontogenetic organization of 
this ‘consciousness’; mental disease ts organtcally determined 
in its negative component. These statements are in 
accord with both psychoanalytic doctrine and 
neurobiological findings. The model is truly organo- 
genic in the sense that it postulates a primary 
generative process (failure of organization, or factor 
of disorganization, of the psychic apparatus), and 
truly psychogenic in the sense that illness represents 
a lower level of relational exchange. Hence bio- 
genetic factors (heredity, neuro-physiological factors, 
neuro-pharmacological findings, etc.) and socio- 
genctic factors (psycho-analytic concepts of narcissistic 
1egression and alteration of object relationships) are 
implied in mental illness in a dual movement of 
exchange. The model is validated by its coherence 
and the reality of the organization it postulates. 

Ey classifies mental illness into acute states of 
disorders of the ‘field of consciousness’ (mania and 
melancholia, delirious experiences and confusional 
states) and chronic disorders of the personality 
(‘consciousness’ of oneself) (neuroses, systematized 
delusional states, deficit state schizophrenia and 
dementia). There is a complex articulation between 
these two dimensions of ‘consciousness’, however; 
the distinction is crucial because acute states are 
‘lived through’ with an ‘intact’ personality (hence 
the rich contribution from the resources of the 
personality to the content of, for example, the 
confusional states) implying reversibility, whereas 
chronic states necessarily represent a defective 
organization of the personality (hence the impoverish- 
ment of, for example, dementia). 

The fourth edition has been largely re-written in 
order to bring it up to date with new acquisitions in 
pharmacology, genetics, endocrinology, therapeutic 
communities, community psychiatry and anti- 
psychiatry. There are interesting chapters examining 
social crises, medico-legal problems and the very 
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French ‘somatic’ therapies—mime, hydrotherapy, 
etc.—acknowledging that mental disorder is also 
expressed in disordered motor function and alteration 
of body image. Other chapters on embryology, 
development, psychology, psychological testing, cere- 
bral physiology and electroencephalography, to- 
gether with a greatly expanded bibliography, make 
this textbook a small treatise. The subject of psy- 
chiatry is vividly presented in its classical and 
modern aspects in a balanced perspective of neuro- 
biological and psychodynamic tendencies that 
constantly seek out a path between the naivety of 
an obsolete nineteenth-century mechanistic neurology 
applied to psychiatry and the over-simplification of 
certain recent psychogenic conceptions; between 
theoretical and practical points of view. There is 
every reason to believe that this textbook will achieve 
the success in the Anglo-Saxon world that it has in 
so many other parts of the world. 
Priur Evans. 


SEXOLOGY 


Deviant Sexual Behaviour: Modification and 
Assessment. By Joun Bancrorr. Oxford: 
Clarendon Press. 1974. Pp. ix+233. Index 
22 pp. Price £5.00. 

The concept of sexual deviance, and the related 
problem of how best to treat it, are both in a state 
of flux at the present time. It is therefore a difficult 
time at which to review this subject, and Dr. Bancroft’s 
success in this task is a measure of his extensive 
knowledge of the area, his personal experience in 
pioneering treatments of sexual deviation and his 
wide grasp of the literature. 

The book is divided into sections. The introductory 
section is devoted to the history of the concept of 
sexual deviance. Next, the author reviews the 
changing social attitudes to male homosexuality, 
from biblical and classical Greek times to the present 
day, and deals briefly with the theories of origin 
{the nature versus nurture argument). However, 
much less space is devoted to other sexual deviations, 
even the more common ones such as paedophilia, 
exhibitionism and voyeurism, and this seems to be 
the pattern throughout the book. Female deviance is 
hardly mentioned, perhaps because it presents so 
rarely in the clinic. 

The major section of the book is devoted to a 
consideration of behavigur modification in the 
treatment of sexual deviance, again with a strong 
emphasis on male homosexuality, and is mainly 
concerned with the various methods of aversion 
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therapy. The author’s review of this area is probably 
the best available in print. It is thorough and pains- 
taking but at the same time balanced and unbiased 
in assessing results. The chapter on ‘Measures of 
Change’ is well documented and would be a useful 
source of information for anybody wishing to research 
in this area. 

It is in the section on ‘Clinical Conclusions’, how- 
ever, that Dr. Bancroft reveals the difficulties in 
which a therapist working in this field in 1975 finds 
himself. By far the greater part of research work has 
been carried out using aversion therapy, with the 
unspoken assumption that it would result in some 
normalization of sexual function. However, in his 
clinical conclusions Dr. Bancroft prescribes instead a 
course of treatment involving negotiation of a treat- 
ment contract, reduction of heterosexual anxiety, 
improvement of social skills, modified attitudes, and 
a very flexible use of other measures such as aversion. 
Goals are always limited and progress is by small, 
practicable steps. It is unfortunate that at the present 
time there are very few research data to support this 
new approach, but there seems little doubt that 
Dr. Bancroft is right in his clinical conclusions, 
namely that aversion therapy alone is in the present 
climate of opinion not the treatment of choice for 
deviant sexual behaviour. The treatment programme 
outlined in this section is one that will be endorsed 
by most behaviourists today and rounds off an 
excellent review of this very tricky subjeet. 

MicHazy J. Crowe. 


THERAPEUTIC METHODS 


Psychodrama: Theory and Therapy. Edited by 
Ira A, GREENBERG. New York: Behavioral 
Publications. 1974. Pp. xvi+486. Author index 
app., subject index 7 pp. Price $16.95. 


O wad some Power the giftie gie us 

To see ourselves as ithers see us! 

It wad frac mony a blunder free us 
An’ foolish notion: 


About a hundred years after the author of this 
fervent plea died, psychodrama, we learn, was 
invented by J. L. Moreno. In 1896, then aged four, 
Moreno organized a group of children into an 
impromptu play in which he took the role of God 
with the other children as angels. He mounted a pile 
of chairs while the others circled around him. One of 
the children suggested he should fly: he tried it and 
found himself on the floor with a broken arm. Not- 
withstanding this early warning, we find Moreno at 
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16 wandering the Vienna parks organizing children 
to play-act. Some time later, when a medical student, 
he became involved in organizing discussion groups 
among small numbers of Viennese prostitutes. 
Through this experience, it is claimed, he became 
aware of the basic principles of group psychotherapy. 
After the Great War he practised as a psychiatrist, 
and he dates 1921 as seeing the first ‘official’ psycho- 
dramatic production when he induced each of a 
group of frustrated citizens to mount a stage and 
assume the role of leader to vent frustrations, propose 
solutions, and attempt to carry the audience. None 
succeeded, though the reviewer must note that 
another Austrian, Adolf H., devised his own psycho- 
drama along these lines and succeeded only too well. 

Moreno is a man of many parts and surely a great 
impresario. In 1925 we find him in the more sympa- 
thetic atmosphere of America promoting his inven- 
tion of an early recording device. There he flourished, 
founded journals, became involved in controversy, 
achieved much publicity, and started the World 
Center for Psychodrama at Beacon Hill Sanitarium. 
Subsequently, the New York Institute of Psycho- 
drama opened in 1942, and the movement appears 
to have gone from strength to strength since then, 
finding disciples and exegeticists on the way. 

He is clearly a man of enormous if diffused energy, 
who has collected ideas like a magnet collects iron 
filings and channelled them into an all-embracing 
theory and system of therapy well adjusted to cater 
for the needs of this alienated society and age. 


‘All the world’s a stage’, said that other greater 
psychodramatist who also believed it good ‘to hold 
as ’twere the mirror up to nature’. But Moreno can 
claim the credit for applying these concepts to the 
treatment of sick people, and not only to them. Role 
playing has other functions, and it is not surprising 
that the worlds of advertising and personnel manage- 
ment have found Moreno’s ideas fruitful. 


As to the precise value of his psychothe apeutic 
approach compared with others, no one can say. 
There is the advantage that psychotic patients can 
be involved in the interactional process, so it is well 
suited to leavening the emptiness of chronic hospital 
existence. Considerable numbers of trained staff are 
required, though these can be outside the usual 
professionals. 

This symposium is a mine of information, much of 
it repetitive, which should enable persons experienced 
with groups to stage their own psychodrama sessions. 
And: anyone who has seen the enlivening effect of 
ordinary amateur dramatics on an inert population 
can only wish them success in their efforts. 

Davip M. LEIBERMAN. 
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The Open Economy System. A Handbook for a 
Behavioral Approach to Rehabilitation. By 
MicHAEL W. Wetcxu and Jerre Grr. Spring- 
field, Il.: C. C. Thomas. 1974. Pp. xii+ 189, 
with an index. Price $13.75. 

A practical scheme is described in detail and with 
many illustrations in which mentally handicapped 
patients are induced by monetary awards in the 
form of tokens to make progress in a learning pro- 
gramme within the compass of a day treatment 
scheme. However, the régime can be readily modi- 
fied for the use of those working with normal children 
or perhaps immigrant persons with language diff- 
culties. 

The book is recommended as one which gives 
valuable information on how good results can be 
obtained with the incentive described. 

The book is written in a pleasant and confident 
style. One gains the impression that the service is 
sympathetically and efficiently run. 

SPENCER PATERSON. 


ANNA FREUD 


Introduction to Psychoanalysis. By ANNA FREUD. 
International Psycho-analytical Library. No. 99. 
London: Hogarth Press. 1974. Pp. xx+200. 
Price £3.75. 

The early works of this renowed and talented 
daughter of a world-famous father will be unaffected 
by praise or criticism. Their significance is intrinsic. 
This volume deals with Anna Freud’s earliest pioneer 
work in the psychological development of the child. 
Though the material is barely fifty years old it has 
already gained historical importance, but this does 
not mean it is dated, and her work is as fresh as if it 
were written yesterday. 

The first part presents her four lectures on child 
analysis and shows very clearly how the technique of 
analysis of adults is not suitable for children and how 
the analyst must succeed in putting himself in place 
of the child’s ego ideal for the duration of the analysis. 
Part II recounts four lectures for teachers and 
parents given around 1929. Miss Freud gives a timely 
reminder to allow each stage in the child’s life the 
right proportion of instinctual gratification and 
instinct restriction. Child analysis cannot be blamed 
for the failings of a permissive society. The last 
section contains assorted papers written between 
1922 and 1932. The note on a fascinating case of 
childhood hysteria may help to dispel current 
doubts about the validity of such phenomena. In 
short, a minor classic from a pedigree stable. 


Joun Harrincron. 
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SZASZ 
The Age of Madness. By THomas Szasz. London: 
Routledge and Kegan Paul. 1975. Pp. xix+362. 
Index 8 pp. Price £5.95. 

Thomas Szasz by his attacks on orthodox psychiatry 
has created antibodies in most psychiatrists. In 
reviewing this book one has to suppress one’s anta- 
gonism to his previous writings and see it for what it is. 
It is a collection of other people’s statements on the 
problems of mental illness and mental institutions, 
including personalities and authors such as Daniel 
Defoe, Anton Chekhov, Benjamin Rush, Jack London 
and James Thurber. 

The contributions have been deliberately selected 
to support Dr. Szasz’s main thesis which is that 
involuntary treatment of the mentally ill is an affront 
to the dignity of man and is frequently an abuse of 
human liberty. 

The material is presented in chronological order, 
and one’s initial reaction is that we have progressed 
since the days of Daniel Defoe and Benjamin Rush, 
but the more recent contributions are no less disturb- 
ing. Rather surprisingly, although the book was 
published in Great Britain in 1975, there is no 
mention of the abuse of psychiatry in the U.S.S.R. 
in the handling of dissenters, though there is an 
extract from Valeriy Tarsis Ward 7. 

Dr. Szasz has done psychiatry a service in pre- 
senting this collection, even though he does at times 
abandon fact for fiction, e.g. when he claims that 
Egaz Moniz received his Nobel Prize for his work on 
prefrontal leucotomy. I had always regarded it as 
a reward for his work on cerebral angiography. 

Myre Sim. 


GAMBLING 
The Psychology of Gambling. Edited by Jon 
HALLIDAY and PETER FULLER. Allen Lane. 1974. 
Pp. 310. Price £4.50. 

This book consists mainly of a selection of papers 
from the psychoanalytic literature on gambling and 
related topics. Among the more important of these is 
Freud’s classic study of ‘Dostoevsky and Parricide’, 
in which he proposed that excessive gambling 
replaced masturbation in the setting of unresolved 
Oedipal difficulties. Also included are extracts from 
Bergler’s book The Psychology of Gambling; in this the 
author suggested that excessive gambling arose out of 
an unconscious desire to lose, due to ‘psychic maso- 
chism’. In addition, France’s paper on “The Gam- 
bling Impulse’ is of considerable interest, since it 
was a pre-Freudian study which was one of the first 
to suggest that various unconscious mechanisms were 
responsible for the activity of gambling. Both Green- 
son’s paper ‘On Gambling’ and Lindner’s on “The 
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Psychodynamics of Gambling’ are themselves well 
known review articles on the psychoanalytic approach 
to this topic. The book also includes a useful biblio- 
graphy on gambling, which is not confined to the 
psychoanalytic literature. 

Peter Fuller, one of the editors, has contributed a 
lengthy introduction. This commences with a detailed. 
case history which, apart from being a second-hand. 
account and in many ways a rather atypical example 
of excessive gambling, illustrates the special pleading 
that characterizes the whole of this section of the 
book. Indeed, no sooner has the account started than 
predictable interpretations appear. Having described 
the contribution of the psychoanalysts, and of Freud 
in particular, Fuller develops the thesis that gam- 
bling has the characteristics of an obsessional neurosis. 
The argument for this is rather tenuous, and in the 
course of it he suggests that ‘an unsuccessful defence 
against an underlying anal fixation’ is found in 
gambling, “beneath its masturbatory superstructure’. 
The mind boggles at the possible interpretations! 

In summarizing the literature on approaches to 
gambling other than the psychoanalytic one, Fuller 
does so in pejorative terms and largely dismisses them 
in a rather polemical fashion. Moreover, it is evident 
that he has failed to appreciate the significance of the 
formulation that some types of excessive gambling 
occur as a result of a dependence comparable to that 
seen in relation to alcohol and drugs. The argument 
throughout is based on the assumption that all 
human activity has a neurotic basis; any distinction 
between normal gambling and its morbid varieties is 
frowned on. 

Despite this, one of the more interesting sections of 
the introduction is a discussion on the motives under- 
lying the frequent moralistic approach towards 
gambling. However, here also the argument is 
somewhat tenuous, as it is when Fuller attempts to 
compare gambling with pornography. 

This book provides a useful reference to the psycho- 
analytic literature on gambling. However, it needs 
to be emphasized that this is only one approach to a 
rather neglected topic. There is an heterogeneous 
series of factors responsible for the activity of gam- 
bling, whether this is limited, as it is in most cases, or 
carried to excess. Similarly, if excessive gambling 
leads to disturbance, there are a variety of reasons 
why the gambling continues despite this. Fuller’s 
introduction to the book fails to take account of this 
and the approach is rather doctrinaire; assertions, 
some of a political nature, are presented as facts, 
and conjecture assumes the guise of explanation. 
Doubtless, as Lincoln said, ‘People who like this sort 
of thing will find this the sort of thing they like.’ 

E. Moran. 
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The Health Service: Past Present and Future. 
By Sm Georce Gopser. University of London: 
The Athlone Press, London. 1975. Pp. 48. 
Price £1.50. 

Sir George Godber’s two 1973 Heath Clark lectures 
understandably concentrated on the National Health 

Service, to which he has made his own significant 

contribution as Chief Medical Officer at the Depart- 

ment of Health and Social Security. His first lecture 
was devoted to the preparation and inception of the 

Health Service, the second to its development and 

prospects. The perspective is aerial; the heights and 

peaks occupy the foreground and it is not so easy to 
focus on activities on the lower slopes or at ground 
level. Mental disorder as such is barely mentioned 
but there is an evident concern for the problems 
associated with the care of the chronic sick, including 
the mentally ill and handicapped. On the strength of 
his achievements no one is more entitled to write that 
‘, . . we must not pass blindly ahead in science 
without making such provision as is practicable for 
the common things which most commonly occur in 
medicine’. Though all his readers may not agree with 
all Godber’s conclusions, there will be a general 
acknowledgement of his commitment to the practice 
of an effective and humane medical administration. 
MICHAEL SHEPHERD. 


The Battered Child. Edited by Ray E. HELFER 
and C, Henry Kemps. Second Edition. London: 
The University of Chicago Press, 1974. Pp. xvii+ 
262. Index 4 pp. Illustrated. Price £7.50. 

When the first edition of this book was published 
in 1968 it played a major part in demonstrating the 
extent and importance of child abuse. The major 
changes in the second edition are the pruning out of 
some of the earlier chapters and the addition of the 

Report of the New York State Assembly Select 

Committee on Child Abuse, an impressive example 

of how a legislative document can combine sensitivity 

with political realities. The book must certainly be in 
any medical or social work library, but with the 
major chapters relatively unchanged it would be 
unnecessary to replace the first edition. A concluding 


j note in that edition looked to the day when the 
» various disciplines would train research specialists 
„. who would ‘enhance our understanding and provide 


additional answers to many of the prevailing ques- 
tions’. In this edition that identical hope remains but 
no evidence is given that the last six years have seen 
any such developments in the United States. 
STEPHEN WOLEIND, 
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The Problem-Orientated Record in Psychiatry 
and Mental Health Care. By Raren S. 
Rypack. New York: Grune & Stratton. 1974- 
Pp. xi-++ 189. Index 2 pp. Price $9.75/£4.70. 

Dr. Ryback has linked a large compilation of 
problem-orientated record systems with brief com- 
ments. The three dominant influences on United 
States’ case-records at the moment are Weed’s 
Problem-Orientated Medical Record with its data 
base, problem list, plans and follow-up; the avail- 
ability of increasingly sophisticated computerized 
record systems; and, most recent and most important, 
accountability. The advent of the Professional 
Standards Review Organization imposes a com- 
pulsory medical audit, on all hospital work; if a 
hospital does not establish satisfactory peer review, 
external reviews can be imposed. Most of the detailed 
systems illustrated show the influence of this threat: 
accountability has concentrated the psychiatric mind 
wonderfully. 

The difficulties of furnishing hard data from the 
soft body of contemporary psychiatry are not 
evaded. Data bases and problem lists for alcoholism, 
drug abuse and geriatrics, and for general hospitals, 
prisons and even office psychotherapy, are all given 
in full from centres where they are in use. At best the 
examples cited are admirable, at worst pretentious. 
Dr. Ryback lets them speak for themselves in a 
workbook which is necessary reading for those con- 
cerned with the development or revision of psychiatric 
record systems, 


I. M. INGRAM. 


Factors in Depression. Edited by NATHAN S. 
Kring. New York: Raven Press. 1974. Pp. viti+ 
268. Index 7 pp. Price U.S. $19.60. 

This book is described as a spontaneous outpouring 
to give substance to ten years of Denghausen con- 
ferences at which a consistent group of researchers in 
the field of depression have met in idyllic surround- 
ings to discuss their work in an open-ended manner. 
The book bears witness for the free-for-all situation, 
in that while there is the common theme of bio- 
chemical aspects of affective disorders the style and 
contributions vary enormously, 

One can well be put off from the rest of the book 
by the opening contribution, which utilizes poorly 
designed illustrations with microscopic writing 
causing difficulties to the presbyopic reader. Other 
papers are long or short reviews of particular topics, 
as, for example, sodium-potassium metabolism, the 
problems of studying biogenic amines in man, 
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clinical trials methodology and a detailed account of 
the development of the use of lithium in affective 
disorders. One of the most interesting reviews 
describes switch processes in psychiatric illness—the 
change from one clinical state to another, as, for 
example, manic to depressive episodes. One of the 
final contributions is a review of periodic catatonia 
by Leiv Gjessing quoting extensively from his father’s 
papers in this field. 

This book has brought together some useful 
information which is available elsewhere but would 
not be easy for the examination candidate to collect. 
In these days of financial stringency and pressure to 
economize it could not be called cheap at the price. 


C. P. SEAGER. 


The Behavioural Treatment of Psychotic Dl- 
ness. Edited by Warum J. Discipio. New 
York: Behavioural Publications. 1974. Pp. 240. 
Price $12.95. 


“Token economy’ systems have become as much 
the psychiatrist’s familiars as ‘therapeutic com- 
munities’ were 15 years ago. How many of us, 
however, have a really close grasp of how a token 
economy or ‘contingent management’ can be applied 
to the chronic psychotic patient? This book sets out 
to tell us. The contributors are keen, not yet quite 
sure of their ground, but willing to explore. 

In an example, chronic paranoid patients whose 
talk was interlarded with delusional references were 
rated for the amount of delusional material in four 
10-minute interviews daily. Each evening they en- 
joyed up to 40 minutes of chat with a favourite staff 
member—but this reward duration was reduced in 
proportion to the amount of their daytime delusional 
talk. They quickly learned to talk more rationally by 
day in order to win their evening’s social intercourse. 

Two problems struck me as I read all about it: the 
‘little evidence that the improvement is maintained 
outside the institution’, and then the ethics—‘the 
experimenter . . . noted that the patient was an avid 
cigar smoker (sic). An order was given to confiscate 
all of his cigars ...’. I still believe kindness towards 
patients more desirable than such an exercise of 
authority. 

The book describes experiments involving groups 
of patients, it points to reconciliation and harmony 
with therapeutic community ideals, and finally out- 
lines the treatment of illustrative individual patients. 
New ideas to keep us on our toes. 

TAN Oswa.p. 
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The Hidden Alcoholic in General Practice. 
By R. H. Wiems. Paul Elek (Scientific Books) 
Ltd. 1974. Pp. 241. Price £5.95. 

Dr. Wilkins describes a research project in which 
he screened for alcoholism the patients attending 
general practitioners in a Manchester Health Centre. 
The screening was in two stages. In the first stage he 
identified all those patients who might be deemed 
specially at risk. This was done in terms of an ex- 
tended list of 64 criteria, including such items as 
whether the patient suffered from any physical or 
psychiatric condition likely to be associated with 
alcoholism, smelled of drink at consultation, was 
divorced or separated, or had young children showing 
evidence of disturbance. The list was something of a 
rag-bag but accorded with commonsense and was 
based on findings of an extensive literature review. 

In the second stage, the 546 potentially at-risk 
patients were administered a Spare Time Activities 
Questionnaire which placed questions on drinking 
among questions dealing with less sensitive matters. 
A number of validation studies were also carried out. 
The essential finding was a prevalence rate of 18.2 
per 1,000 of the practice population aged 15-65. 

The literature on alcoholism screening is generally 
rather sparse, and this careful study makes a valuable 
addition to an area which deserves more research 
investmnet. Alcoholism is certainly a diagnosis which 
is often overlooked, and research like this, which 
can offer some really practical guidelines towards 
improved diagnosis, is of special value. The author is 
himself a general practitioner. 

GRIFFITH EDWARDS. 


Positions, Movements and Directions in Health 
Services Research. Edited by Gorpon Ma- 
LacHLaN. London: Oxford University Press for 
the Nuffield Provincial Hospitals Trust. 1974. 
Pp. vu-+171. Price £2.50. 

The balletic terminology by which the sections of 
this symposium are titled appears too airy a conceit 
for this extremely solid contribution to the discussion 
of R and D and OR by the DHSS and the MRC (to 
quote some of the more intelligible jargon). The very 
experienced contributors review principles of the 
identification of priorities, methods and the applica-. 
tion of findings. They also examine two examples of 
the use of research in service practice for the mentally. 
handicapped and the community hospital programme. ` 

This is not an easy book to read, for it attempts to _ 
chart a changing and difficult field. It is, however, a 
valuable review of opinion, ideas, criticisms on the 
theme of the administration of health service research. 

Ricoarp Mayov. 
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Cannabis and the Criteria for Legalization of a 
Currently Prohibited Drug: Groundwork 
for a Debate. By Grirrrra Enwarps. Copen- 
hagen: Acta Psychiatrica Scandinavica Supple- 
mentum 251. Munksgaard, Copenhagen, 1974. 

The 251st Supplement (or Supplementum, gince the 

Danes are as fluent in Latin as they are in English) 
to the Acta Psychtatrica Scandinavica is exactly what one 
would expect from this author and this titlé. The 
criteria are sharply delineated, the arguments (for 
and against) clearly expressed. Some of the obfus- 
cating groundwork hindering rational debate is 
cleared away. The expert interested in a specialized 
corner of this particular field will find the work 
rewarding, but it is caviar to the general. I cannot 
imagine why the Trust which paid for the publication 
of this Supplement preferred to remain anonymous, 
since it is all perfectly respectable and without the 
slightest hint of impropriety. 

THomas BEWLEY. 


CHILDHOOD 


Pre-School Years (Third Edition). By 
WILLEM VAN DER Eyxen. Harmondsworth: 
Penguin Books. 1974. Pp. 249. (No index.) 
Price 65p. 

This is a largely rewritten and very much ex- 
panded version of a book first published in 1967. 
Since the first edition, successive governments have 
intimated their intention of expanding nursery school 
provisions. Even if policies are more slowly imple- 
mented during times of inflation and austerity, it is 
still timely to examine the purposes of pre-school 
education and ways in which desired goals may be 

The’past few years have witnessed an acceleration 
in society’s changing views of childhood. The pre- 
school years are universally recognized as crucial in 
forming the basis of all later development. The 
author wisely reminds his readers to view the child 
within the context of his family. 

At present there are no clear aims of pre-school 
education. Some facilities exist to enable mothers to 
go out to work; others have avowedly ‘educational’ 
aims but these latter turn out to be more concerned 
with ill-defined personality development than with 
cognitive development. The questions are raised, 
somewhat obscurely: are pre-school provisions pri- 
marily for the benefit of the parents or of the children; 
are they aimed at emotional or at intellectual deve- 
lopment? Later, the author questions whether pre- 
school provisions should be available for all children 
or predominantly for those who are disadvantaged. 


The 
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The present situation is that, irrespective of the type 
of provision, it is mainly used by the middle classes. 

The book ranges over many issues, mainly super- 
ficially. It provides a useful historical perspective on 
early attempts at nursery schooling but it is very 
weak on discussing the potential contribution of 
current research findings in child development. 
A book on pre-school education which omits dis- 
cussion of current activities in the area of develop- 
mental psycholinguistics—the work of Roger Brown, 
Lois Bloom, Courtney Cazdan—cannot be taken 
too seriously. As a more general overview it is 
eminently readable. 

Wiiuiam YULE. 


PAPERBACKS 


Parents and Mentally Handicapped Children. 
By CHARLES Hannam. Harmondsworth: Penguin 
Books in association with MIND. 1975. Pp. 126. 
Index 2 pp. Price 5o0p. 

Depression. By Ross Mrranei.t. Harmondsworth: 
Penguin Books in association with MIND. 1975. 
Pp. 110. Index 2 pp. Price 5op. 

Adolescent Disturbance and Breakdown. By 
Moses Laurer. Harmondsworth: Penguin Books 
in association with MIND. 1975. Pp. 94. Index 
2 pp. Price 45p. 

These three books are from a series of MIND 
Specials aimed at ‘students, practitioners and non- 
specialists’. The first, on mentally handicapped 
children and their families, succeeds magnificently. 
The author is himself the parent of a mentally handi- 
capped child, and the book is based on his own 
experiences and those of seven other families. Each 
chapter presents excerpts from tape-recorded inter- 
views and ends with recommendations which deserve 
to be pondered by all who have professional responsi- 
bility in this field. Three themes emerge constantly. 
Parents need skilled counselling, not only at the start 
when they are told of their baby’s handicap (‘medical 
students should have more extensive training in 
conveying bad news to their patients’) but con- 
tinuously available when they feel angry and punitive 
towards the child who has become a burden to them. 
Parents need a great deal more practical help: baby 
minding, play groups and in arranging holidays. 
The third theme is that services should be offered 
freely so that parents understand what they are 
entitled to. Many families felt that they had to fight 
for what help they got. There are problems with 
brothers and sisters and with not getting enough,sleep 
at night, which are often undisclosed. Only three 
families were working class and all were articulate; 
one wonders what happens to the others. 
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Dr. Mitchell’s book uses a vocabulary unsuitable 
for non-specialists. Students would .benefit from his 
analysis of the communication difficulties between the 
depressed patient and the doctor. 

Dr. Laufer writes as a psychoanalyst: in defining 
psychological health, ‘I refer to an “‘inner state” 
and not primarily to what can be observed’. Hence 
anorexia nervosa is mentioned once, drug-taking 
twice; but it is a most valuable introduction for those 
about to enter the specialized field of psychotherapy 
in adolescent breakdown. 

W. Lawron TONGE. 


The Pursuit of Loneliness. By Pair E. SLATER. 
Harmondsworth: Penguin Books. 1975. Pp. 
xi-+-168. No index. Price 5o0p. 

Philip Slater refers in his introduction to the feel- 

. ings of the traveller on re-entering his home country 

after a long absence: the once familiar is encountered 

‘as a fresh experience. So he writes about the impact 

of the consumer-oriented society on a writer who 

had forgotten what it was like to be an American. 

This is a provocative and readable book (especially 

his comments on American child rearing) which will 

appeal to those who have misgivings about the effects 
of advanced technology on the quality of living. But 
he is not a second Illich. 

W. Lawron TONGE. 


MENTAL HANDICAP 


Experiments in the Rehabilitation of the Men- 
tally Handicapped. I.R.M.M.H. Study Group 
6. Edited by H. G. Gunzsure. London: Butter- 
worth & Co. (Publishers). 1974. Pp. xv-+396. 
Price £5.80. 

This is a report of a meeting held under the auspices 
of the Institute for Research in Mental and Multiple 
Handicap, with the participation of 29 people. The 
roulti-disciplinary, multi-author book consists of 15 
chapters, each followed by a discussion and supple- 
mented by a list of references. It is often difficult to 
understand what is experimental work and what is 
just observation of what happens. Several of the 
participants, whether in the main papers or in the 
discussion, seem to hold the view that mental handi- 
cap is a uniform condition, even when the discussion 
is devoted to ‘environmental aspects’ or to ‘settling 
in the community’ or to ‘effect of hospital care’. 
This trend also permeates discussions on ‘the physical 
environment as a supportive factor in rehabilitation’, 
though some degree of differentiation between 
patients appears in relation to the chapter on 
‘education of the multi-handicapped children’. But 
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again, in the study on ‘Teaching machines and the 
programmed approach in the education of the 
mentally handicapped’ the possible importance of 
differentiating between various types of handicaps is 
not sufficiently emphasized. 

The. editor frankly states in her preface that ‘the 
interes: concentrated very markedly on the factors 
prevertting positive research findings from being 
incorporated into actual management practices. 
Most participants were worried about the failure of 
science to make more general impact on the standards, 
attitudes and approaches in the subnormality field, 
and discussion ranged from blaming the Establish- 
ment to the acknowledged hesitancy on the part of 
the social scientists to become actively involved in 
organization. 

The discussion on rehabilitation, or habilitation, 
leaves the reader with the impression that selection 
was possible only in very few of the centres and an 
overall comparison of results seems to be very difficult. 

In eight brief paragraphs (page 319) James Elliot 
crisply summarizes the main aspects of the discussions, 
and it is impossible to disagree with him that ‘the 
principle of interdisciplinary work is often accepted 
by professionals, but not enough is known about the 
mechanics of bringing this about’. 

The book is nicely printed, and a brief index is 
included at the end of the book. Anybody interested 
in mental handicap will learn about some of the 
advantages as well as the pitfalls of so-called experi- 
ments in rehabilitation. 

G. PAMPIGLIONE. 


Mental Handicap. By Brian Kirman and Joan 
BickNELL. Edinburgh, London and New York: 
Churchill Livingstone. 1975. Pp. x +494- Index 
19 pp. Price £15.00. 

This book is a successor to the classical work Mental 

Deficiency by Hilliard and Kirman which first appeared 
in 1957. It is, however, a completely new book rather 
than an updated second edition, which is befitting in 
view of the many innovations and fundamental 
changes of attitude that have taken place in the 
intervening years. As the authors say in their preface, 
the first book aimed to present the results of systematic 
and epidemiological study, and to shed enlighten- 
ment upon a field for the most part neglected and 
hedged about by outdated laws. Since that book was 
written a number of authoritative works on clinical, 
neuroanatomical, biochemical and genetic aspects 
have appeared, such as Pathology of Mental Retardation 
by Crome and Stern, which supply the need for 
comprehensive sources of reference not then so readily 
available. In the present book Kirman and Bicknell] 


FH we . ae 


302 


have been at pains not to overlap with these,.though 
guidelines are given so that the reader is presented 
with a well-rounded picture of the biological and 
clinical basis of mental defect and is led to the relevant 
sources through an excellent system of references. 
The pattern of the book has changed in accordance 
with the changes that have taken place since the 
publication of its predecessor. Care of the mentally 
defective has now become a matter of public concern, 
and the Social Services have recognized the pressing 
needs and are attempting to see their way to make 
better provisions. The emphasis in the present book 
has shifted from a plea for the recognition of the 
interplay of constitutional and environmental factors 
in causation (which is now accepted), and for a 
breakaway from what was often an all too prevalent 
attitude of nihilistic determinism, to a pragmatic 
approach to the care of patients. Perhaps the most 
valuable section is that devoted to advice counselling, 
treatment, education and training. 


As would be expected from the authors, this is a 
work of excellence, and it is enriched by contribu- 
tions from other notable workers in the field. It brings 
together useful information about legislation which 
would be hard to find collated in such a convenient 


.form elsewhere; for example, financial provisions 


affecting the mentally handicapped are set out 
succinctly in an appendix. 

This most practical and readable textbook should 
prove invaluable not only to psychiatrists specializing 
in mental deficiency but also to the growing band of 
workers in the field, including those involved with 
educational and social problems. Its predecessor did 
much to lighten our darkness. Now that the needs of 
the intellectually deprived stand out all too starkly in 
the light of day, this volume provides guidelines for 
the work that is calling out to be done. 


VALERIE Cowre. 


PSYCHOHISTORY 


Explorations in Psychohistory. The Wellfleet 
Papers. Edited by Roperr Jay Lirron with 
Eric Orson. New York: Simon and Schuster. 
1974. Pp. 359. Index 12 pp. Price $3.95. 

A group of American intellectuals interested in 
psychoanalysis and history, and especially in bringing 
the former to bear more on the latter, met for dis- 
cussions from 1966 onwards. This book records 
essays presented at these meetings, but unfortunately 
it has little unity, and two-thirds of the contributions 
have been published elsewhere (although mostly less 
accessibly). Philip Rieff’s piece is even taken from his 
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book of 1959, and many of the pieces date from 1969 
and 1970 and have a curiously stale and dated 
quality despite the distirfction of some of the contri- 
butors (including Erik Erikson and Stuart Hamp- 
shire). For although the intention is to forge a new 
discipline of psychohistory ‘as a way of grappling 
with contemporary issues’, new ideas are not found 
here, and biographers have been required to mug up 
some psychoanalytic theory for a long time now. The 
book is dominated by Erikson and Freud, and 
especially by Totem and Taboo and Moses and Mono- 
theism—so much so that 24 pages of the latter are 
excerpted at the end of the book. Marx, Marcuse 
and violent social changes are brought in and dis- 
cussed vividly by Kenneth Keniston (‘Revolution or 
Counterrevolution ?’), but even this is redolent of 
the feelings inspired at the time by the student 
uprisings of 1968 and seems strangely left behind by 
events. 

Erikson himself, surely one of the most over- 
praised of our contemporaries, writes highly abstractly 
and tortuously, the opacity of his English at times 
descending to a sentence which runs: ‘But sooner or 
later every field must become aware of the extent to 
which its principal procedure codetermines the 
assumed nature of the observed and the terms 
decreed most appropriate to conceptualize that 
nature’. Another contributor, Robert Jay Lifton, 
wonders if ‘psychohigtory could be an avenue 
toward the revitalization of psychoanalysis itself, 
through which the latter might rediscover its own 
history and thereby transform itself’ (presumably 
interesting mainly as navel-gazing for psycho- 
analysts) or whether ‘in the end, psychohistory may 
turn out to be nothing more than a minor intellectual 
curiosity’—on which horse this reviewer would place 
his money. 

ANDREW C. SMITH. 


THE BORDERLINE PATIENT 


The Borderline Patient. By ARLENE WOLBERG. 
New York: Intercontinental Medical Book 
Corporation. 1973. Pp. 283. Price $17.50. 

A comprehensive book on the borderline syndrome 
is much needed. A great deal of literature, mostly 
psychoanalytic, has accumulated on this topic since 
Stern’s original paper in 1939 and the borderline 
syndrome can fairly be said to be a psychoanalytic 
contribution to psychiatric nosology. For this reason 
the literature is not easily available to non-psycho- 
analytically trained psychiatrists. Grinker’s mono- 
graph was a valuable contribution to research but 
was not a detailed review of the literature and did not. 
discuss psychotherapy in any depth. 
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It is through the patient’s unexpected responses to 
more or less standard psychoanalytic situation that 
the therapist becomes aware that a patient who has 
presented as neurotic behaves and functions in many 
ways that are radically different from those of the 
neurotic patient. In response to the demand for free 
association these patients rapidly evince disturbances 
of thought processes which represent a breakthrough 
of primitive fantasies and ideas; infantile states of 
mind seem to persist within the mind of the adult and 
are manifested in response to the demands and 
fantasied threats of the treatment situation. Within 
the session the patients behaviour reactions and 
attitudes are often destructive and exhausting; the 
mental mechanisms are’ ych more primitive than 
those of the neurotic. Splitting and primitive projec- 
tion predominate, and the patient is therefore likely 
to perceive the therapist as all good or all bad and to 
experience himself in a similar light, and there is a 
marked failure to integrate these two perceptions. 
The central areas of the self seem weak, ‘the centre 
does not hold’. Such patients are uncannily per- 
ceptive of the hidden aspects of other persons’ 
characters and respond more to these hidden aspects 
than they do to the central aspects through which a 
person customarily recognizes himself. Thus the 
therapist or the other persons with whom the patient 
comes into contact may feel strangely robbed of their 
usual selves and find that they are almost irresistibly 
pushed into positions of béing another person and 
accepting the projections of the patient. Great turmoil, 
anxiety and pain often enter into the therapy situa- 
tion, and much unsatisfactory treatment results from 
contact with these patients. Most of us know what it is 
like to have had such experiences which leave us hurt 
and confused and seeking clarification so that we may 
be better equipped the next time we enter into the 
arena. 

Great advances have been made in recent years in 
such clarifications, but they have not hitherto been 
brought together in one volume. Mrs. Wolberg 
published an excellent article as long ago as 1952 and 
has lectured on this topic for many years, and the 
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book seems to be a compilation from her teachings. 
Her coverage of the literature is very wide and 
derives both from the mainstream of psychoanalytic 
thought and from offshoots which merit attention in 
this country, as they are little known to us. She has 
developed some therapeutic strategies of her own to 
meet the peculiar conditions of treating such patients, 
and her own theoretical formulation of the psycho- 
pathology of the syndrome is clearly put and I found 
it very helpful. 

Mrs. Wolberg does not, in my opinion, make 
sufficient use of Kernberg’s scheme for differentiation 
of character pathology which places the patient with 
the borderline syndrome into a clear perspective. 
Kernberg prefers to use the term ‘borderline per- 
sonality organization’, as this forces the therapist to 
think much more carefully about how his patient’s 
character has developed, and in which areas he 
functions adequately and in which at a primitive level. 
This way of thinking imposes a discipline upon the 
therapist and provides some of the very necessary 
clarification needed. There is also insufficient reference 
to recent work on the normal development of nar- 


_ cissism and of its disturbances, as exemplified in the 


work of such writers as Kohut (The Analysis of the 
Self). 

British readers will be interested in the considerable 
attention Mrs. Wolberg gives to the work of Melanie 
Klein and the English school and the way in which 
she attempts to integrate this with American work. 
This monograph is strongly recommended to psycho- 
therapists who wish to be acquainted with the 
literature on this puzzling and difficult syndrome, 
which is one in which the area of knowledge and 
theory and technique are growing rapidly. The author 
has added to the range of techniques we can adopt, 
and gives extensive reports of sessions illustrating her 
approach. She is realistic in her acknowledgement of 
the fact that we may have to work with these patients 
for many years before seeing any significant changes. 
This work is a good companion to take along for the 
journey. 

MALCOLM PINES. 
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PSYCHIATRY AND PSYCHOLOGY | 
Basic and Contemporary Issues in Developmental 
Psychology. By PauL Henry Mussen, J OHN JANRWAY 
Concer and Jerome Kacan. Harper X Row: Price, 
£3.50. 


Issues and Approaches in the Psychological Thera. 


pies. Edited by D. Bannister, John Wiley B Sons Lid, 
Price £8.75. 

Modern Perspectives in the Psychiatry of Old Age. 
Edited by Joun G. Howe is. Churchill Livingstone. 
Price £10.00. 

The Role of Diagnosis in Psychiatry. By R. E. 
KENDELL. Blackwell Scientific Publications. Price £3.50. 

Signs of Stress: Social Problems Associated with 
Psychiatric Ilness. By J. W. MoCorLocs and 
H. A. Prins. Collins. Price £2.50. 


CHILDREN AND ADOLESCENTS 

Group Work Theory in Practice. By Marcarer 
BroaDBENT and Rosemary Loveroox. Invalid 
Children’s Aid Association. Price gop. 

Studies in Child Psychoanalysis: Pure and Applied. 
The Scientific Ptoceedings of the 20th Anniver- 
sary Celebrations of the Hampstead Child- 
Therapy Course and Clinic. By MEMBERS OF THE 
STAFF. Yale University Press. Price £6.25. 

Varieties of Residential Experience. Edited by Jack 
Trzarp, Ian Srnonam and R. V. G. CLARKE. 
Routledge X Kegan Paul. Price £6.50. 

The Psycho-Analytic Study of the Child. Edited by 
Anna Freon. Hogarth Press. Price £6.50. 

The Handicapped Child. By Grace E. Woops. Black- 
well Scientific Publications. Price £7.25. 

A Teaching Program in Psychiatry, Volume 3: 
Personality Development in Preschool Years, 
Latency and Adolescence. By Lzonarp R. Pic- 
gorr and Josera Frosorr. Wayne State University 
Press. Price $4.95. 


BEHAVIOUR 

. An Introduction to Behaviour Theory and Its Appli- 
cations. By Roserr L. Karen. Harper & Row. 

« Price £5.50. 

Sexual Attraction and Love: An Instrumental 
Theory. By Ricuarp Centers. Charles C. Thomas. 

Price $12.95. 

A Psychological Approach to Abnormal Behaviour 
(2nd edition). By Lzonarp P. ULLMANN and 
LEONARD Krasner. Prentice-Hall. No price stated. 

Human Behavior and Brain Function. Edited by 
Harvey J. Wooror. Charles C. Thomas. Price $7.50. 

Progress in Behavior Modification. Volume r. 
Edited by Micue, Hersen, Ricuarp M, Ester and 
Perer M. Mier. Academic Press Inc. Price £9.35. 


t DRUGS AND ALCOHOL 

Rational Psychopharmacotherapy and the Right 
Treatment. Edited by Franx J. Ayb JR. Ayd 
Medical Communications Ltd, Price $13.50. 

Addiction. Edited by Perer G, Bourne. Academic Press. 
Price £8.40. 

Cannabis and Man. Edited by P. H. CONNELL and 
N. Dorn. Churchill Livingstone. Price £4.00. 


FROM ABROAD 

The Finnish Top-Level Athlete of 1971: A Psychiatric 
Study of the Male Representatives of Five 
Branches of Sport. By Smo MÄKELÄ. Psychiatria 
Fennica. No price stated. 

Psychologie de la Connaissance de soi. Symposium 
de Association de psychologie scientifique de langue 
francaise (Paris, 1973). Presses Universitaires de France. 
No price stated. 

Counseling Strategies With Special Populations. 
Edited by Jonn G. Curt and Riawarp E. Harpy. 
Charles C. Thomas. $16.95. 

A View into a Modern, State-Operated Mental 
Health Facility: ‘The Madden Zone Center. 
Edited by Roser? A. peViro and RicHarp P. 
TAPLEY. Charles C. Thomas. Price $19.75. 


SUICIDE 
A Handbook for the Study of Suicite.. Edited by 
SEYMOUR PERLIN. Oxford University Preis. Price £5-755 
£3-45 (paperback). 
Attempted Suicide: Etiology and Long Term Prog- 
nosis. À personal follow-up study. By TORBEN 
ARNGRIM. Odense University Press. Price Dan. kr. 60.00. 


MISCELLANEOUS 

Careers of the Criminally Insane. By Henry J. 
STEADMAN and Josera J. Cocozza. Lexington Books. 
Price £6.85. 

Luria’s Neuropsychological Investigation. By ANNE- 
Lise CHRISTENSEN. Munksgaard. Price £6.90. 

Couples in Conflict. By ALan S. Gurman and Davi G. 
Rice. Jason Aronson. Price $15.00. 

Atlas of Neuropathology. By NATHAN MALAMUD and 
Asao Hirano. University of California Press. Price 
£23.35. 

The Transsexual Experiment (Volume Two of Sex 
and Gender). By Rosertr J. STOLLER. The Hogarth 
Press. Price £7.00. 

Frames and Cages: The Repertory Grid Approach 
to Human Understanding. By ANTHONY RYLE. 
Sussex University Press. Price £4.50. 

The Helping Professions in the World of A 
By I. Ina GoLpENBERG. Lexington Books. Price £6575. 


Many of these books will be reviewed at a later date . 
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“BYR E, KENDELL 


It has often been suggested in recent years 
that there’is no such thing as mental illness; 
‘that the conditions psychiatrists: spend their 
time trying to treat ought not, properly speak- 
ing,:to be regarded as illness at all, or even to 
. be the concern of physicians. Szasz is the best- 
known. exponent of this viewpoint, “and the core 
of hisargument is essentially this: that as 
prolonged.search has never demonstrated any 


consistent physical abnormality in those re-. 


garded as mentally ill, and as their ‘illness’ 
consists simply in behaving in ways that alarm 
or affront other people, or in believing things 
which other people do not believe, there is no 


justification for labelling them as ill, and to do’ 


so is to use the word illness in a purely meta- 
phorica! . sens€é~{Szasz, 1960). Schneider had 
previously been led. by the same reasoning to 
sat e conclusion that neurotic illness and per- 
oek disorders were ‘abnormal, varieties of 
sane mental life rather than disease, but he 
took care to exempt schizophrenia and cyclo- 
_,thymia by assuming. that both would in time 

prove to possess an organic basis (Schneider, 
1950). The argument Eysenck puts forward in 
the first edition of his textbook, though written 
from the quite different standpoint of academic 
psychology, is a similar one. After observing 
that ‘the term psychiatry does not denote any 
meaningful grouping of problems or subjects: of 
study’ he went on to suggest that the traditional 
. subject-matter of psychiatry should be divided 
“into a small medical part ‘dealing with the 
‘effects of tumours, lesions, infections and other 
‘ physical conditions’ and a much larger beha- 
vioural part ‘dealing with disorders of behaviour 
acquired through the ordinary processes of 
learning’, thereby implying that most of what 
i doctọrs regarded as mental illness was really 


y is based on an Lecture given in 


; T [aaigural 
aculty of Medicine of the University of Edinburgh on 
24 October 1974. 
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learnt behaviour rather than disease, and 
therefore much better understood, and dealt 
with, by psychologists than by physicians 
(Eysenck, 1960). A third line of attack is pro- 
vided by R. D. Laing, and a fourth is exem- 
plified by the sociologist Scheff. Laing argues 
that schizophrenia, far from being a disease or 
a form of insanity, is really the only sane or 
rational way adolescents have of coping with 
the intolerable: emotional pressures placed on 
them by society and their families (Laing, 1967). 
Scheff has developed the somewhat similar 
argument that what psychiatrists call mental 
illness is largely a response to the shock of being 
labelled and treated as insane and the expecta- 
tions this produces; in other words that schizo- 
phrenia is created by the people and institutions - 
that purport to treat it (Scheff, 1963). 

Psychiatrists have generally reacted to these 
various assaults with indignation or disdain. 
They have either ignored their critics, or‘ told 
them, with varying degrees of candour, that they 
don’t know what they are talking about, or 
suggested, with varying degrees of subtlety, 
that they are motivated by professional jealousy, 
a taste for publicity, or emotional difficulties of 
their own. Perhaps there is some truth in these 
retaliatory jibes. But what matters is the 
strength of the. critics’ arguments, not their 
motives. They come from a variety ‘of back- 
grounds—psychology, sociology and psychiatry 
itself/—and although they disagree with one 
another almost as vehemently as they do with 
orthodox psychiatry, they have one central 
argument in common-—that what psychiatrists 
regard as mental illnesses are not illnesses at all. 
The purpose of this cssay is to examine this 
proposition. 


THE NEED FOR A DEFINITION OF ILLNESS 
To question the existence of mental illness, or 


to assert that the word illness in such a context 
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is no more than a misleading metaphor, assumes 
that one already has a clear idea of what illness 
1s. It is equally meaningless to assert either that 
something is, or that it is not, illness unless one 
has a clearly defined concept of illness to start 
with. Unfortunately, although medicine has 
adequate working definitions for most individual 
illnesses, it does not possess an agreed definition 
or an explicit concept of illness in general (Engle 
and Davis, 1963). So before we can begin to 
decide whether mental illnesses are legitimately 
so called we have first to agree on an adequate 
definition of illness; to decide if you like what is 
the defining characteristic or the hallmark of 
disease. 

Most doctors never give a moment’s thought 
to the precise meaning of terms like illness and 
disease, nor do they need to. They simply 
treat the patients who consult them as best 
they can, diagnose individual diseases whenever 
they can, and try to relieve their patients’ 
suffering even if they can’t. At times they are 
well aware that they are dealing with matters 
other than illness—childbirth and the circum- 
cision of infants are traditional examples, and 
family planning a more recent innovation—but 
rarely do they pause to consider what is the 
essential difference between the two. The prac- 
tical nature of medicine is not conducive to 
theorizing. But there are some situations in 
which this unthinking empiricism is inadequate. 
Psychiatrists are only too well aware of this, 
since they are often required to express opinions 
about the presence or absence of illness in the 
courts, and to defend these opinions to hard- 
headed lawyers, but they have not been 
conspicuously successful in finding a solution. 

An American writer has recently pointed out 
that when doctors disagree whether a particular 
condition is a disease or not it is almost in- 
variably the case that those who regard the 
subject of the condition as ill also regard some 
medical procedure—either treatment or in- 
vestigation——as necessary, while those who do 
not regard the subject as ill do not regard either 
as warranted. This gives rise to the suspicion 
that, whether dP not they realize it, doctors do 
not have a clearly formulated concept of illness, 
and that the answer they give to the question 


‘Is this a disease?’ is really a covert answer to 
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the quite different question ‘Should this person 
be under medical care?’ (Linder, 1965). This 
rather cynical judgement is not entirely justi- 
fied, if only because doctors do perceive that 
some of their activities, such as the delivery of 
babies and the circumcision of infants, are not 
the treatment of illness, despite the fact that the 
technology and expertise involved are the same 
in in oth. But it is undoubtedly extremely difficult 
in down the essential element distinguishing 
Nes from non-illness, qr, to put it another way, 
to, produce a definition 8f disease which neatly 
covers all the individual diseases we currently 
recognize, and excludes other phenomena. 


CHANGING CONCEPTS OF DISEASE 


The main reason why this is so is that, for 
historical reasons, thes: defining characteristics 
of individual diseases are very diverse. To most 
of the schools of medicine- of the ancient world 
symptoms and signs werg- themselves diseases. 
Fever, joint pains and” skin rashes were all 
separate diseases to be studied individually. 
The idea of disease as a syndrome, a constella- 
tion of related symptoms with a characteristic 
prognosis, originated with Sydenham in the 
seventeenth century, though the Hippocratic 
school had had the germ of the idea long before. 
However, the popularization of post-mortem 
dissection of the body in the latter half of the 
eighteenth century by Morgagni and Bichat 
slowly converted disease from a syndrome ob- 
served at the bedside to a characteristic morbid 
anatomy observed in the cadaver, and thereafter 
new concepts followed one another in rapid 
succession, mainly in response to the introduc- 
tion of new types of observational technology. 
The development of powerful microscopes in 
the middle of the nineteenth century enabled 
individual cells to be examined for the first 
time, and the consequent detection of cellular 
pathology led Virchow and his contemporaries 
to assume that cellular derangements were the 
basis of all disease. This concept was in turn 
displaced by the discovery of bacteria by Koch 
and Pasteur, and currently new techniques like 
electrophoresis, chromosome analysis and elec- 


tron microscopy are producing further.cgoncepts l 
of disease expressed in terms of dera ag 
physical structures, genes and molecules. 


Ja 


BY R. E. KENDELL 


Each of these waves of technology has added 
new diseases, and from each stage some have 
survived. A few, like senile pruritus and proc- 
talgia fugax, are still individual symptoms. 
Others, like migraine and most psychiatric 
diseases, are“ clinical syndromes—Sydenham’s 
constellation of symptoms. Mitral stenosis and 
hydronephrosis are based on morbid anatomy, 
and tumours of all kinds on histopathology. 
Tuberculosis and syphilis are based on -bac- 
teriology and the concept of the aetiological 
agent, porphyria on ‘biochemistry, myasthenia 
gravis on physiological dysfunction, Down’s 
syndrome on chromosomal architecture, and so 
on. In fact the diseases we currently recognize 
are rather like the furniture in an old house, in 
which each generation. has acquired a few new 
pieces of its own butiihas never disposed of 
those it inherited from its predecessors, so that 
amongst the inflatable-plastic settees and glass 
coffee tables are stillig¢attered a few old Tudor 
stools, Jacobean dressers and Regency com- 
modes, and a great deal of Victoriana. 

A logician would have started by defining 
what he meant¥by disease as a whole and then 
produced individual diseases by -sub-dividing 
the territory whose boundaries he had thus 
defined. Medicine, being essentially practical 
and opportunist, proceeded the other way and 
started with individual diseases. As a result, 
many of these overlap with one another, and 
the outer perimeter between disease and health 
is based on different criteria in different places. 
Hence the difficulty in producing a satisfactory 
definition. 

Historically it seems likely that the concept 
of disease originated as an explanation for the 
onset of suffering and incapacity in the absence 
of obvious injury, and that the concept of health 


_ was a later development, implying the absence 


of disease. Naturally enough, therefore, attempts 
have often been made to define illness in terms 
of suffering and incapacity, or at least in terms 
of a complaint of some sort. But this immediately 
leads to difficulties. Many people whom we 
regard as ill neither complain nor suffer, either 
because they experience no symptoms, or 


becausg, they ignore what in others would be 
as complaint, or simply because they 


Ù 


drop dead without warning. A man with a 


É 
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cancer growing silently in his lung, or someone 
with anginal pain which he dismisses as a 
touch of wind, would both be regarded by 
both doctors and laymen as ill and urgently in 
need of treatment, yet neither complains, or 
even suffers to any significant extent. The same 
is true of the typhoid carrier harbouring 
salmonellae in his gall bladder. Other people, 
whom we call hypochondriacs or hysterics, 
complain incessantly, and insist that they suffer, 
without either their doctors or anyone else being 
convinced that they are genuinely ill. 

Partly because of such problems, attempts 
have sometimes been made to define illness in 
terms of the need for treatment rather than the 
presence of a complaint; in other words to 
make the situation to which Linder was drawing 
attention overt rather than covert. Kraupl 
Taylor, for instance, recently suggested that 
disease, or patienthood, should have ‘as its 
sufficient and necessary condition the experience 
of therapeutic concern by a person for himself 
and/or the arousal of therapeutic concern for 
him in his social environment’ (Kraupl Taylor, 
1971). A criterion of this kind is certainly 
capable of embracing people whom doctors, or 
society as a whole, regard as in need of treat- 
ment as well as those who complain or suffer 
personally, but in doing so it creates worse 
probiems than it solves. Equating illness with a 
complaint allows the individual to be sole 
arbiter of whether he is ill or not, and is un- 
satisfactory because some people who should 
be complaining don’t do so, and others who com- 
plain so repeatedly don’t seem to have adequate 
reasons for doing so. Equating illness with 
‘therapeutic concern’ implies that no one can 
be ill until he has been recognized as such, and 
also gives doctors, and society, free rein to label 
all deviants as ill, thus opening the door to all 
the inconsistencies and abuses that Szasz has 
so vividly conjured up. 

The fact is that any definition of disease which 
boils down to ‘what people complain of’, or 
‘what doctors treat’, or some combination of the 
two, is almost worse than no definition at all. It 
is free to expand or contrast with changes in 
social attitudes and therapeutic optimism and is 
at the mercy of idiosyncratic decisions by doctors 
or patients. If one wished to compare the 
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incidence of disease in two different cultures, or 
in a single population at two different times, 
whose criteria of suffering or therapeutic 
concern would one use? And if the incidence of 
disease turned out to be different in the two, 
would this be because one was healthier than 
the other, or simply because their attitudes to 
illness were different? 


DISEASE AS A LESION 


During the last century the development 
first of morbid anatomy and then of histology 
produced widespread evidence that illness was 
accompanied by structural damage to the body, 
at either a gross or a microscopic level. It was 
only a short step from this observation to the 
assumption that these lesions constituted the 
illness, and that illness always involved struc- 
tural damage. Subsequently, as knowledge of 
physiology and biochemistry grew in the first 
half of this century, this concept was expanded 
to include biochemical and physiological abnor- 
malities, without relinquishing the basic assump- 
tion that illness necessarily involved a 
demonstrable physical abnormality of some 
sort. 

In this milieu it was almost inevitable that 
the presence of an identifiable lesion should 
come to be regarded as the essential attribute 
of disease, and this concept of illness held 
sway for over a hundred years. Such a stand- 
point certainly has many advantages. It pro- 
vides an objective and usually reliable criterion 
which is not at the mercy of changing social 
attitudes and therapeutic fashions, and also 
embodies at least a partial explanation of the 
patient’s symptoms or disabilities. On close 
examination, however, it has several short- 
comings. In the first place, conditions whose 
physical basis is still unknown cannot legiti- 
mately be regarded as diseases. Trigeminal 
neuralgia, senile pruritus and dystonia muscu- 
lorum deformans must all be discarded. 
Twenty years ago the same would have been 
true of migraine and narcolepsy, and sixty 
years ago most forms of epilepsy, Parkinson’s 
disease, chorea, Bornholm disease and pellagra 
would all have failed to qualify. Indeed, to 
insist on the presence of a demonstrable lesion 
implies that most of the great scourges of 
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mankind have only become diseases during the 
last hundred and fifty years. A further diff- 
culty is that no distinction is drawn between 
what is trivial and what is crippling. A child 
with spina bifida and an oligophrenic imbecile 
both suffer from congenital diseases—the first 
by virtue of an anatomical defect acquired 
early in ertibjyonic development, the second 
because of ‘the. absence of the enzyme needed 
to conyert. phenylalanine to ‘tyrosine. But 
children with fused second and third toes have 


. a similar congenital defect to those with spina 


bifida, and those with albinism also lack an 
enzyme involved in tyrosine metabolism, yet 
despite the presence of these lesions we do not 
normally wish to regard them as ill. 

There is a third problem as well. The concept 
of an abnormality or a lesion is quite straight- 
forward so long as one is concerned with 
deviation from a standard pattern. But as soon 
as we begin to recognize that there is no single 
set pattern of either structure or function, 
that even in health human beings and their 
constituent tissues and organs vary considerably 
in size, shape, chemical composition and func- 
tional efficiency, it becomes much less obvious 
what constitutes a lesion; where normal varia- 
tion ends and abnormality begins. Is, for 
instance, hypertension a disease, and if so 
what is the level beyond which the blood 
pressure is abnormal? And at what point does a 
raised blood sugar level, or a prolonged response 
to a carbohydrate load, become the disease 
diabetes? 

It was in fact the example of hypertension 
which finally discredited the nineteenth-century 
assumption that there was always a qualita- 
tive distinction between sickness and health 
(Oldham, Pickering, Fraser Roberts and Sowry, 
1960). The demonstration by Pickering and 
his colleagues twenty years ago that such a 
major cause of death and disability as this was 
a graded characteristic, dependent, like height 
and intelligence, on polygenic inheritance and 
shading insensibly into normality, was greeted 
with shock and disbelief by most of their 
contemporaries, and the prolonged resistance 


to their findings showed how deeply,xooted l 
the assumptions of Koch and Vizciow Pah, 
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The resistance finally crumbled not only 
because Pickering’s evidence was strong but 
because at the same time advances in other 
fields were also discrediting another of the 
major assumptions of the old concept—the 
assumption that every illness had a single 
cause, both necessary and sufficient. As the 
focus of medical research widened: from an 
exclusive concern with individual ‘patients to 
embrace the study of disease in populations, it 
slowly became apparent that a host of inter- 
acting factors, both internal and environmental, 
all contributed to the development of disease; 
and as knowledge increased the decision to 
regard one of these as ‘the cause’ and the rest 
merely as ‘precipitating or exacerbating factors’ 
appeared increasingly arbitrary. This was true 
not only of degenerative diseases like arterio- 
sclerosis but even of classical illnesses like 
tuberculosis. Although tuberculosis cannot deve- 
lop in the absence of the Mycobacterium 
tuberculi, the presence of the organism is 
insufficient to produce the illness. It is ubiquitous 
in many populations, yet only a minority 
develop the disease. Genetic studies reveal 
differences in concordance between MZ and 
DZ twins, and epidemiological studies show 
that these constitutional differences are matched 
by a host of environmental factors—dietary, 
climatic, occupational and social—all exerting 
a powerful influence on the liability of indi- 
viduals exposed to the tubercle bacillus to 
develop the disease. 


A STATISTICAL CONCEPT oF DISEASE 

By 1960 the ‘lesion’ concept of disease, and 
its associated assumptions of a single cause 
and a qualitative difference between sickness 
and health had been discredited beyond re- 
demption, but nothing had yet been put in its 
place. It was clear, though, that its successor 
would have to be based on a statistical model 
of the relationship between normality and 
abnormality. Lord Cohen (1943) had antici- 
pated this in an essay in which he defined illness 
simply as “deviation from the normal... by 
way of excess or defect’, and indeed Broussais 
and Mggendie had had the germ of a quanti- 
tatev€ concept of disease a hundred years before. 
“But Cohen never developed his suggestion any 
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further, and as it stands his definition is in- 
adequate because it fails to distinguish between 
deviations from the norm which are harmful, 
like hypertension, those which are neutral, like 
great height, and those which are positively 
beneficial, like superior intelligence. Scadding 
was the first to recognize the need for a criterion 
distinguishing between disease and other devia- 
tions from the norm that were not matters for 
medical concern, and suggested that the crucial 
issue was whether or not the abnormality placed 
the individual at a ‘biological disadvantage’ 
(Scadding, 1967). Although he was primarily 
concerned with defining individual diseases, 
his definition of a disease has clear implications 
for the corresponding global concept. He 
defines illness not by its antecedents—the 
aetiological agent or the lesion producing the 
overt manifestations—but by its consequences. 
In itself this is not new; previous attempts to 
define illness as a condition producing suffering 
or as meriting medical intervention had done 
the same but, as we have seen, had proved 
inadequate. The concept of ‘biological dis- 
advantage’ differs from these, however, in 
being more fundamental and less obviously an 
epiphenomenon, and in being immune to the 
idiosyncratic personal judgements of patients 
or doctors which had proved the undoing of its 
predecessors. 

I should like to examine Scadding’s definition 
in detail. He defines a disease as ‘the sum of the 
abnormal phenomena displayed by a group of 
living organisms in association with a specified 
common characteristic or set of characteristics 
by which they differ from the norm for their 
species in such a way as to place them at a 
biological disadvantage’. Differing from the 
norm for the species is Cohen’s ‘excess or defect’ 
set out in more explicitly statistical terms and 
carrying with it several fundamental implica- 
tions—that deviation in either direction, too 
much or too little, is equally capable of pro- 
ducing disease; that the boundary between 
health and disease may need to be an arbitrary 
one, like the boundary between mental sub- 
normality and normal intelligence; and that the 
majority are debarred from being regarded as 
ill. The ‘specified common characteristic or set 
of characteristics’ is the defining characteristic 
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of the disease in question. Its presence is essential 
for establishing the presence of that disease, 
and it is worth noting that the wording allows 
it to be either monothetic (a single trait) or 
polythetic (a set of traits no one of which is 
mandatory). 


THe ‘BrotoarcaL DISADVANTAGE? CRITERION 


Scadding avoided elaborating on what he 
meant by ‘biological disadvantage’. Presumably, 
though, it must embrace both increased mor- 
tality and reduced fertility. Whether it should 
embrace other impairments as well is less 
obvious, and the consequences need considering 
carefully before deciding. 

Despite this uncertainty, Scadding’s defini- 
tion does not founder on the shoals which were 
the undoing of its predecessors. Diseases like 
hypertension and diabetes which are or may be 
purely quantitative deviations from normality 
present no problem. Nor do conditions like 
dystonia musculorum deformans in which no 
consistent lesion has yet been identified and 
whose aetiology remains unknown. Provided 
that it can be established that a biological 
disadvantage is involved, their status as diseases 
is secure. The definition is also independent of 
whether the affected individual complains or 
suffers; and it provides a clear indication of 
which conditions should and which should not 
merit medical attention, without being influ- 
enced by whether or not they currently do so. 
It also successfully discards lesions, like con- 
genitally fused toes, whose ill-effects are trivial, 
and provides a clear cut answer to the problem 
posed by conditions like the sickle cell trait which 
are disadvantageous in some environments but 
harmless, or positively beneficial, in others. 
Despite the presence of a qualitative deviation— 
an abnormal haemoglobin molecule—it is only 
to be regarded as a disease in environments in 
which its presence is a real disadvantage. By the 
same token, albinism would rank as a disease 
in Delhi or Khartoum, but probably not in 
Newfoundland. The ‘lesion’ concept of disease 
ignored the environment, except as a source of 
pathogens, but the biological disadvantage 
criterion gives environmental influences a 
powerful role, rightly so in an age in which all 


THE CONCEPT OF DISEASE AND ITS IMPLICATIONS FOR PSYCHIATRY 


complex interaction between the individual and 
his environment, rather than as arising ds novo 
within him, or attacking him from without. 

My interpretation of ‘biological disadvantage’ 
—restricting it to conditions which reduce 
fertility or shorten life—means that some condi- 
tions, like post-herpetic neuralgia and psoriasis, 
fail to qualify as illnesses despite the fact that 
they cause considerable suffering, are accom- 
panied by well-defined lesions, and are capable 
of being relieved by medical means, and on all 
these counts it seems unreasonable not to 
regard them as diseases. This is admittedly 
rather disconcerting, but the problem is that if 
the meaning of the phrase is broadened to take 
account of conditions of this kind there is a 
danger that it will lose all sharpness of meaning, 
and that as a result anyone with a complaint, 
or whom doctors think they can treat, will once 
more be accepted uncritically as ill. [It is also 
advisable, if one is trying to show that mental 
illnesses fulfil the same criteria as other illnesses 
and finds oneself presented with a choice of 
criteria, to use the stricter of the two. ] 

Despite these doubts about precisely how to 
define ‘biological disadvantage’, Scadding’s 
definition is better matched to the ethos of 
contemporary medicine and to current attitudes 
to the nature of disease than any of its pre- 
decessors, and also more successful in embracing 
conditions that by common consent are diseases 
and excluding those that are not. It could still 
be argued that it and all the other definitions 
I have discussed are equally inadequate, in 
which case assertions about the existence or 
non-existence of mental illness would remain 
untestable. But if any definition is to be accepted 
it must surely be this one, or some modification 
of it. 

Having reached this decision I can now 
come back to .my starting point and pose my 
original question once more. Do mental ill- 
nesses possess the essential attributes of illness 
or not? Do they, by reducing either fertility or 
life expectancy, produce a significant biological 
disadvantage? 


THE FERTILITY OF THE MENTALLY ILL 
In purely biological terms fertility B~all- 


important. It is this that determines which ~~ 


disease is increasingly seen as the result of a 


ye 


BY R. E. KENDELL 


species flourish and expand and which die out, 
and which genotypes within a species become 
dominant and which remain rare. The fertility 
of the mentally ill has been the subject of over 
a dozen studies in the last fifty years, and these 
indicate that psychotics as a whole marry less 
often than other people, remain childless more 
often even when they do marry, and have fewer 
children than other people in or out of wedlock. 
To some extent these findings are an artificial 
consequence of confining the mentally ill in 
asylums, but this is only a partial explanation. 
Dahlberg (1933) found that the fertility of 
psychotic women was less than that of other 
women of the same age even before admission 
to hospital, and the studies of Macsorley (1964) 
and Stevens (1969), carried out since the 
introduction of ‘open door’ policies, confirm 
that despite their increased opportunities for 
marrying and reproducing those with psychotic 
illnesses still have fewer children than other 
people. As Sir Aubrey Lewis concluded in his 
Galton Lecture seventeen years ago, the evidence 
‘points towards the personal characteristics of 
the patients rather than their enforced residence 
in a mental hospital as the main reason for their 
low marriage rate and low fertility’ (Lewis, 
1958). This reduction in the fertility of psy- 
chotics as a whole is largely due to the low 
fertility of schizophrenics; it is open to doubt 
whether the fertility of manic-depressives is 
significantly below that of the general popula- 
tion. Although six studies in the last forty years 
have all suggested that it is reduced, Essen- 
Möller’s classical study in Munich did not 
(Essen-Moéller, 1935), nor did the more recent 
investigations by Hopkinson (1963) and Stevens 
(1969). 

The condition which stands out above all 
others in its implications for fertility is homo- 
sexuality. Although there have been few formal 
studies of the fertility of male or female homo- 
sexuals, it can hardly be doubted that it is 
drastically reduced in both. In simple biological 
terms their lack of interest in forms of sexual 
activity capable of resulting in conception puts 
homosexuals, and other sexual deviants like 
transsexuals, at a quite daunting negative selec- 
tion advantage. Whether neurotic illnesses and 
“personality disorders are associated with any 
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significant reduction in fertility is still un- 
certain; mainly because the question has rarely 
been considered. There are suggestions that the 
fertility of criminal psychopaths is below that of 
the general population (Rosenthal, 1970). There 
is also some evidence that the sexual activity of 
neurotics is reduced (Slater, 1945; Eysenck, 
1971), and one might expect this to result in a 
reduction in fertility. 

Rosenthal was recently driven to the un- 
welcome* conclusion that fertility is reduced “in 
at least four major types of disorders—schizo- 
phrenia, manic-depressive psychosis, psycho- 
pathy and homosexuality’. Some might wish 
to dispute the evidence relating to manic- 
depressive illness and psychopathy, but it would 
be hard to do so in the case of schizophrenia or 
homosexuality. 


THe MORTALITY OF THR MENTALLY ILL 


Although fertility may be all-important 
biologically, death is a more obvious, and to the 
individual a more important consequence of 
disease. It also has a greater biological signi- 
ficance in social animals like man, whose off- 
spring are dependent on their parents for a 
high proportion of their life span, than in species 
whose young can fend for themselves from birth. 
The studies of Alström (1942), Ødegaard 
(1951) and Malzberg (1953) indicate that the 
risk of death for patients newly admitted to 
public mental hospitals is, or was until recently, 
between four and ten times that of the general 
population, but this high mortality might well 
be due in part to physical ill-health contributing 
to the decision to seek hospital admission, or 
even to infections or other harmful influences 
encountered in hospital. Larsson and Sjögren 
(1954), in a meticulous study of the population 
of two Swedish islands, showed that over a 
forty-five year period schizophrenics, and to 
a lesser extent manic-depressives also, had a 
mortality considerably higher than that of the 
general Swedish population, but they were 
unable to match the two for the many variables 
liable to influence mortality. 


* Unwelcome because it forces geneticists to postulate 
either a very high spontaneous mutation rate or else some 
compensatory advantage in gene-carrying relatives in . 
order to explain the high incidence of these conditions. 


B12 


More recently, studies have been done of the 
mortality of patients reported to psychiatric 
case registers. These provide data on out- 
patient populations with neurotic illnesses and 
personality disorders, and -also allow accurate 
matching of observed mortality rates with 
those of the catchment area population. Innes 
and Millar (1970) studied the mortality over a 
five-year period of a cohort of 2,000 patients 
reported to the N.E. Scotland Psychiatric Case 
Register. Even though they assumed that all 
untraced patients were still alive, they found 
that the overall mortality of their cohort was 
twice the expected rate. Organic psychoses 
accounted for much of this increase, but all age 
groups and all diagnostic groups except male 
character disorders had a mortality above 
expectation. Even in neurotic illness the 
mortality was twice the expected rate. A similar 
study based on the Monroe County register 
in the United States produced almost identical 
findings (Babigian and Odoroff, 1969). Even 
after careful matching for age, sex and marital 
and socio-economic status, the mortality of the 
patient group was three times that of the 
general population, and all diagnostic groups, 
including neurotic illnesses and character dis- 
orders, shared this increased risk. Although the 
suicide rate was increased tenfold in the register 
population, suicide was not an important cause 
of this increased mortality. Indeed, there was 
no single cause; instead there was a fairly 
uniform increase in mortality from all major 
causes of death, including neoplasms, cerebro- 
vascular disease and coronary artery disease. 
It is possible that this increased mortality is 
due to intercurrent physical illness increasing 
the likelihood of psychiatric referral, or even 
to psychiatric symptoms developing secondarily 
in the presence of physical illness, but these 
findings do suggest that a wide range of mental 
illness may be associated with a significantly 
increased risk of death. 

There have been surprisingly few studies of 
the mortality associated with individual condi- 
tions. Rosenthal quotes three studies of manic- 
depressive illness all indicating that after the 
onset of the illness mortality is increased about 
14 fold and life expectancy decreased by about 
15 per cent. There is also evidence from 
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numerous sources that at least 15 per cent of 
manic-depressives die prematurely by suicide 
(Sainsbury, 1968), and without treatment the 
mortality would be considerably higher—from 
exhaustion and accidents of diverse kinds in 
mania, and from inanition and suicide in 
depression. The picture is less clear where 
schizophrenia is concerned, mainly because of 
the distorting effects of prolonged institutional 
care. The schizophrenic inmates of the great 
asylums certainly died prematurely, mainly 
from ‘tuberculosis and other infections, but the 
institutions themselves may have been partly 
responsible for this rather than the disease. 
However, if schizophrenics were simply to be 
ignored and provided neither with sanctuaries 
where they could be fed and clothed nor with 
modern chemotherapy there is little doubt that 
comparatively few would survive to old age. 
Many would die of exposure, the indirect 
effects of malnutrition, or plain starvation, 
and others would die in accidents of various 
kinds, or by suicide. The asylums of the nine- 
teenth century were, after all, built primarily 
for the protection of the insane and only 
secondarily for the protection of society. 
Finally, there is the evidence that several types 
of drug dependence, including alcohol and 
heroin—and also nicotine dependence in its 
common form, cigarette smoking—are all 
associated with a well-documented increase in 
mortality. 

There is evidence, therefore, that schizo- 
phrenia and manic-depressive illness, together 
with some sexual disorders and various kinds of 
drug dependence, are associated with either a 
reduction in fertility or a reduction in life 
expectancy, or both, and for that reason are 
justifiably regarded as illnesses. The same may 
eventually prove to be true of some neurotic 
states and some types of personality disorder, 
but at present the evidence is not strong enough 
to justify firm conclusions in these areas. 

At this point it will be worth while to recall 
the arguments of our critics. The various asser- 
tions that what psychiatrists regard as mental 
illnesses are nothing of the kind have all been 
based on the argument that no physical lesion 
has ever been demonstrated in these conditions, 


and that some kind of lesion is essential f@. ~ 
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establish the presence of disease. This argument 
is quite explicit in Szasz’s case, and implicit in 
the reasoning of Eysenck, Laing and Scheff 
also. The arguments of these writers are there- 
fore all based, wittingly or unwittingly, on a 
concept of disease which has been abandoned 
not just by psychiatry but by medicine as a 
whole. The position they are in is like that of 
Ishmael in Moby Dick, arguing that whales must 
be fish because they have fins and swim under 
water, unaware that the defining characteristics 
of fishes had been revised some time before. 


BIOLOGICAL AND SoctaL DISADVANTAGES 


There are other arguments, however, which 
do require an answer. I have argued that 
mental illnesses are justifiably so-called because 
they are associated with reduced fertility and 
life expectancy, and that these two constitute a 
biological disadvantage. Scheff and other 
sociologists would argue that these handicaps 
may exist but are secondary consequences of 
the individual having been labelled as ill 
rather than being innate and inevitable. They 
might argue, for example, that the main reason 
people labelled as schizophrenics have relatively 
few children is because they are regarded, both 
by others and by themselves, as lunatics and 
are less likely to marry and have children 
for this reason; and they die at an early age 
because we either lock them up in institutions 
where they catch tuberculosis, or shun them so 
that they eventually die of neglect or are driven 
to suicide. 

Essentially the problem is to distinguish 
between a biological and a purely social dis- 
advantage, and this is difficult because man is 
necessarily a social animal. His long post-natal 
immaturity and his use of language are both 
intimately linked to this fact, and our species 
has only achieved its present ascendency over 
others because of the ability of its members to 
assist one another to overcome both competing 
species and the physical hazards of the environ- 
ment. If, therefore, an individual is discrimi- 
nated against and shunned by his fellows, it 
could well be argued that that in itself places 
him at a substantial biological disadvantage, 
and not merely a social one. The argument 
-Could be buttressed by the evidence that other 
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social species, like the rat and the chimpanzee, 
have also been observed to discriminate against 
deformed or diseased individuals, excluding 
them from the group and sharply reducing their 
chances of survival by doing so. The situation 
is further complicated by the fact that over the 
last two hundred years our dominance over our 
physical and biological environment has become 
so complete that cultural rather than purely 
biological forces are increasingly becoming the 
main determinants of natural selection. Which 
human genotypes become dominant, and how 
severe the negative selection pressures on others, 
are increasingly determined not so much by 
their inherent hardiness and adaptability as 
by cultural attitudes towards them. The in- 
creased survival chances of diabetics in the 
twentieth century and the reduced survival 
chances of Huguenots in the seventeenth 
century are both examples of this. There is 
another issue as well. It could legitimately be 
argued that because man is a social species 
what matters is the contribution the individual 
makes to the survival chances of the group 
rather than his own personal survival, and that 
a trait which is, biologically speaking, a 
disadvantage to him personally may be advanta- 
geous to his social group, or vice versa. If, for 
example, homosexuality could be shown to be 
associated with valuable aptitudes which others 
lacked, it might be positively advantageous to a 
community to have a proportion of homosexual 
members. Indeed, in an era of explosive popula- 
tion growth it might be beneficial to a com- 
munity to have its fertility reduced. Clearly the 
complexities of the situation created by man’s 
distortion of his original biological environ- 
ment are almost endless. Yet somehow we have 
still to find a way of distinguishing between 
innate biological disadvantages and others 
attributable to cultural and social determinants 
of varying kinds. 

The answer, I suggest, is that we must ignore 
the increasing importance of purely cultural 
factors in determining who lives and who dies; 
ignore the existence and fatal effects of social 
discrimination In other species, and also ignore 
the argument that it is the survival of the 
group rather than of the individual that matters. 
Despite all these complications we must still 
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insist that for a characteristic to qualify as a 
biological disadvantage it must be shown to be 
harmful to the individual possessing it, and also 
to be innate and not simply one that leads to 
rejection by others. The criterion must be, 
would this individual still be at a disadvahtage 
if his fellows did not recognize his distinguishing 
features but treated him as they treat one 
another? In the case of schizophrenia the 
argument hinges on whether the high mortality 
and low fertility associated with this condition 
are innate, or whether they would melt away if 
those whom we call schizophrenics were not 
merely treated like other people but not even 
recognized as deviant. Although the proponents 
of the labelling theory have demonstrated that 
recognition of deviance may often increase 
rather than reduce the handicaps associated 
with it, they are far from establishing that 
labelling is the primary problem. Indeed, the 
evidence from both twin and adoption studies for 
the genetic transmission of schizophrenia esta- 
blishes beyond doubt that it is not. 


CONCLUSIONS 


I think, therefore, that my earlier conclusion 
is still justified: we have adequate evidence that 
schizophrenia and manic-depressive illness, and 
also some sexual disorders and some forms of 
drug dependence, carry with them an intrinsic 
biological disadvantage, and on these grounds 
are justifiably regarded as illness; but it is not 
yet clear whether the same is true of neurotic 
illness and the ill-defined territory of per- 
sonality disorder. 

What is the significance of this conclusion? 
First, it is an answer to the argument that there 
is no such thing as mental illness. At least part 
of the territory regarded by psychiatrists as 
mental illness fulfils the same criteria as those 
required for physical illness. But only part of it 
does so. Many of the conditions which psy- 
chiatrists have come to regard as illness, and 
hence as requiring treatment, do not qualify, 
or rather there is little evidence at present that 
they do. This does not necessarily mean that 
psychiatrists have no right to meddle in these 
areas, or that people who are anxious or depressed 
should be dissuaded from visiting their doctors. 
For one thing, childbirth and family planning 
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provide precedents for the involvement of 
medicine beyond the boundaries of disease. 

Even so, psychiatrists might be well advised 
to reconsider where their sphere of responsi- 
bility should end. A century ago they were 
concerned only with madness. But from that 
time onwards their .concept of their proper 
role expanded steadily until the stage was 
reached, particularly in North America, at 
which some were claiming a mandate—and 
the ability—to treat anyone who was unhappy 
for whatever reason, and anyone whose beha- 
viour was annoying or alarming to other 
people. It is worth reflecting whether the 
many attempts we have recently witnessed to 
discredit the concept of mental illness might 
not be a reaction to the equally absurd claims 
we have made that all unhappiness and all 
undesirable behaviour are manifestations of 
mental] illness. l 

The attempt to relieve suffering is medicine’s 
oldest and noblest tradition, and I am not 
suggesting that psychiatrists should stop trying 
to help husbands and wives to live together in 
harmony, or aimless adolescents to find their 
feet. But if we are to venture into such areas 
let it be in full recognition of the fact that in 
doing so we may be straying outside our proper 
boundary, and that in the end it may turn out 
that other people can deal with such problems 
as well as or better than we can, and that in these 
areas their training and their concepts are more 
appropriate than ours. By all means let us 
insist that schizophrenia is an illness and that 
we are better equipped to understand and 
treat it than anyone else. But let us not try to 
do the same for all the woes of mankind. 
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Class Change in the Personal Illness Hierarchy 


By G. A. FOULDS, A. BEDFORD and K. G. CSAPO 


Summary 5 | 
Sixty-eight psychiatric in-patients who had completed the Delusions-Symptoms-States 
Inventory (D.S.S.I.) on admission were retested after one month. On first testing 92-6 per 
cent conformed to the hierarchy of classes of personal illness model, and on the second occasion 
91:2 per cent. Of those who could improve, 72 per cent did so, most commonly by moving 
down one hierarchy class, e.g. from the Neurotic Symptoms class to the Dysthymic States 
class. (On the other hand only 30 per cent of the 61 patients who originally reported symptoms 
did not do so after one month.) Thus although it is clear that the patients as a group changed 
markedly, they have not departed from the hierarchy. These results indicate that either the 
symptoms further up the hierarchy remit before those lower in the hierarchy or they remit 
together. Certainly those lower in the hierarchy do not go first. It is suggested that the results 
would be difficult to accommodate within strict disease-entity models, and that they have 


different implications for both treatment and the assessment of change in current state. 


INTRODUCTION 

Ninety-three per cent of 480 psychiatric in-, 
out- and day-patients who completed a self- 
report inventory, the Delusions-Symptoms- 
States Inventory (D.S.S.I.), conformed to the 
hierarchy of classes of personal illness (Foulds 
and Bedford, 1975). Just under g2 per cent of 
the 253 in-patients forming a part of this total 
group had patterns fitting the hierarchy model. 
Those who scored in Class 4 (Delusions of 
Disintegration—DD) also scored in Class 3 
(Integrated Delusions—ID), Class 2 (Neurotic 
Symptoms—NS) and Class 1 (Dysthymic States 
—DS). Those who scored in Class 3 (but not 4) 
also scored in Classes 2 and 1. Those who 
scored in Class 2 (but not 4 or 3) also scored in 
Class 1. In other words, the data supported the 
theoretical contention that an inclusive non- 
reflexive relationship exists between the per- 
sonal illness classes. Members of classes were 
predominantly found to be also members of 
all the lower classes in the hierarchy, whilst the 
converse was seen not to hold. 

The purpose of this study is to determine 
whether or not the hierarchy is maintained as 
patients improve. 
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PROGEDURE 

Subjects 

The 68 subjects were those in-patients whom 
it was possible and practical to retest; no 
deliberate selection was involved. They com- 
pleted the D.S.S.I. within a week of entering 
treatment and again after approximately one 
month. 


Instrument 


The D.S.S.I. (Foulds and Bedford) contains 
12 sets of 7 items each. Class 4 has one set only 
(delusions of Disintegration); Class 3 has 3 sets 
(delusions of Persecution, of Grandeur and of 
Contrition); Class 2 has 5 sets (Pithiatic, Dis- 
sociative, Fear, Gompulsive and Ruminative 
symptoms); Class 1 has 3 sets (states of Anxiety, 
Depression and Elation). Pithiatic and Fear 
were substituted for Conversion and Phobic 
mainly to avoid duplication of abbreviations. * 

* Pithiatic, pithiatism and associated terms have a 
considerable history of usage in psychiatry, eg. by 
Babinski. Stedman’s Medical Dictionary (21st edition), 1966, 


misspelis it as ‘pithiatric’ and defines it as ‘referring fo the * 


class of conversion hysterical symptoms which can be made 
to disappear or be reproduced by means of suggestion’. 
See also Ghambers’ Dictionary of Psychiatry, 1967. 
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Each item of the D.S.S.I. is scored 0, 1, 2 or 3 
according to the degree of distress, frequency of 
occurrence or certainty of belief reported. Set 
membership is determined by a total score of 4 
or more on the seven items of a set. Set member- 
ship automatically confers membership to the 
superordinate class, e.g. a score of, say, 12 on 
the state of Anxiety set allots that person to 
Class 1 (Dysthymic States). His scores on the 
other D.S.S.I. sets determine whether or not he 
is also a member of other, in this particular case 
‘higher’, classes. When a 1 is given for class 
membership and a o for non-membership, the 
patterns which conform to the hierarchy are: 
IIII; IIIO; 1100; 1000; 0000. There are II 
possible other non-fitting patterns, e.g. OIOI, 
O10, etc. 


RESULTS 
Table I shows the patterns on first and second 
testing. 
On first testing, 5 patients (or 7:4 per cent) 
did not conform to the hierarchy. This figure is 


317 
almost identical with that found for the 253 
in-patients of which the present 68 were a part. 
(In terms of highest class membership the pre- 
sent group differ in containing a clear excess of 
Dysthymic States and a slight under-representa- 
tion of Integrated Delusions.) On second testing, 
6 patients (or 8-8 per cent) did not conform to 
the hierarchy. Although it is clear that the 
patients as a group changed markedly, they have 
not departed from the hierarchy. 

Of 63 who fitted the hierarchy on first testing 
3 ceased to do so on re-testing; but of the 5 who 
did not fit on first testing 2 did so on re-testing. 
Leaving aside non-fitting cases on either occa- 
sion, 38 improved, 16 remained the same (of 
whom 7 could not improve having started in 
Class 0, i.e. non-personally ill) and 6 were 
worse. Thus, 72 per cent of those who could 
improve did so; but only 34 per cent claimed to 
be symptom-free. 

Of the 68 forming the total group only 37 per 
cent scored as non-personally ill at one month 
retest, despite the earlier mentioned excess of 


TABLE I 
D.S.S.I. class change after one month 


‘Test 
Class Pattern Other Normal DS 
0000 1000 
DD IIII I ae 2 
ID IIIO I ais 3 
NS 1100 I 6 9 
DS 1000 — 12 6 
a 
Normal oooo — 7 -27 — 
Peai 
Other 
patterns 3 = 2 
Totals 6 25 22 
os 8-8 36-8 32°4 


Retest 
NS ID DD 
1100 IIIO IIHI Totals — ys 
“ 
sa I 1 7 5 74 
se 
“ 
5 toe. A 11 16-2 
“— 
“ 
bee g — 20 29° 4 
“ 
“ 

2 4 1% — 20 29° 4. 
aa a a= 7 10°3 
‘ on — 5 74 
4 6 2 68 
10°3 8-8 2'9 





Ignoring other patterns, cases: 


above the solid line have ‘moved down’ at retest (N = 38). 
- below the dotted line have ‘moved up’ at retest (N = 6). 
between the two lines maintain the same hierarchy class (N = 16). 
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Dysthymic States. It is perhaps worth com- 
menting that of the people initially scoring as 
non-personally ill some may be chronic patients, 
alcoholics or personality deviants. On the other 
hand, a total symptom score (ie. one ignoring 
cut-off points) would probably differentiate 
some of them from non-patient subjects. 

Of the 44 fitting cases who change class, 73 per 
cent do so by one class, i.e. 27 of 38 who improve 
and 5 of the 6 who get worse. 


Discussion 


At retest in-patients fit the hierarchy model 
to the same high degree that they—as well as 
a much larger group of mixed psychiatric 
patients—did at initial testing. These results 
indicate that either the symptoms further up 
the hierarchy remit before those lower in the 
hierarchy or they remit together. Without 
sequential testing, say weekly, a definitive 
answer is impossible. This finding is much less 
surprising than might appear at first sight. It is 
true that a state of Anxiety would generally be 
regarded as more amenable to treatment than, 
say, Compulsive symptoms or than delusions of 
Persecution; but this judgement is based on 
cases diagnosed respectively as Anxiety State, 
Obsessional Neurosis and Paranoid Psychosis, 
i.e. these diagnoses basically give affirmative 
information on only one syndrome. Within the 
hierarchy, however, we may be considering, for 
example, an Obsessional Compulsive (a Class 2 
set) who also has a state of Anxiety (a Class 1 
set). If the Anxiety went first, we would be left 
with an Obsessional Compulsive neurotic who 
was not anxious, which seems less likely than 
some anxiety outlasting the Obsessional symp- 
toms. 

The fact that patients tend to move down the 
hierarchy during the course of recovery is not 
easy to accommodate within disease-entity 
models as opposed to other medical models. 
The more strictly a psychiatrist adheres to a 
disease-entity model the more likely he is to 
treat a patient throughout in the light of his 
original diagnosis. ‘Thus, a psychotic depressive 
will probably be given ECT or an anti- 
depressant drug. He will then be assessed as 
very much improved, somewhat improved or 
unimproved. Complete acceptance of a disease- 
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entity model should entail that ‘improved’ 
refer to the symptoms of psychotic depression 
alone. Fortunately even the diminishing number 
of staunch supporters of disease-entity models 
are probably somewhat inconsistent in that 
their practice may often be at odds with their 
theory. 

In the present hierarchy terms, it may be 
that ‘very much improved’ would refer to those 
patients who had moved down to Class o, the 
symptom-free; ‘somewhat improved’ to those 
who had moved down to Class 2 (e.g. someone 
still showing phobic symptoms) or to Class 1 
(e.g. someone still manifesting a state of De- 
pression). A study designed to investigate these 
assumptions might be of interest and value. 

Again, strictly according to a disease-entity 
model, the patient who has moved down from 
Class 3 to Class 2 should be given another course 
of ECT; but according to the hierarchy model, 
the phobic symptoms or whatever remained 
should be treated by the method the clinician 
thought most appropriate for that condition 
(e.g. behaviour therapy). It might be justifiable 
to carry out a study designed to compare the 
results of strictly working according to the 
disease-entity with those obtained according to 
the hierarchy model. 


CONCLUSION 


Results from the Delusions-Symptoms-States 
Inventory indicate that the hierarchy cf classes 
of personal illness is maintained after a period 
of one month, even though there has been a 
considerable reduction in the symptoms of the 
group as a whole. One can at least conclude 
from this that, when associated with a greater 
malady, the lesser malady does not remit first. 
Either the greater malady remits first or they 
remit together. 

The fact that 30 per cent of the 61 patients 
who originally reported symptoms did not do 
so after one month perhaps suggests that ideally 
for them treatment should proceed within the 
universe of personality traits and attitudes. 
That most patients retained some symptoms, 
often having ‘moved down’ one hierarchy class , 
level should direct attention to the use of com- 
bined treatments in conjunction with continuous 
assessments. i 
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Summary 8 a 
Only Scandinavian investigators have reported on demographic oe of reactive psychoses. 
Data from the National Health Service, Denmark, for age at first admission, sex, and length 
of stay in hospital in reactive, manic-depressivée'and schizophrenic psychoses are analysed. 
Differences in sex incidence ratios, age at first admission and length `of stay are evident between 
the three psychoses. The differences noted are considered to provide indirect evidence support- 


ing the separate diagnostic categories. 


INTRODUCTION 

Population studies by Ødegaard (1945), 
Fremming (1951), Larsson and Sjögren (1954), 
Norris (1959), Garrone (1962), Helgason (1964), 
and Slater and Cowie (1971) have consistently 
shown differences in age of onset and sex 
distribution between manic-depressive psy- 
choses and schizophrenia. Of the population 
studies, only those by Helgason (1964) and 
Fremming (1951) report on ‘psychogenic’ 
(reactive) psychoses. Recent reports (McCabe 
and Strömgren, in press and McCabe, in press) 
contribute clinical and genetic evidence support- 
ing the use of a separate diagnostic category for 
reactive psychoses. 

Demographic data collected from all psy- 
chiatric facilities in Denmark by the National 
Health Service of Denmark (1972) allow 
comparisons of functional psychoses which 
avoid. sources of bias present in studies based 
upon patients drawn from more limited areas. 
Although there are significant differences in 
diagnostic practice among psychiatrists from 
different nations (W.H.O., 1973; Kendell et al., 
1971), these differences ought not to influence 
statistics concerning sex ratios, age at first 
admission, or duration of hospital admission. 
Strémgren, (1968), in discussing aspects of 
diagnosis in schizophrenia, manic-depressive 
psychosis, and reactive psychoses, does not 
indicate that sex and age are factors in diagnosis. 
Danish psychiatrists (W.H.O., 1973) apply the 
diagnosis of reactive psychoses to patients who 
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would likely be given a different diagnosis in 
other countries. Danish National Health Service» ' a 
Statistics (1972), while allowing comparisons of": iv 
functional psychoses on demographic variables, <4% 
do not allow us to ascertain the validity of > 
diagnoses. Demographic differences, if noted, 
lend only indirect evidence for usings separate 
diagnostic categories for reactive manic- 
depressive and schizophrenic psychoses. 


. , METHOD 
All data are drawn from Medical Report I 
(1972) for the fiscal year 1967—1968. Informa- 
tion is reported on admissions and discharges 
for age, sex, diagnosis, and previous admission 
by all facilities, private and environmental, 
which admit patients with psychiatric disorders. 
Mean ages of onset are compared by a t test. 
Other comparisons are by y? with Yates’ 
corrections. For all tests, a probability not 
exceeding p O-‘OOrI is required for statistical 

significance. ° 
RESULTS 


Age at first admisston 

Previous studies indicate that the age at first 
admission closely approximates to the age of 
onset in manic-depressive (Winokur and Clay- 
ton, 1967) and reactive psychoses (McCabe, 
in press), but not in schizophrenia a 
Rudin, 1963). 

Table I reports by sex and diagnosig~ the 
incidence of first admissions for functional 
psychoses per 100,000 pepuiauon: in Denmark. — 
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Lost, discarded 
or simply 
forgotten. 


Your chronic schizophrenic 
patient on oral therapy can lose, 
discard, or simply forget to take 
his medication. This problem can 
be eliminated by prescribing 
Depixol’ Depot Injection which is 
administered once every 2-4 weeks. 

Depixol provides effective 
maintenance control of psychotic 
symptoms with usually fewer side 
effects than phenothiazines. 

In addition, Depixol possesses 
activating and antidepressant 
properties which are so important 
when treating withdrawn, apathetic 
and poorly motivated patients. 


Depixol 
Depot Injection ` 
the long-acting 
maintenance therapy 
which cannot 
be forgotten n. 


Presented we 2% solution of fupenthixol decanoate in thin ve illed dispos ringes and ampoules each containing seas aan tml) 
and 40 mge(2mil), Farther information on request. Lundbeck Limited ¢ A Park Sessa Luton Sods LU i JHS Tel: Luton 411482 trade mark 
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_ Fluanxol gives 
-your anxious and 
_ depressed patients 
ahead start . 


Fluanxol” treats both reactive 
depression and anxiety and its 
clinical effect is usually seen within 
the first few days of treatment, 
or at the latest within a week. 
Fluanxol acts fast without causing 
the autonomic side-effects of 
tricyclic antidepressants and has 
4 a wider psychotropic spectrum of 


EN Rio > 
; activity than the benzodiazepines 
a without the risk of habituation. 





 wmfome A Fra Aven snthiveal LES the athe Te, whiner i 


Patients with symptoms of fatigue, 
weepiness, anergy or irritability can 
be put on the road to recovery more 
quickly, giving them reassurance and 
encouraging continuation of therapy. 


Fluanxol well worth a weeks trial 


Full infarmation is avatlahle an recitiest i *- Il mF 
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* Based upon Medical Report H 


In reactive psychoses the mean age at first 
admission was 40:2 years in males and 39-7 
years in females. In manic-depressive psychosis 

. the mean age at first admission was 48-9 years 
in males and 48-5 years in females. In schizo- 

A phrenia the mean age at first admission in males 

-was 31-5 years and in females 42-7 years. 

Comparing mean ages at first admission by 

: sex for each type of psychosis, we find that only 

~ inschizophrenia are mean ages different in males 
and females (t = 5-618, p < 0-001). 

Across diagnoses, in males, the schizophrenics 
have the youngest age at first admission, 
followed by the reactives and the manic- 
depressives. All comparisons are statistically 
significant (p < o-oo! ¢ test). 

In females, the reactives have a younger age 
at first admission than the manic-depressives 

`. (t = 7-708, p < 0-001). The comparison 
between schizophrenics and manic-depressives 
ust short of our p < 0-001 level of signifi- 

-3°239, p < 0:0025). The com- 
é active and schizophrenic 
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The male : female ratio of incidence of first 
admissions in reactive psychoses was 0-66, in 
manic-depressive psychosis 0-64, and in schizo.  : 
phrenia 1-09. Both reactive and manic- _ 
depressive psychoses have male : female ratios —_ 
which differ significantly from that found in 
schizophrenia ( x? = 27°8,d.f. = 1,p<1X107 
x? = 20:0, d.f. = 1, p < 1X 1075 respe 
In manic- depressive psychoses the propo 
of first admissions is higher than in. s¢ € 
phrenia (x? = 37°0,d.f. = 1, p 1 X 1075). nee 

The male : female ratio for each type of. 
psychosis did not change significantly from first 
admissions to all admissions. 





Duration of admission 
Duration of stay in hospital is the factor mo 
likely to influence diagnosis, longer-stay | 
being more likely to be given a more ser 
diagnosis. Table II reports disc harges accord 
to diagnosis, sex, and duration of stay. _— 
Males with reactive psyc hoses have a briefer 
duration of stay in hospital than either manic- 
depressives or schizophrenics (xy? = 49°8, 











RAPHIC DIFFERENCES IN FUNCTIONAL PSYCHOSES 
: Taste II = 


Uta anaana paraa aiana ara aaae A TT eee aT N O O oT a OTT tne OTTO TOTS 














Schizophrenia Manic-depressive 
M F M F M F 
14 days 153 67 92 143 121 208 
14 days—1 month 192 III 263 416 173 276 
1—2 months 274 228 282 708 152 362 
2-3 months .. a 126 118 118 283 59 137 
3-4 months... i 69 95 52 131 25 68 
4-5 months .. .. 54 39 24 61 1g 25 
5-6 months 30 29 16 28 9 17 
6-9 months 58 42 24 43 Q 1g 
9 months—1 year 39 31 4 18 2 14 
1-5 years 85 63 17 44 9 10 
5-10 years 24 1! 10 6 I o 
104- years 76 89 12 10 O I 
Total .. in D .. 1,180 gig 914 1,891 579 1,137 
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d.f. =11,p< 11 X 1075 and y? = 153°97,d.f£. =11, 
p < 1 X1075 respectively). For manic-depressive 
males the duration is shorter than for schizo- 
phrenics (x? = 153-0, d.f. = 11, p < 1 x1075). 

Females with reactive psychoses have a 
briefer stay in hospital than either manic- 
depressives or schizophrenics (x? 104.0, 
d.f. = 11,p < 1X105; x = 317-0, d.f = 11, 
p < IXI0% respectively). Manic-depressive 
females also have a shorter stay than schizo- 
phrenic females (x? = 302'9, df = 11, 
p< IXO 


ey 
panne 


Discussion | 

Results confirm previous reports; both manic- 
depressive and reactive psychoses have nearly 
identical male : female incidence ratios and 
differ significantly from schizophrenia in that 
respect. It might be expected that a large 
number of patients would be given an initial 
diagnosis of reactive psychosis, only to be 
changed subsequently to either manic-depressive 
or schizophrenia. If this were the case, the 
male : female ratio for schizophrenia would 
change, but the ratio in manic-depressive 
psychosis would not. In fact, no changes. were 
evident in male : female ratios. oa 

In males the mean age at first admission was 
earliest in schizophrenia, followed by reactive 
and manic-depressive psychosis. All comparisons 





were significant. In females, reactives differed 
from manic-depressives in mean age of ad- 
mission, but the comparison between schizo- 
phrenics and manic-depressives fell just short 
of statistical significance. The question arises 
whether factors determining hospital admission 
in females are not similar in reactive psychoses 
and schizophrenia. In reactive psychoses, stress 
is presumed to play an important role, but it 
may also be important in exacerbations of 
schizophrenia, as suggested by Brown et al. 
(1973). 

Leonhard (1959), Perris (1966), Angst and 
Perris (1968), Winokur et al. (1969) and 
Dorzab et al. (1971) suggest that manic- 
depressive psychosis should be divided into 
unipolar (depression only) and bipolar (mania 
and depression) groups. This report makes no 
such division and therefore cannot address 
questions of possible interrelationships of reactive 
and schizophrenic psychoses with unipolar and 
bipolar psychoses. 

Comparisons based on length of stay in 
hospital established that in both sexes reactive 
psychoses required the briefest stay, followed by 
manic-depressives and schizophrenics respect- 
ively. 

For some demographic comparisons, reactive 
psychoses resemble manic-depressive psychoses; 
in others, the similarities with schizophrenia 
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more striking; but for some comparisons— 
; “Ww cases, mean age at first 
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Two Cases of Gilles de la Tourette’s Syndrome Treated 
with Haloperidol 


By H. V. PERERA 


Summary. Two cases of Gilles de la Tourette’s syndrome occurring in Sri Lanka 
are reported. Both patients had the characteristics of the syndrome as described 
by Fernando (1967): (1) Childhood onset (below 16 years of age); (2) Multiple 
motor tics; (3) Unprovoked vocal utterances which may progress to coprolalia. 
Both responded to haloperidol, withdrawal of medication being followed by 


relapse, and reintroduction by remission. 


The literature on the aetiology of the condition has been reviewed. The weight 
of evidence favours an organic cause, although psychological precipitation cannot 


be ruled out. 


INTRODUCTION 

This rare disease was first reported by Itard 
in}1825 and later described as a syndrome by 
Gilles de la Tourette in 1885. Fernando (1967), 
in a comprehensive review of the literature, 
came across only 65 proven cases, and these 
patients were all from Europe and America. 
Prabhakaran (1970) reported the first case in an 
Asian from India. The illness is characterized 
by multiple motor tics and unprovoked vocal 
utterances, progressing to coprolalia (forced 
shouting of obscenities). Its exact aetiology is 
still unknown. No cases of Gilles de la Tourette’s 
syndrome have previously been reported from 
Sri Lanka. This paper presents two brief case 
reports from this country of patients treated 
successfully with haloperidol. Some observa- 
tions are made on the probable aetiology in the 
light of recent publications. 


Case REPORTS 

Case I 

A 13-year-old Hindu boy was referred by a general 
practitioner for treatment of multiple tics involving 
the face, neck, right upper limb and right leg, of six 
months’ duration. The facial tics included blinking of 
the eyes and grimacing. Simultaneous jerks of the right 
upper limb and right leg were noticed. The vocal tics 
consisted of a hissing noise and began two months 
after the onset of the facial tics. The patient had 
suffered from a severe attack of paratyphoid fever 
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two months before the onset of the illness. He was an 
intelligent boy, coming first in his class, but now 
refused to go to school because of teasing by his 
classmates. The tic frequency was about one per five 
minutes; they did not occur during sleep. 

The patient was the eldest of three children, and 
there was no history of birth trauma. Before the 
onset of the illness he had been a placid child, but 
he had since become aggressive, assaulting his 
siblings on the slightest provocation. There was no 
family history of mental illness or tics, nor was there 
any domestic strife. No abnormalities were noticed 
on CNS and EEG examination. 

Treatment was started with haloperidol 1-5 mg. 
thrice daily and benzhexol 2 mg. twice daily. There 
was a dramatic improvement when the child was 
seen a fortnight later. The vocal tics and those 
involving the upper and lower limbs had completely 
disappeared. Only occasional tics invelving the eye- 
lids were noticed. The parents were instructed to 
continue uninterrupted medication and to let him 
start school again. Six months later the patient was 
seen with an exacerbation of the illness, the parents 
having discontinued medication after five months 
because he had appeared well. On examination, 
although the tics involving face and limbs were less 
noticeable than on the first occasion, muttered 
obscenities were heard, together with the hissing 
vocal tic. Treatment with haloperidol and benzhexol 
was started again, and this was followed within a 
few days by remission of the coprolalia and tics 
involving the limbs. Mild eye-blinking was still seen 
one month later, but this too had disappeared oh 
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< follow-up after one year. Medication is being 
= continued. 

A Sinhalese girl of ts 
= for treatment of: 
of obscenities: 
year earlier an 
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-was referred by her physician 
ics and compulsive utterances 
toms had been noticed one 
zressed steadily to coprolalia. 
ed out of school. The father 
and she, an only child, had 
ments between her parents. 
birth trauma, but she had 
nearly childhood. She had 
ool, though she was tense 
and anxious and kept aloof from her school friends. 
The tics involved rapid blinking of the eyelids, 
shrugging of the shoulders and compulsive utterances 













There was no 
had febrile con’ v 


le of a ‘swear-word, At interview she showed extreme 
anxiety, and though the coprolalia was minimal 


-there were many grunts and facial tics. Neurological 
examination was negative, but an EEG showed 
paroxysmal slow-wave activity with occasional sharp 
waves, maximal in the temporal leads. Because of 
the EEG abnormality and the history of febrile 
convulsions she was started on phenobarbitone 
30 mg. at noon and 60 mg. at night. There was no 
improvement in any of her symptoms after two 
weeks. Phenobarbitone was discontinued, and halo- 
peridol 1-5 mg. thrice daily with benzhexol 2 mg. 
daily were started. On review two weeks later she 
was symptom-free, and she remained so for the next 
six months, during which period she started school 
again. The parents were seen in an attempt to 
resolve their difficulties, and the father was per- 
suaded to give up his drinking; he is now a member 


< ofan Alcoholics Anonymous group. 


C  . Medication was gradually reduced one year after 
its introduction. After the patient had been for one 
month on a daily dose of 1-5 mg. of haloperidol the 
tics returned, together with the utterance of muttered 
obscenities; haloperidol was immediately increased 
to its original dose of 1-5 mg. thrice daily. The facial 
tics were not completely controlled, however, until 
the dose had been increased to 3 mg. twice daily 
with benzhexol 2 mg. twice daily. On this medication 
there was complete cessation of all symptoms. Mild 
akathisia was noticed after a few weeks, and halo- 
peridol was reduced gradually until the patient was 
ane 1+5 mg. thrice daily together with benzhexol 
2meg.t ice e daily. On this medication she continues 
. well two years after its introduction. 


2 DISCUSSION 
nts were diagnosed as having 
ibed by Gilles de la Tourette 









because of three essential features 
onset (under 16 years of age), (2) m 
tics, and (3) unprovoked loud utterance 
gressing to coprolalia. The clinical chara 
teristics of the patients from Sri Lanka ai 2 
India are no different from those of panenn es 
from Europe and America. es 
Of the two patients described here, one 
developed symptoms following an attack of 
paratyphoid, and the other had a disturbed 
home background. One patient had febrile 
convulsions in childhood and an abnormal 
EEG. According to Shapiro et al. (1973) 50 per: = 
cent of patients show EEG changes. oe nie 
Haloperidol has been used successfully in oe 
the treatment of the disorder by a number of 
workers: Challas and Brauer (1963); i Chapel Sone 
et al. (1964); Fernando (1967); Shapiro and 
Shapiro (1968). It has been found superior to 
most of the phenothiazines, benzodiazepines, 
the tricyclic anti-depressants, barbiturates, anti- 
convulsants and amphetamines (Fernando, 
1967). Trifluoperazine has been reported to be 
effective in a few cases (Polites et al., 1965; 
Fernando, 1967; and Prabhakaran, 1970). 
Many aetiological theories have been pro- 
posed for Gilles de la Tourette’s syndrome: 







1. Psychological theories 


Morphew et al. (1969) found a direct correla- 
tion between symptoms and the inhibition of — 
aggression in 6 patients and a review of 43 
others from the literature. Eisenberg et al. 
(1959) and Dunlap (1960) found evidence of 
suppressed hostility towards parents or parental 
attitudes. In one third of the patients reviewed 
by Fernando (1967) psychological trauma or 
physical illness preceded the onset of the 
syndrome. 

Fernando (1967) found that a third of his 
patients had an abnormal parent, and a quarter =o ooo o 
had abnormal childhood environments. Twelve 
patients improved with psychological tech- 
niques, 7 in response to environmental changes: a 
and 19 with drugs. E 





2. Organic theories 

Recent work has favoured an organic 
aetiology in this disorder. In a review of 34 
patients Shapiro et al. (1973) showed varying 









degrees. ofo anicity: on sychological test, in 
nearly 80 per cent of patients; abnormal EEG 
findings in 50 per cent; and there was mild to 
moderate neurological abnormality in 54 per 
cent. These authors were of the opinion that the 
symptoms could be explained by organic 
impairment of the CNS without the need to 
postulate psychological factors. A hereditary 
cause was postulated by Friel (1937), who des- 
cribed a family with three affected members. 

It is noteworthy that haloperidol, a butyro- 
phenone with 
especially on the basal ganglia and their connec- 
tions, alleviates the symptoms of this syndrome. 
Balthazar’s autopsy on one case showed an 
increase of cells in the corpus striatum. Recent 
advances in brain chemistry have shown that 
dopamine is the predominant neurotransmitter 
in the corpus striatum and putamen. Snyder 
et al. (1970) have proposed that patients with 
Gilles de la Tourette’s syndrome could have 
hyperactivity of the dopaminergic systems in 
their corpora striata. Haloperidol is a potent 
dopaminergic blocking agent. On a weight-for- 
weight basis haloperidol is more effective in this 
function than other neuroleptics (Friel, 1973). 

Symptomatic improvement in response to 
drugs does not constitute proof of an organic 
pathology. Even if an organic predisposition 
exists, psychological precipitation of symptoms 
is possible and indeed likely in view of the cases 
reported in the literature. Nevertheless, the 
grounds for postulating an abnormality in the 
corpus striatum are strong. 

It is interesting that haloperidol controls but 
does not reverse the basic pathology, cessation 
of the drug being followed by relapse. A suitable 
minimal maintenance dose of haloperidol will 
have to be determined by analysing the responses 
to treatment of a larger group of patients. 
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potent neuroleptic activity, 





REFERENCES 

CuaLLas, G. & Braver, W. (1963) Tourette’s disease: 
relief of symptoms with R1625. Amer. J. Psychiat., 
120, 253~4. 

Cuarer, J. L, Brown, N. & Jenkins, R. L. (1964) 
Tourette’s disease: symptomatic relief with Halo- 
peridol. Amer. F. Psychiat., 121, 608-10. 

Cark, D. F. (1966) Behaviour therapy in Gilles de la 
Tourette’s syndrome. Brit. J. Psychiat., 112, 117-18. 

Corsett, J. A, MatHews, A. M., Conner, P. H. & 
SHapiro, D. A. (1969) Tics and Gilles de la Tourette’s 
syndrome: A follow-up study and critical review. 
Brit. F. Psychiat., 115, 1229-41. 

Dunar, J. R. (1960) A case of Gilles de la Tourette’s 
disease (maladie des tics): a study of intrafamilial 
dynamics. Amer. J. Psychiat., 130, 34054. 

EISENBERG, L., ASCHER, E. & Kanner, L. (1959) A clinical 
study of Gilles de la Tourctte’s disease (maladie des 
tics} in children. Amer. 7. Psychiat., 115, 715. 

Fernanno, S. J. M. (1967) Gilles de la Tourette's syn- 
drome. Brit. J. Psychiat., 113, 607-17. 

Fret, P, B. (1973) Familial incidence of Gilles de la 
Tourette’s disease, with observations on aetiology and 
treatment. Brit. J. Psychiat., 122, 655-8. 

Morpuew, J. A. & Sm, M. (1969) Gilles de la Tourette’s 
syndrome: a clinical and psychopathological study. 
Brit. F. med, Psychol., 42, 293. 

Pourres, D. J, Krucer, D. & Stevenson, L (1965) 
Sequential treatments in a case of Gilles de la 
Tourette’s syndrome. Brit. J. med. Psychol., 38, 43-52. 

PRABHAKARAN, N. (1970) A case of Gilles de la Tourette’s 
syndrome with some observations on aetiology and 
treatment. Brit. J. Psychiat., 116, 539-41. 

Sanp, P. L. & Carzson, C. (1973) Failure to establish 
control over tics in Gilles de la Tourette’s syndrome 
with behaviour therapy techniques. Brit. 7. Psychiat., 
122, 665-70. 

SHAPIRO, A. K. & Suapiro, E. (1968) Treatment of 
Gilles de la Tourette’s syndrome with haloperidol. 
Brit. J. Psychiat., 114, 345750. 

we on Wayne, H., & Crarxin, J. (1973) Organic 
factors in Gilles de la Tourette’s syndrome. Brit. J. 
Psychiat., 122, 659-64. 

Snyper, S. H., Taytor, K. M., Covre, J. T. & MEYER- 
Horr, J. L. (1970) The role of brain dopamine in 
behavioural regulation and the action of psycho- 
tropic drugs. Amer. J. Psychiat., 127, 2 


H. V. Perera, M.B., B.S., M.R.C.Psych., Consultant Psychiatrist, 57 Ward Place, Colombo 7, Sri Lanka 


(Received 19 November 1974) 











Brit. J. Psychiat. (1975), 127, 327-36 










y Di * 


The phyiíok 

< mainly on the € é 
- stimulation resu 
tion and an incr 
-The analogous 


response to stress falls 
cular system, adrenergic 
peripheral vasoconstric- 
systemic blood pressure. 
me occur in eee 





be ed tk at ee individuals 

-exhibit more aggressive traits than others and 
that these may be hidden or suppressed, be- 
coming manifest by abnormal elevation of the 
blood pressure (Smirk, 1957). 

There is a wealth of evidence, both experi- 
mental and clinical, to support an association 
between anxiety and raised blood pressure. 
Thus, hypertension can be induced in rats by 
submitting them repeatedly, for several months, 
to multiple or to single stressful situations, such 
as loud noises, flashing lights, cage rocks and 
blasts of air (Farris, Yeakel and Medoff, 1945; 

Hudak and Buckley, 1961; Rosecrans, Watzman 
and Buckley, 1966). Furthermore, hypertension 

Induced in rats by auditory excitation can 

-persist for several months after all exposure to 
the noises has ceased (Smirk, 1949). More 
recently, Marwood and Lockett (1973) have 
shown that hypertension can also be induced in 
rats by withdrawal of all adventitious sounds, 
and that adrenalectomy prevents this (Mar- 
wood, Ilett and Lockett, 1973). 

As long ago as 1945, Graham reported an 
incidence of symptomless hypertension in 27 per 
cent of 695 men after they had been involved 
for ¢ one year in desert warfare. For days on end, 
even when there was no immediate danger, these 

lence of hyperadrenalaemia, as 
rapid pulse, pale face and 
culated that this was the 

a d pressure elevation, 
ypped “after rest and 
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relief of anxiety. Wolf and Wolff (1950) 
administered stressful interviews to 16 normo- 
tensive persons and 21 hypertensives and found _ 
that both systolic and diastolic pressures were- 
elevated in both groups of subjects as a result o 
the interviews. | 

More recently, Heine, Sainsbury and. Chyno- 
weth (1969) investigated blood pressure im 
patients who had undergone prolonged periods 
of emotional disturbance (a long history of 
depressive illness with agitation). Their results 
supported the hypothesis that prolonged emo- 
tional disturbance leads to an irreversible 
increase in blood pressure, although, contrary 
to their expectations, they found that ratings of 
anxiety and agitation, but not those of de- 
pression, were correlated with blood pressure 
levels when ill. Furthermore, patients who 
showed a fall in diastolic pressure on recovery 
were significantly more anxious and agitated 
when referred than those who did not. Robinson 











(1969) investigated the relation ieee i 
symptoms (fatigue, palpitations, inse gen 
breathlessness, anxiety, headache, diz: 


and depression) and the discovery of high blood g 
pressure, and concluded that: ‘Either people 
with high blood pressure have relatively severely 
a high number of the symptoms measured, or a 
certain pattern of symptoms is typical of them’. 
Cobb and Rose (1973) investigated the inci- 
dence of hypertension, peptic ulcer and diabetes ae 
in air-traffic controllers and found that the = 
incidence of hypertension was four times greater 
than in second class airmen (subjected to = 
considerably less stress). Furthermore, air- 0 0o00 
traffic controllers working with high traffic > 
densities showed more cases of hypertension than 
those working with low traffic densities. Hyper- 
tension was diagnosed at an earlier age among 
high-stress air-traffic controllers compared to 
low-stress air-traffic controllers. Finally, investi- 
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gating the relationship between arterial pressure 
and motor car driving, Littler, Honour and 
Sleight (1973) found that ‘there were short 
periods of raised arterial pressure during 
driving, related to such episodes as overtaking’. 
Most recently, Bridges (1973) obtained data in 
42 students on various physiological responses 
to the stress of an academic oral examination; 
at the same time anxiety was measured, using 
various psychological tests. He showed highly 
significant rises in both systolic and diastolic 
blood pressure after the stressful situation, 
compared to the control period, and this was 
associated with ‘high prevailing anxiety’. 

In view of this considerable evidence for an 
association between psychiatric symptoms and 
hypertension, we undertook a survey the overall 
object of which was to determine whether there 
is more psychiatric morbidity associated with 
hypertension, and if so what may be its nature. 
Furthermore, if there is such än association, 
whether or not concomitant treatment with a 
psychotropic drug of appropriate nature might 
be indicated. 


METHOD 


The survey was undertaken by go members of the 
General Practitioner Research Group in England, 
each investigator recording data on four cases, as 
follows: 

Group 1. The first new (undiagnosed) case of 

hypertension. 

Group 2. The next patient seen, for whatever cause, 
matched for age and sex (i.e. new hypertensive 
control), 

Group 3. The first old case of hypertension (Le. 
already diagnosed and probably under treat- 
ment). 

Group 4. The next patient seen, for whatever cause, 
matched to the old hypertensive case for age and 
SEx, 

For each of these cases, four forms were completed as 
follows: 

(a) Demographic data (personal and social history 
over the past 18 months). 

(b) Symptom self-rating scale (58 psychiatric symp- 
toms experienced over the past 12 months) (Derogatis, 
Lipman, Rickels, Uhlenhuth and Covi, 1974). _ 

(c) Life situation form (good and bad events over 
the past 18 months)—completed by patient (Paykel, 
Myers, Dienelt, Klerman, Lindenthal and Peooer, 
1969). 
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(d) Physician’s report. This included the relevant 
data concerning hypertension, together with details of 
other medical conditions and complaints, with records 
of blood pressure readings in the recumbent position 
after three minutes at rest, pulse rate, weight and 
height. In addition, records were made of all medica- 
tions the patient was taking, both for hypertension 
and for other conditions, including psychotropic 
drugs. Finally, the doctor assessed the following 
psychiatric symptoms on a five-point severity scale 
(not present, mild, moderate, severe, and extremely 
severe): 

1. Anxiety (fearful, nervous, tense, etc.). 

2. Depression (sad, blue, hopeless about the future, 

etc.). 

3. Anger-Hostility (sullen, short-tempered, irritable, 

etc.). 

Analysis of variance was used to test for significant 
differences. 


OBJECTS OF THE SURVEY 


In new cases, hypertension is discovered from 
routine examination or because certain symptoms 
(i.e. headache) lead the doctor to take the blood 
pressure. In most cases, the patient will be unaware 
that he has raised blood pressure, and so any associa- 
ted psychiatric symptomatology, if greater than the 
controls, suggests cause rather than effect. (It can be 
argued that the establishment of the diagnosis of 
hypertension by taking the blood pressure will 
almost certainly induce anxiety symptoms in most 
cases, but the self-rating scale was recorded as it 
applied to the past one year, i.e. symptoms that were 
present before the current consultation.) 

In the old cases there may be more or less psychia- 
tric morbidity, since the patient now knows he has 
high blood pressure and may worry over this, or 
alternatively, as a result of treatment he may feel 
more reassured. If therefore psychiatric morbidity 
is higher than in the controls and higher than in new 
cases, this would suggest an effect. In the new 
cases, there will not as yet have been any medication; 
these can therefore be compared to old cases under 
treatment, and this should determine whether lower- 
ing the blood. pressure relieves psychiatric symptoms 
and whether there is an indication for the con- 
comitant use of psychotropic drugs. 

The systolic blood pressure is markedly affected by 
emotional factors, while the diastolic is not. Com- 
parison of psychiatric symptoms to these separate 
measures may give further indications as to the rdle of 
psychiatric abnormality in the condition. Thus, an 
association between high psychiatric symptomatology 
and high systolic blood pressure would suggest a 
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medical conditions, | 
groups contained much highe pl 
such patients, since the controls we ' 
random from patients presenting with cond 
other than hypertension. Therefore, from tl 
data, it can be concluded that the two exp 
mental groups (1 and 3) were well matched to = = o 
their respective controls (Groups 2 and 4). ~ 





Medication E A 


tensive groups contained high proj 
patients on hypotensive drugs, and the fa 
the new hypertensives also contained a h 
proportion of such cases is explained by the- 
fact that most physicians started anti-hyper- 
tensive medication at the time of diagnosis. 
The two control groups contained very small 
proportions indeed of patients taking such 
drugs. 

The proportion of patients taking psycho- 
tropic drugs was relatively low in all four 








TABLE I 
Group 1 Group 2 Group 3 Group 4 
Item New New Old Old 
Po ie ie hypertensive control hypertensive control 
-> % Male 54 54 59 
wean age 53:8 53°7 57:8 
“4 Married ds 83 83 83 
‘lean no. of children .. 2'6 2'3 2'3 
‘Mean no. children living at home 2°2 1°5 Iss 
ts Living with spouse . s3 83 82 82 
% Up to 11+ education (less than 
5 i] yrs. school) by 73 68 67 
© with other medical conditions 36 65 33 
Tase IT 
Proportions of patients taking various drugs 
Group 1 Group 2 Group 3 
Item New New Old 
hypertensive control hypertensive 
Zo ne hypotensive drugs .. ga 76°5 12 96:5 2'3 
Á taking psychotropic drugs | 22°2 20° 2 19°5 2G°1 
= oF > taking non-psychotropic i rug 31°09 71-4 31°2 70°9 
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groups, sid Ge Bou re very similar for 
the four groups. Thus, only just over one-fifth 
of the patients were taking these drugs in the two 
hypertensive groups and in the new hypertensive 
control group; the proportion was slightly 
higher (nearly one-third) in the old hypertensive 
control group. It is thus apparent that the use of 
psychotropic drugs in hypertension, as revealed 
by this survey, is no higher than in other 
patients not suffering from the condition. 

Finally, in relation to non-psychotropic 
medication, the proportions of patients in the 
two hypertensive groups taking such medica- 
tions was similar, and considerably lower than 
in the two control groups. Once again, this 
would be expected, since the control groups 
contained patients suffering from many other 
conditions, for which non-psychotropic drugs 
would be prescribed. In this respect, the new 
hypertensive and the relevant control groups 
were comparable to the old hypertensive and 
relevant control groups. 

It is therefore concluded that the majority of 
patients suffering from hypertension are in 
fact treated with hypotensive drugs and that 
such treatment is initiated at the time of diag- 
nosis in the majority of cases. Furthermore, the 
proportion of patients treated with psychotropic 
drugs is no higher in hypertensive cases than in 
others and only represents approximately one- 
fifth of the total number of cases. 





Psychiatric morbidity 

This was measured both on the physician’s 
assessment and the symptom check-list com- 
pleted by the patient. 


(a) Physicians assessments. The physicians 
assessed the degree of three major psychiatric 
symptom groups as follows: 


Anxiety (fearful, nervous, 


tense, etc.) Not present, 


Depression (sad, blue, hope- VE 
less about the future, etc.) eee 
Anger~Hostility (sullen pee ia 
short-tempered, irritable, | yere y 


etc.) 
In fact, there were no cases with extremely 
-severe symptoms, and Fig. 1 shows the propor- 
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tions of patients in the four groups, with the 
other degrees of psychiatric symptoms. 

It is immediately apparent that the incidence 
of anxiety symptoms in all four groups was 

considerably higher than that of symptoms of 
depression or anger-hostility. Thus, no less than 
58 (67 per cent) of the new hypertensive patients 
exhibited symptoms of anxiety, although in the 
majority these were only mild (33 cases, 38 per 
cent) or moderate (20 cases, 23 per cent). The 
incidence in the new hypertensive controls was 
lower, since anxiety symptoms occurred in 48 
cases (55 per cent), though the difference is not 
statistically significant. The proportion of old 
hypertensive patients with anxiety symptoms 
was very similar, namely 56 cases (64 per cent), 
but this was also very similar to the old hyper- 
tensive control group (53 cases, 61 per cent). 

There were no significant differences between 
the hypertensive groups and their respective 
controls, either for symptoms of depression or 
of anger-hostility. 

It is concluded from this analysis of the 
results that the majority of hypertensive patients 
exhibit anxiety symptoms, though these are 
mainly of mild or moderate severity. However, 
this incidence of anxiety symptoms was no 
higher than in the control groups, but equally 
it was no less in the old hypertensives, i.e. the 
patients already under treatment with hypo- 
tensive drugs. It would not appear from this 
analysis of the results that depressive symptoms 
or symptoms of anger-hostility occur very 
frequently in cases of hypertension, and cer- 
tainly no more frequently than in the respective 
control groups. Therefore, although these 
results do not demonstrate any higher level of 
anxiety in hypertensive cases, either treated or 
untreated, as compared to their controls, they 
do demonstrate the high level of anxiety that 
occurs in such patients in relation to other 
psychiatric symptomatology. 


(b) Self-rating assessments. Table III shows the 
factor and cluster scores in the four groups of 
patients. 

There were no significant differences in any 
of the four groups in respect of these factor and 
cluster scores, or in respect of the total scores on, 
the patient symptom check-list. However, age 
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Mean scores on items from self-rating scale 
Group 1 Group 2 Group 3 Group 4 
Item New New Old Old 
hypertensive control hypertensive control 
Somatization .. <i 1°70 1°56 1°59 1°57 
Obsessive-compulsive ká 1:55 1*49 1°58 1°53 
Interpersonal sian 1-58 1-49 1:48 1°49 
Depression a 1°48 1*40 1°43 1:45 
Anxiety . 1:58 1:43 1°48 1°48 
Anxiety cluster . 1-62 1°46 1°53 1:49 
Depression cluster z 1°53 1°44 1°47 1°51 
Anger-hostility cluster . . 5 1:75 1-60 1°63 1°56 
Obsessive-compulsive cluster 1-44 1°49 1°52 1°48 





and sex analysis for all patients showed that 
females recorded a greater severity of symptoms 
on all individual factors and clusters except the 
obsessive-compulsive cluster (P < 0-05). For 
anxiety and the total scores, the significance 
was even greater (P < o-or). For the anger- 
hostility cluster the younger patients (50 years 


and under) recorded more severe symptoms than 
the others (P < 0-05). 

Thus, although no significant differences 
between groups were recorded on this analysis, 
the results emphasize the greater liability of 
females to suffer from psychiatric s 
this nature. ` 













Fig. 2 shows the a blood pressure levels 
(taken in the recumbent position after three 
minutes at rest) and mean pulse rate for the 
four groups of patients. 

If we consider the two comparative groups 
(Groups 1 and 2; and Groups 3 and 4), then 
both the new and old cases of hypertension had 
significantly higher levels of systolic and 
diastolic B.P. compared to their respective 
control groups (P < o-o1). In the case of the 
mean pulse rate the only significant difference 
was in respect of the new cases of hypertension, 
where the mean rate was significantly higher 
than in any of the other three groups (P <0-01). 

There were some differences in relation to 
sex and age. Thus, for all patients (all four 
groups together) females had a higher systolic 
blood pressure than males (P < o° 05), and the 
oldest group (61 years +) had significantly 
higher levels than the younger groups (P<o-o1). 
Correlating group, sex and age, amongst females 
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the older (61+) group showed the highest 
systolic level in all groups except Group 1; 
among males the older (61+) group showed 
the highest systolic levels in Groups 1 and 3 (new 
and old hypertensive cases). These differences 
were not apparent in relation to diastolic blood 
pressure or mean pulse rate. 

These results, therefore, show that both new 
and old hypertensive cases had raised systolic 
and diastolic blood pressures in relation to their 
control groups, in whom the mean blood 
pressure levels were remarkable for their 
normality. In other words, despite the fact that 
the old hypertensive cases were under treat- 
ment, neither systolic nor diastolic blood 
pressure was well controlled. With regard to the 
pulse rates, the fact that the new cases of hyper- 
tension had raised pulse rates in relation to the 
other groups suggests a possible association with 
anxiety symptoms, although clearly this factor 
was controlled by hypotensive treatment in the 
old hypertensive cases. 
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- -— tensives tensives 
N:9 N:6 

< Anti-anxiety drugs mm. Hg mm. Hg 
Mean 192:7 171-7 
Median 195°0 180:0 
S.D. 30'2 13°3 
N:5 N26 

Other psychotropic drugs mm. Hg mm. Hg 
Mean : 183-0 178-0 
Median 170°O 180-0 
S.D. 38:3 13°4 

Ni: 51 N : 68 

mm. Hg mm. Hg 
194°1 175°3 
196-0 170:0 
25:8 30°8 





results for systolic blood pressure in relation to 
Ree he two groups of hypertensive patients. 

With regard to the mean systolic blood 
pressure levels, there were no statistically 
significant differences between these three 
groups of patients. However, when we consider 
the variance it is apparent that the standard 
deviation was much greater in the patients who 
had received no psychotropic drugs (30-8) than 
in either of the other two groups (13-3 and 13-4 
respectively). If the two groups of patients who 
had received anti-anxiety and other psycho- 
tropic drugs are combined, the difference 

_ between the S.D.’s for patients who had 
received psychotropic drugs and those who had 
10t is statistically significant (P < 0-o1). 

tore suggests that in the patients 
receive psychotropic drugs there 















was E more e lab i 
pressure, so that the addition of 
drugs, though it did not result in 
reduction of systolic blood pressure, may | 
produced a better stabilization between inc Peo 
vidual patients. This may be ofsomeimportance 
in connection with hypertensive complications, 

since it is well recognized that high levels are 
associated independently with an adverse prog- 

nosis (Evans and Rose, 1971). As Stuart, Desai 

and Lalsingh (1974) have pointed out, even 

patients with comparatively mild hypertension 
may be at high risk to cardiovascular complica- 
tions. In this connection, control of syst 
lability may be of as much importance ¢ 
reduction in systolic levels. Whether or ‘not 
concomitant use of psychotropic drugs may 
assist in this objective must await the results of ` 
further clinical trials that are in progress at the 
moment. 











Influence of life events 

The inventory concerns 31 life events, both 
beneficial and adverse, that might have occurred 
in the patient’s life over the previous 18 months. 
A high score (over 40) indicates a high degree 
of adversely stressful events. 

Table V shows the four groups of cases in 
relation to these scores. 

None of these differences is statistically 
significant, and so it would not appear that these rae 
life events had any association with bype tension © 
ai These Gases. E re it 





Associated conditions ; 
The investigators were asked to record any 
conditions that might be associated with 
hypertension, such as renal, cardiac, endocrine, 
etc., together with medical problems unrelated 
to the diagnosis of essential hypertension. 
When the other associated conditions were ee 
analysed, these were then divided into thòse __ a 
that were classified as complications of hype p 
tension, and those that might be involved inthe 
aetiology but could not be considered as com- 
plications. Table VI shows the distribution of 
cases according to these associated conditions. 
If we consider the total figures first, for the 
complicating conditions the incidence was 
relatively low in Groups 1, 2 and 4, with no 





















































ee Group ro Group 2 Group 3 Group 4 
Score New New Old “Old Total 
hypertensive control hypertensive control 

o 21 (24%) 26 (30%) 20 (23%) 23 (26% go 

1-20 24 (28%) 24 (28%) 29 (33%) 29 (33%) 106 
21-40 25 (29%) 18 (21%) 18 (21%) 19 (22%) 8o 
4+ 17 (20%) 19 (22%) 20 (23%) 16 (18%) 72 
Total 87 87 87 87 348 

Tase VI 
Group 1 Group 2 Group 3 Group 4 
Associated conditions New New Old Old 
hypertensive . control hypertensive control 
Complicating a 
Angina .. 5 4 6 3 
Myocardial infarction . vo I 5 2 
Atrial fibrillation I I = I 
Cardiomegaly .. — — 2 — 
Cardiac failure . í wen ~ 4 2 
Cerebro-vascular accident I I 5 — 
Retinal vascular accident 2 — t oe 
Intermittent claudication —- _ I I 
Totals (cases) 8 (9%) 7 (8%) 27 (31%) 9 (10%) 
Etiological | 

Mitral stenosis . = I = Yt 
Renal calculo-nephritis I — 2 2 
Endocrine 4 4 I s 
Totals (cases) 5 5 3 3 





significant differences between Group 1 (new 
hypertensives) and G roup 2 (new hypertensive 
controls). However, in Group 3 (old hyper- 
tensives) complicating conditions occurred in 
nearly one-third of the cases (27 cases, 31 per 
cent), and this is a highly significant difference 
from the incidence in Group 4 (old hypertensive 
controls) (g cases, 10. per cent) (P < 0:01). 
There were no significant differences between 
the two experimental gr ups and their contro 
groups in respect of the other aetiological 
conditions. 

It is therefore apparent that the incidence of 
complications directly attributable to hyper- 
tension was comparatively high in the old 









hypertensive cases, despite the fact that these 
were patients having hypotensive treatment. 
However, as we have seen, treatment was not 
being particularly effective in- reducing either 
diastolic or systolic blood pressures. So although 
one of the main objects of using hypotensive 
drugs is to prevent complications, as far as the 
patients in this survey were concerned treatment 
had not been particularly effective. Whether or 
not there might be an asssociation with con- 
tinuing anxiety symptoms, and whether or not 





concomitant use of an anti-anxiety drug might `; ae ; 
reduce this incidence of complications, must ~~ 


await. the results of the clinical trials at present 
in progress. 





























Co NCLUSIONS 


undertaking this survey 
fidence quoted, demon- 
ical factors may play a 
hypertension. In fact, the 
anxiety symptoms are 
d symptoms of depression 
re not; although there 
differences between the 
ind their control groups. 
mainly mild or moderate, 
ent in a high proportion 


The rationale fi 
was. based on- ‘th : 


a | part i in the actio 
: . 7 aT. SUES 


Anxiety, althe 
would seem: te 
of hypertensiv 
nosed or rece 
ae our 


potensive drug therapy. 
does not suggest a causal 


-f Paio: in the survey were 
the: tly increased pulse rate in the new 
© hypertensives compared to all three other 
groups, the greater variance of systolic levels 
when no psychotropic drugs had been used, 
and the high level of hypertensive complica- 
tions in the old cases under treatment, compared 
to their controls. It seems probable that the 
more rapid pulse rates recorded in the new 
hypertensives may have been associated with the 
stress situation induced on learning the diag- 
nosis. Certainly there was no evidence that this 
was associated with any higher level of anxiety 
“sym ptomatology. Since this raised pulse rate 
-= was absent in the old hypertensives, there is no 
< means of knowing how long it may have 
` persisted, or whether it may have been quickly 
E; relieved by hypotensive drug therapy. 

The differences in the variance of systolic 
pressure in relation to the use or not of psycho- 
tropic drugs, are only of possible significance, 
The numbers of patients involved were small, 
and the possible interpretation indirect. Never- 
theless, it is possible that the use of an anti- 
anxiety drug might, in fact, prevent the ‘swing’ 
of systolic pressure which may occur from time 
to time and which may well be connected with 

-the occurrence of hypertensive complications, 
such as cerebrovascular accident etc. That such 

| tions still occur fairly frequently, 
potensive drug therapy, is apparent 
ts of the er 
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t n A Study of 65 Impotent Males 
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Summary. ‘Sixty-five patients primarily referred for erectile impotence were 
investigated. ‘Information was obtained from patients and their partners. The 


` demographic.data are compared with those from a non-impotent psychiatric 


out-patient-group, matched for age: Results indicate that impotent cases do not 
form a o population and can be classified into three fairly distinct 
groups. Thés¢ groups differ in age, marital status, sex drive, pre-marital and 
post-marital"relationships, duration of illness, etc. Group 1 develop impotence 
because of anxiety in sexual situations, Group 2 react to the sexual response and 
personality of their partners, while Group 3 decline, perhaps from inherent 
constitutional causes. Factors such as religious restrictions, sexual taboos, 


alcoholism and homosexuality do not appear to be of any aetiological 


importance. 


INTRODUCTION AND METHOD 


Impotence is generally regarded as a feature 
of psychosexual immaturity or underlying sexual 
deviation (Gutheil, 1959; Hastings, 1963). 
About 10 per cent of cases are considered to be 
organic in origin (Wershub, 1959; Stafford- 
Clark, 1954). Recent studies have emphasized 
the importance of constitution (Johnson, 1965; 
Cooper, 1968), hostility (Cooper, 1969; Talking- 
ton, 1971) and disturbed interpersonal relation- 
ships (Masters and Johnson, 1970). However, in 
spite of a good deal of research, very little is 
known about the aetiology or treatment of 
impotence (Bancroft, 1970). 

The present paper provides objective data 
obtained from the study of patients referred for 
erectile impotence and thus attempts to contri- 
bute to the natural history of this disorder. 


PATENTS AND METHOD 


The data presented are based on a study of 65 
patients and, wherever possible, their partners. 
The demographic data were compared with a 
non-impotent psychiatric: out-patient group of 
the same age who attended during the same 
period. Psychometric tests were administered to 
determine personality and intelligence. 
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RESULTS 


On the basis of the history, these subjects 
could be classified into three groups: 


Group r (21 cases). Subjects in this group had 
acute onset triggered off by psychological or 
physical trauma. 

Group 2 (23 cases). This group had an insi- 
dious onset linked with long-term psycho- 
logical or physical trauma. 


Group 3 (21 cases). This group had an insi- 
dious onset without any discernible psycho- 
logical or physical factors. 


In Group 1, 14 subjects (66 per cent) deve- 
loped impotence as a result of anxiety in sexual 
situations: first coital attempt (5 cases), engage- - 
ment (4 cases) and marriage (5 cases). Others 
became impotent after vasectomy (3 cases), 
operation on lumbar disc (one case) and 
bereavement (3 cases). 

In Group 2, 15 cases (65 per cent) became 
impotent because of their wives’ low sexual 
response; i.e. frigidity (11 cases), tubal ligation 
(3 cases), menopause (one case). Interpersonal 
conflict (3 cases), wife’s extra-marital relation- 
ship (one case) and premature ejaculation in 


338 


the patient (4 cases) were precipitating factors 
in 8 cases. 

The demographic data summarized in Table I 
show no significant difference in social class, 
marital status or religion between the subject 
and the control group. The majority (84 per 
cent) had come from stable homes; 71 per cent 
had strong emotional attachment to their 
mothers; 19 per cent were close to both parents, 
while the remaining Io per cent, were either 
indifferent or frankly hostile towards them. 

They had received the usual religious educa- 
tion either at home or at school, though none 
of them were practising their religion. All those 
who were still unmarried belong to Group 1 
(P < -or). In Group 2, 45 per cent were 
unhappy in their marriages compared to 18 per 
cent in Group 1 (N.S.) and 6 per cent in 
Group 3 *(P < -05). 

Table II shows significant differences in the 
sex-drive of the three groups. Information 
regarding the age of puberty (first ejaculation) 
or frequency of masturbation was not reliable 
and is not included in the Table. In Group 3 


ny: 
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only 5 per cent of subjects had regular inter- 
course before marriage * (33 per cent in Group 1, 
P < -05; 38 per cent in Group’2, P < -o2) and 
48 per cent had intercourse for the first time 
after marriage (Group 1—18 per cent, Group 2 
—26 per cent). 

The t-tests between. ‘the three groups (aged 
between 31 and 49 years, thereby removing the 
age-effect) showed significant differences in the 
frequency of sexual intercourse during married 
life and also in the duration of the symptom. 

Patients differed individually in their degree 
of distress. ‘The majority in Group 1 (85 per cent) 
and Group 2 (95 per cent) had sought treatment 
on their own account, whereas the majority in 
Group 3 (66 per cent) had come to the clinic for 
the sake of their partners *(Group 1/Group 3, 
P < -o1; Group 2/Group 3, P < -oor). In 
Group 2, 51 per cent partners showed no distress 
*(Group 1—5 per cent, P < -:o1; Group 3— 
10 per cent, P < -o2), and 54 per cent did not 
co-operate in the treatment *(Group 1—18 per 
cent, P < -05; Group 3—6 per cent, P < -oor). 

* Geigy Fourfold Tables. 




















TABLE I 
Demographic and socio-economic variables of impotent subjects compared to a non-impotent psychiatric out-patient group 
of the same age 
Variables G.I Control G.2 Control G.3 Control Signi 
 (N=a21) (N=21) (N=23) (N=23) (N=21) (N =21) Significance 
Age: 
Mean 29'ʻ0 29'3 46'4 46-0 45°0 45 °4 *P < ‘Oo! 
Range 17—49 17-49 29-61 29-61 31-58 31-58 
Social class 
Til 3 I 9 3 5 7 
HI.. 10 8 8 14 10 9 N.S. 
IV/V 8 I2 6 6 6 5 
Marital status: G.1/G.2, G.g 
Unmarried Ms 8 II — 5 — P < -oo1 
Married T 1I 9 19 17 19 17 (x 22-2 df 4) 
Sep./div. jwid. Sá 2 I 4 I 2 
Religion: 
Church of Eng. .. 7 8 12 10 9 7 
Roman Catholic .. 9 II 7 I2 8 12 N.S. 
Others a 5 2 4 I 4 2 
* Analysis of Source Sum of squares d.f. M.S. F. 
variance Between groups 96474 a 182°37 20'211 
Within groups 559'41I 62 9'02 
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TABLE II 
Sexual interests and duration of impotence of the three groups 
Variables G.1. G.2 G.3 —_ 
(N = 21) N = 23) (N = 21) Significance 
Age at first Mean a 18:7 18.4 = 283° *P < ʻOI 
intercourse Range.. 19-24 12-28 16-39 
Pre-marital relationships .- 67% 65% . 52% **G.1/G.3 P< +02 
Extra-marital relationships - .69% 18% 14% **G.1/G.2 P< +02 
G.1/G.g3 P< ot 
Frequency and yr. G.1/G.2 P < +005 
of inter- marriage 3°5 3°5 3:0 (t = —9-516 df 24) 
course/wk. 
(mean) 1 yr. before G.1/G.3 P < -oo1 
impotence 3'0 1'5 0'5 (t = —5:251 df as) 
Duration Mean .. 1:6 3I 5'0 G.1/G.3 P< -05 
(years) Range.. 0*25~93'0 0°25-10°0 1°0-16-0 (t = —2:322 df ar) 
* Analysis of Source Stan of squares d. f. M.S. F. 
variance Between groups 61-62 2 30°81 5°08 
Within groups 315°20 52 6-06 


** Geigy Fourfold Tables. 


In nine cases (13 per cent) there wasa history Intelligence (all three groups) 


of heavy drinking for many years; the majority Mean I.Q .—106°3, range 86-126. 
(67 per cent) only drank on social occasions, 


while the remainder (20 per cent) were com- Discussion 

pletely abstinent. This pattern was similar in all The results seem to indicate that impotent sub- 

three groups. jects form a heterogeneous population which can 
be classified into three fairly distinct subgroups. 

Psychological tests Subjects in Group 1 became impotent in 


Personality and intelligence were determined response to a psychological or a physical trauma, 


i ; In all these cases impotence had an acute onset 
by age toe Eea ee ee which was distinctly related to a specific event. 
an COMETS sic Ne © The initial failure had caused considerable 


Oe anxiety and loss of confidence, leading to further 
failures on sexual attempts. 

Results This group had a significantly high sex-drive 

Neuroticism (E.P.I.) (Table II) as shown by the number of their 

Group I—mean 9-0, range 4-13. sexual relationships and. sexual outlets. Sur- 

Group 2—mean 11-5, range 3-15. prisingly they had retained almost the same 


frequency of sexual intercourse throughout their 

sex-life, regardless of age. 

Í Subjects in this group were relatively younger, 

Extraversionjintroversion score (E.P.I.) and a considerable proportion were still un- 
Group I—mean 131, range 9-14. married. It is possible that these subjects, being 
Group 2—mean 15:5, range 8-21. young and relatively inexperienced, exposed 

* Group 3—mean 10:5, range 7-14. themselves to sexually traumatic situations. 


Group 3—mean 7'6, range 4-10. 
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However, it appears more likely that they had 
an inherent fear regarding their sexual powers, 
and any situation related to sexuality directly 
(coital attempt) or indirectly (vasectomy) 
generated anxiety leading to erectile failures. 

In Group 2 impotence had developed 
gradually over many years in subjects who 
previously were sexually experienced and com- 
petent. Their sexual problems had started only 
after marriage. The majority had partners who 
either were frigid from the beginning or had lost 
their sexual response after urogenital operations 
(hysterectomy, tubal ligation, etc.) or the meno- 
pause. In a few cases premature ejaculation in 
the patient had caused frustration and sexual 
aversion in their partners. Some were using sex 
for non-sexual gratification or had developed 
extra-marital relationships and were no longer 
interested in their husbands. The interpersonal 
relationship was seriously strained. Hostility, 
suppression of libido and active avoidance of 
every kind of sexual stimulus in order to avoid 
intercourse had slowly produced impotence. 

In Group 3 no apparent reason could be found 
to explain the condition. This group showed a 
consistently low sex-drive. The majority had 
few pre-marital relationships, and extra-marital 
relationships were extremely rare. With the 
passage of time there was a highly significant 
decline in the frequency of sexual intercourse 
compared with other groups. Usually, sexual 
inadequacy was not recognized as a problem 
until a very late stage, and the majority sought 
treatment for their partners’ sake, being other- 
wise fairly content with their sexual per- 
formance. In this group, impotence is difficult 
to explain except in terms of inherent physio- 
logical factors. Although there were no signi- 
ficant differences in testosterone levels of these 
subjects (Ansari et al., 1973) the possibility of 
endocrine abnormalities cannot be ruled out 
(Ismail et al., 1970; Fabre et al., 1973; Legros 
et al., 1973). 

These findings suggest that we may be dealing 
with three distinct types of erectile impotence, 
with only a slight overlap. In the first type the 
man reacts with fear and anxiety to any sexual 
situation. The second type is a reaction to 
long-continuing anxiety about his partner’s 
sexual response. In the third group the decline 
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in potency can only be explained in terms of 
unknown physiological factors. While there 
was no difficulty in assigning patients to Group 1, 
some misplacement may have occurred with 
patients of Groups 2 and 3. 

Such widely favoured explanations as reli- 
gious restrictions, sexual taboos, alcoholism and 
homosexuality do not appear from this study to 
be of any significant aetiological importance. 
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A Phenomenological Analysis of Symptoms in Obsessive- 
Compulsive Neurosis 


By SALMAN AKHTAR, N. N. WIG, V. K. VARMA, DWARKA PERSHAD 
and S. K. VERMA 


Summary. Eighty-two obsessional neurotics were studied from a phenomeno- 
logical point of view in order to delineate the various forms and contents of 
obsessions and compulsions. An attempt was made to ascertain the frequency 
with which the different forms and content occur and their effect on the final 
outcome of the disorder. Five types of obsessions were identified: doubis, 
obsessive thinking, fears, impulses, and images, in order of frequency of their 
occurrence. Compulsive acts could be classified in two types, depending on 
whether they yielded to or diverted the underlying obsession. One-fourth of the 
patients displayed no compulsions. The content of obsession could be classified in 
five broad categories as relating to: dirt and contamination, aggression, 
inanimate-impersonal themes, religion, and sexual matters, in order of the 
frequency of their occurrence. The paper, while offering an interpretation of 
these findings, emphasizes the part played by socio-cultural factors in the 
character of an obsession’s thought content. 

The absence of compulsions was found to be associated with good prognosis. 
A downward gradient was noted in the final outcome of patients without com- 
pulsions, those with controlling compulsions alone, those with both varieties of 
compulsions, and those displaying yielding compulsions alone, in that order. 
Based on this observation the paper suggests a prognosis-related hierarchical 
continuum of the severity of obsessional disorder. 


INTRODUCTION 


The form and content of symptoms in 
obsessional neurosis and their significance to 
prognosis have never been systematically studied 
(Goodwin et al., 1969). Many investigators 
(Janet, 1908; Pitres and Régis, 1922; Zichen, 
1926; Lewis, 1936, 1957) have tried to delineate 
the diverse forms of obsessions and compulsions. 
It has become customary for psychiatrists to 
speak of obsessive doubts, fears, impulses, etc., 
in the absence of operational definition of these 
terms, which have so often been used ater: 
changeably as to lose significance. 

The content of obsessions has been studied in 
three ways. The first approach flourished 
under the influence of early French and 


German authors and relied upon separately 
labelling each mental content associated with 
obsession. The second, inherent in psycho- 
analytic literature (Fenichel, 1945), stressed 
what might be ‘behind’ clinically manifest 
symptoms. A highly subjective third approach 
appears in the classification of obsessive thoughts 
into categories such as ‘improbable’, ‘un- 
important’, and ‘hard for others to under- 
stand’ (Walker, 1973) or into ‘normal’ and 
‘bizarre’ (Capstick and Seldrup, 1973). None of 
these approaches is altogether satisfactory for 
the purposes of descriptive psychiatry. 

The prognostic significance of phenomenology ` 
is also unclear. Lewis (1936) concluded that it 
was ‘doubtful whether the content of obsessiohs 
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is of much consequence as a prognostic signal’, 
but this observation was not based on clinical 
data. A study of the various forms and contents 
of obsessions and compulsions thus seemed 
warranted, along with a consideration of the 
frequency with which these occur-in a group of 
obsessional neurotics. 


METHODS 


The present study was conducted at the 
psychiatric clinic of the Institute of Postgraduate 
Medical Education and Research at Chandi- 
garh, India. The operational definitions, adop- 
ted for this investigation, were: 

(1) Obsessive-compulsive neurosis: a condition 
characterized by psychic distress and social 
embarrassment because of ‘obsessions’ and 
‘compulsions’ not attributable to some other 
psychiatric disorder. 

(2) Obsession: an anxiety-provoking psychic 
phenomenon that recurs in spite of the patient’s 
resisting it and regarding it as alien to himself 
and, at times, clearly absurd. 

(3) Compulsion : a reluctantly performed volun- 
tary act that temporarily reduces the anxiety 
aroused by an obsession. 


Eighty-two patients with obsessional neurosis 
were studied, and information was collected 
from each in semi-structured personal inter- 
views. Seventy-six were interviewed inde- 
pendently by at least two psychiatrists on the 
team; the remaining six, who lived remotely 
and had to be visited at home, were interviewed 
by the senior author only. Verbatim records 
. preserved the precise language each patient 
used to describe his symptoms, and the relation- 
ship of compulsive behaviour to the underlying 
obsession was also recorded. These protocols 
of symptomatology were discussed at the study 
group’s bi-weekly meetings, and the presence of 
various forms and contents of obsessions and 
compulsions were noted. 

Forty-four of the sample of 82 had been 
registered in the clinic for at least two years 
before the study began. They were rated as 
‘improved’ (N = 27) or ‘unimproved’ (N = 17). 
by consensus among the investigators, who used 
criteria mentioned elsewhere (Akhtar, 1974). 
The mean duration of follow-up was 5:5 years, 


the range 2-9. The two groups did not differ 
significantly from one another on the variables 
of age, sex, religion, locality, IQ. social class, 
age at the onset of illness, course of illness, 
family size, birth order, and genetic load of 
psychiatric iliness (Akhtar, 1974). They were 
compared in respect to their phenomenological 
characteristics, and chi-squares were calculated 
to determine the significance of the differences. 
The entire sample of 82 differed little from 
the catchment area’s general population, with 
which comparisons were made on the variables 
of age, sex, religion, locality, and socio-economic 
status. Obsessionals, however, tended to belong 
to higher strata of society; the implications of 
this finding are discussed elsewhere (Akhtar, 


1974). 


RESULTS 


I. Forms of obsessions and compulsions : 
(A) Obsessions: Six forms of obsessions were 
identified: 

I. Obsessive doubt: An inclination not to 
believe that a completed task has been 
accomplished satisfactorily. (Each time he 
left his room a 28-year-old student began 
asking himself ‘Did I lock the door? Am 
I sure?’ in spite of a clear and accurate 
remembrance of having done so.) 

2. Obsessive thinking: A seemingly endless 
thought chain, usually one pertaining to 
future events. (A 24-year-old pregnant 
Hindu girl tormented herself by thinking ‘if 
my baby is a boy he might aspire to an 
academic career that would necessitate his 
going far away from me, but he might 
want to return to me and what would I do 
then, because if I. . .’, and so on). 

3. Obsessive impulse: A powerful urge to 
carry out actions which may be trivial or 
socially disruptive or even assaultive. (A 
41-year-old lawyer was obsessed by what he 
understood to be the ‘nonsensical notion’ of 
drinking from his inkpot, but also by the 
serious urge to strangle an apparently 
beloved only son.) 

4. Obsessive fear: A fear of losing self- 
control and thus inadvertently committing 
a socially embarrassing act. Unlike the 
obsessive impulse, there is no actual urge 
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involved here. Marks (1969) holds that 
these are ‘fears about one’s own feelings’. 
(A 32-year-old teacher was afraid that in 
the classroom he would refer to his un- 
satisfactory sexual relations with his wife, 
although he had no wish to do so.) 

5. Obsessive image: The persistence before 
the mind’s eye of something seen, usually 
recently. (A 47-year-old housewife: kept 
‘seeing’ a car’s licence plate that had come 
to her attention. Another patient ‘saw’ her 
baby being flushed away in the toilet 
whenever she entered the bathroom.) 

6. Miscellaneous forms: Phenomena ob- 
sessional in nature but unclassifiable in 
the above five categories. (A 23-year-old 
student could not rid her consciousness of a 
currently popular tune.) 

(B) Compulsions: Two distinct categories 
were identified: 

1. Yielding compulsion: A compulsive act 
that gives expression to the underlying 
obsessive urge. (A 29-year-old clerk had 
an obsessive doubt that he had an im- 
portant document in one of his pockets. 
He knew that this was not true, but found 
himself compelled to check his pockets 


again and again.) 


2. Controlling compulsion: A compulsive 
act that tends to divert the underlying 
obsession without giving expression to it. 
(A 16-year-old boy with incestuous impulses 
controlled the anxiety these aroused by 
repeatedly and loudly counting to ten.) 

Il. Varieties of thought content: Six broad cate- 
gories were identified (Table I). 

III. Frequency distribution of various forms and 
contents (Table IT). 

IV. Relationship of phenomenology to final outcome: 
Only one significant difference between 
the ‘improved’ and ‘unimproved’ groups 
when compared; the improved group had 
significantly more (p < -o1) patients with- 
out compulsions (Table ITT). 


Discussion 


I. Forms of obsessions and compulstons 

It should be noted that in the present study 
the more usual term ‘obsessive rumination’ has 
been discarded in favour of obsessive thinking. 
The repetition implicit in ‘rumination’ is 
characteristic of all subtypes of obsession and is 
not a specific attribute of this particular form. 
Further, the dictionary definition implies a 
volitional control that is absent in obsessive 
phenomena. The differences between obsessive 


TABLE I 
Varieties of thought contents 


Category 


Dirt and contamination 


Foci of preoccupation 


Excreta, human or otherwise; dirt; dust; semen; menstrual blood; 


other excretion of body; germs; illness, especially syphilis, etc. 


Physical or verbal assault on self or others (includes suicidal and 


homicidal thoughts); accidents; mishaps; wars and natural 


Mathematical figures and their totals; locks, bolts and other safety 


devices; orderliness in arrangements of any kind, e.g. books on the 


Sexual advances towards oneself or others; incestuous impulses, 


genitalia of cither sex; competence in sexual matters, etc. 


Existence of God; validity of mythological stories; religious 


practices and festivals; attitudes towards certain deities, etc. 


Aggression 

calamities; and death. 
Inanimate—impersonal 

shelf, shirts in the dresser, etc. 
Sex 
Religion 
Miscellaneous 


Unclassifiable in the above categories, e.g. human anatomy, 


historical facts, musical hits, etc. 
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Tase IT 
Frequency of various forms and contents 








Phenomenological aspects N = 82 % 
J. Form 
(a) Obsessions 

Doubts 61 75 
inki 28 34 
Fears... 21 26 
impulses. . 14 17 
Images .. 6 7 
Miscellaneous 2 2 

(b) Gompulsions 
Yielding compulsions alone .. 50 61 
Controlling compulsions alone. . 5 6 
Both on eee a : 7 9 
No compulsions .. 20 24 

II. CONTENT 
Dirt and contamination 38 46 
Aggression is T 24 29 
Inanimate—impersonal 22 27 
Religion es : 9 II 
Sex ; 8 10 
Miscellaneous 18 22 
II. Numper 
(a) Obsessions 

Single .. 40 49 
Multiple .. 42 5I 

(b) Compulsions 
Single .. 55 67 
Multiple .. 7 9 
None 20 24 


Jear and phobia lie not only in the association of 
the former with elaborate compulsions and 
magical thinking but also in its resistance to 
treatment by desensitization (Marks et al., 
1969), to which most phobias respond. Obsessive 
impulses, on the other hand, should be differen- 
tiated from certain ‘compulsive’ disorders. To 
view ‘compulsive’ gambling and kleptomania as 
obsessive phenomena (Salzman, 1968) seems 
incorrect. These impulses are readily yielded 
to and the activities indulged in are ego- 
syntonic and pleasurable. Obsessive impulses, 
on the contrary, are seldom acted upon 
(Lewis, 1936; Goodwin, Guze and Robins, 
1969) since the acts required are invariably 
` ego-Alien and distressing. “The more enjoyable 
the act, the less likely it is to be obsessional’ 
(Lewis, 1936). 


All five forms of obsession should, however, 
be viewed as quite independent of thought 
content. For example, a woman who worries 
about her child’s safety might have an obsessive 
doubt (has something happened to him?) or an 
obsessive fear (something might happen to him 
because of my negligence), or an obsessive tmage 
(over and over ‘I see him drowning!’), or 
obsessional thinking (if he plays outside he might 
catch a cold that might turn into pneumonia, 
and if that goes undiagnosed, then...) The 
forms differ from one another but seem to cut 
across the parameter of thought content. 

The literature is somewhat clearer on the 
issue of compulsions. At least two investigators 
(Lewis, 1957; Nemiah, 1967) make a clear 
distinction between the two kinds of compulsive 
acts labelled in the present study yielding and 
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Tase II] 
Phenomenology and final outcome in obsessive-compulsive neurosts 
. Improved Unimproved 
Phenomenological aspects N = 44 N 2% N P 17 
I. Form 
(a) Obsessions 
Doubt 36 2I 15 
Thinking 12 8 4 
Fear Ir 8 3 
Impulse 5 5 o 
Image 4 4 o 
(b) Compulsions 
Yielding .. 30 15 15 
Controlling I 1 O 
Both 3 2 I 
II. CONTENT 
Dirt and contamination 26 17 9 
Aggression ree x II 7 4 
Inanimate—impersonal 10 4 3 
Religion 4 3 i 
Sex 2 I I 
III. NUMBER 
(a) Obsessions 
Single ‘ 18 8 10 
Multiple .. 26 17 9 
(b) Compulsions 
Single 31 16 15 
Multiple .. 3 2 I 
None 10 g* I 


* Significant at -or level. 


controlling compulsions. Von Gebsattel (1938) 
used the latter term ìn a slightly different sense 
to describe the act itself without taking into 
account its relationship to underlying obsession. 


II. Thought content 


Almost all investigators of the clinical aspects 
of obsessional neurosis (Pollitt, 1957; Ingram, 
1961; Kringlen, 1965; Lo, 1967) disregard this 
aspect of the disorder. Lewis (1936) is the only 
one to comment that he was ‘impressed by the 
frequency with which filth, harm, sex or religion 
give content to the obsessional idea’, an observa- 
tion confirmed by the present study, which 
identified two other broad areas of thought 
content (Table I). Cross-cultural studies are 
required to determine whether these occur 
universally with similar frequency. 


IIL. Frequency distribution of various forms and 
contents l 

The present study confirmed the impression 
evident in an earlier name for the disorder— 
manie du doute—that doubts are the ‘most promi- 
nent feature? (Salzman, 1968) of obsessional 
neurosis. As many as 61 (74 per cent) of the 
patients displayed obsessive doubts (Table II). 
It is not easy to explain why doubts are the most 
usual form of obsession; this is possibly because 
they are already present as character traits in 
‘obsessive individuals (Lazare, Klerman, and 
Armor, 1966) and take precedence, should a 
decompensation resulting in a full-blown obses- 
sional neurosis occur, over ‘newer’ obsessions 
like impulses, fears, images, etc. The relative ` 
rarity of certain forms of obsession is indeed 
puzzling. A 


t 
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Twenty (24°4 per cent) of the patients had 
no compulsions (Table II). The proximity of 
this number to the proportion of cases labelled 
‘phobic-ruminative’ (Ingram, 1961; Lo, 1967) 
and ‘obsessive-ruminative’ (Dutta-Ray, 1964) 
in earlier studies is striking. It would appear 
that approximately one-fourth of obsessional 
neurotics do not display compulsions. The use 
of a separate label for such cases is of little value. 

The observation that some kinds of thought 
content occur more frequently than others 
(Table II) raises certain questions, the most 
important being whether such frequency reflects 
cultural characteristics or an inherent function 
of the disease itself. We contend that a cultural 
basis affects the differences in the frequency with 
which various thought content occurs in a given 
group of obsessionals. The preponderance i in this 
sample of obsessions concerning dirt and 
contamination seems due to the socio-cultural 
background of the patients involved, since 
Indians in general are preoccupied with matters 
of purity and cleanliness, The Hindu code of 
ethics provides a great variety of purification 
rituals; the ‘celebration’ in many Indian 
festivals consists of bathing in a certain way or 
at a certain place. The Scriptures regard the 
human body as basically dirty and an object of 
disgust, and the need for repeated cleansing of 
one’s body is overemphasized. The society 
suffers from what Berkeley-Hill (1921) desig- 
nated as a ‘pollution-complex’. There can be 
no better evidence for this assumption than the 
presence of a social class of ‘untouchables’. It 
did not, therefore, surprise us to note that many 
patients suffered from doubts and fears about the 
possibility of physical contact with beggars, 
sweepers, and other such people of lower caste. 

The fact that few patients suffered from 
obsessions about sex and religion is also under- 
standable in view of the cultural matrix from 
which their symptoms arose. Both religion and 
sex are subject in India to strong social taboos. 
It may be argued that the same subtle but 
forceful influences that eliminate these subjects 
from ‘decent’ conversation eliminate them also 
from overt psychopathology. 


IV. Prognostic significance of phenomenology 
°” Follow-up studies (Ingram, 1961; Lo, 1967) 


have indicated that ‘phobic-ruminative’ patients 
do better than ‘obsessive-compulsives’. It is 
indeed tempting to equate the former with the 
obsessionals of the present series who displayed 
no compulsions and had a favourable prognosis 
(Table III). It must be emphasized, however, 
that none of our patients displayed prominent 
phobic features. 

A closely related issue is that of ego-strength. 
Those who display no compulsions seem to 
tolerate their obsessive urges better and hence 
have greater ego-strength than those who are 
obliged to perform some kind of compulsive 
act. In turn, those who display controlling 
compulsions seem to have greater ego-strength 
than those who display compulsions that 
actually manifest underlying obsessions. Patients 
who perform both kinds of compulsive acts 
belong between those having only one type. 
The four types of patients can therefore be 
placed on a hierarchical continuum of ego- 
strength, those without compulsions being of the 
highest order in so far as they are least ‘floridly’ 
obsessional and have the greatest ego-strength 
and best prognosis. Those with yielding com- 
pulsions alone are the opposite in every respect. 
Those with controlling compulsions alone and 
those with both kinds of compulsions fall 
between the two extremes, and in that order. 
Such argument is well supported by the results 
of this study (Table ITI). Further research is 
needed to validate this prognosis-related hier- 
archical classification of compulsive phenomena. 
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Instruction in psychological 
medicine 


‘That students who wish to qualify for membership 
of the College may substitute, if they so desire, 

a three months course of clinical instruction in the 
wards of a lunatic asylum for the same period 

of attendance in the medical wards of a general 
hospital. 


Resolution adopted by the Royal College of Physicians of 
London, July 19th 1875. Brit. med. J.’ 1875, 207 (Aug). 
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anorexia, stomatitis, peculiar taste, diarrhoea, parotid 
swelling, black tongue. 


Endocrine: Testicular swelling and gynaecomastia in the 
male, breast enlargement and galactorrhoea in the 
female, increased or decreased libido, elevation or 
lowering of blood sugar levels. 


Other: Dizziness, weakness, fatigue, headache, weight 
loss or gain, increased perspiration, urinary frequency, 
mydriasis, drowsiness, jaundice, alopecia. 

Withdrawal symptoms: Abrupt cessation of treatment 
after prolonged administration may produce nausea, 
headache, and malaise. These are not indicative of 
addiction, 
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Treatment of Chronic Obsessive- Compulsive Neurosis by 
in- #400 Exposure 


A ‘Two-Year Foiiéiviup and Issues in Treatment* 


By I. M. MARKS, R. HODGSON and $. RACHMAN 


Summary. Twenty patients with chronic obsessive-compulsive rituals were 
treated in a partially controlled design by in-vivo (real life) exposure with self- 
imposed response prevention. Treatment included 4—12 weeks as in-patients, and 
lasted a mean of 23 sessions. All patients were followed-up for at least two years. 
No patiènts dropped out during the trial, though one refused domiciliary treat- 
ment after discharge. Significant improvement in compulsions was found after 
three weeks of real-life exposure, and continued during follow-up. At two years 
follow-up 14 patients were much improved, one improved and 5 unchanged; in 
a third year of follow-up the improved patient became symptom-free after further 
exposure treatment. Improvement after three weeks exposure predicted good 
outcome at 6 and 12 months follow-up. 

Muscular relaxation treatment had no significant effect on rituals. Modelling 
of exposure conferred no advantage over exposure alone for the group as a whole, 
though it may help selected patients. The role of response prevention is unknown. 
Patients’ commitment to treatment facilitates exposure. Domiciliary treatment 
with involvement of family members in therapy seems crucial in some cases. Pilot 
group treatment of patients and families together suggests that this may be a 
useful adjuvant to individual treatment by 1 nercadng motivation and aiding 
follow-up. 

` Compulsive slowness presents special treatment problems but can be improved 
by a prompting and pacing approach. 

The course of rituals was often independent of that of agoraphobia, marital 
problems and .depression where these had initially’ coexisted with rituals, 
Depressive episodes were common before, during and after treatment, and 
required tricyclic medication. 

The trial sample was predominantly female but was otherwise typical of 
patients with compulsive rituals. Of the 125 obsessive-compulsives seen in the 
first author’s unit over four years 96 per cent were offered behavioural or anti- 
depressant treatment. One quarter refused pehamonral treatment after it was 
offered. 

Real-life exposure with E E response prevention is usually an 
effective procedure for lasting reduction of chronic compulsive rituals in well 

+ motivated patients. 
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* We have used the term ‘in-vivo exposure’ since it is of the term, but it seemed preferable to alternatives 
comfno used to differentiate real-life exposure from such as real-life exposure, flooding or response preven- 
* purely. j Sees We are not particularly fond tion, 
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INTRODUCTION 

Despite the many descriptions of behavioural 
treatments for obsessive-compulsive problems 
(reviewed by Marks, 1975) follow-up data are 
sparse, and there are no long-term follow-up 
reports of controlled treatment trials. ‘This paper 
discusses treatment issues and reports the 
results over two years follow-up of 20 patients 
with chronic obsessive-compulsive neurosis who 
were treated by real-life (in-vivo) exposure (alone 
or with modelling) in a partially controlled 
design. Short-term results of sections of the 
design have been reported earlier (Rachman 
et al., 1971 and 1973; Hodgson et al., 1972). 
The follow-up showed improvement to be 
maintained during the two years after discharge. 


ADMISSION 


Observation 


n=5 
Rapid Exposure 
in Vivo 
no modelling 


Slow Exposure 
in vivo 
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Characteristics of the patients 

All patients were chronically handicapped by 
compulsive rituals which often also affected their 
families severely. All had to agree to be admitted 
to hospital for up to 7 weeks. Mean age was 35, 
mean duration of rituals was 10 years. The 
sample consisted of 3 men and 17 women (this is 
an unusual excess of women,.who form just over 
half the total number of obsessive-compulsives 
seen in general (Marks, 1965) and in this 
hospital (Hare, 1968). Of 125 obsessive- 
compulsives seen in the first author’s unit from 
1970-74, 53 per cent were women. 


Design of the study (Fig. 1) 


Twenty patients with obsessive-compulsive 
to hospital 
and measurement n=20 


ni=15 5 


Relaxation (control) Treatment 


n=5 

Rapid Exposure 
in vivo 

+ modelling 


Rapid Exposure 
in vivo 
+ modelling 


DISCHARGE tO outpatients 
for 2 years follow up 


Points of assessment 


n j=20 


Fio. 1.—Design of study. 
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rituals of more than a year’s duration were 
admitted to hospital. (Patients who suffered 
from ruminations without any rituals were 
excluded.) For one week their disorder was 
observed and measured. Thereafter patients 
had three or six weeks of treatment, each 
session lasting 40-60 minutes every weekday. 
All 20 patients had 15 sessions over three weeks 
of treatment by one of three forms of exposure 
in vivo. Of these 20 patients 15 had a preceding 
period of three weeks relaxation (control) treat- 
ment, which was omitted in the remaining 5 
patients. Patients had the same amount of 
contact with the therapist during relaxation or 
exposure treatments. There were no drop-outs 
during the six-week trial period, though one 
patient refused domiciliary treatment there- 
after. All except 3 patients were taken off drugs 
throughout the three to six week experimental 
period. 


"TREATMENTS 


Relaxation treatment involved tape-recorded 
relaxation instructions followed by a request to 
the patient to think about one of his obsessive 
worries during the final 10 minutes of each 
session. 


In-vivo Exposure was given either (1) slowly 
up a hierarchy with the therapist modelling 
each action (n = 5) or (2) rapidly from near 
the top of the hierarchy without prior modelling 
by the therapist of the required actions (n = 5) 
or (3) rapidly with modelling (n = 10). In all 
3 forms of exposure the patient and therapist 
together constructed a hierarchical list of 
situations which caused distress and compulsive 
rituals (e.g. touching dirt, walking near to 
children, switching off gas without checking, 
etc.). At the end of each session the patient was 
encouraged to maintain any contamination, 
and refrain from carrying out his rituals, for 
increasing periods. This was self-imposed response 
prevention. Support was given throughout the 
course of treatment, but virtually no supervision 
was provided between sessions. 

When certain patients made repetitive re- 
quests for reassurance about possible disastrous 
consequences, these were regarded as com- 
- pulsive rituals, and specific reassurance was 
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withheld during the period of exposure treat- 
ment. General assurance and encouragement, 
however, were given throughout treatment. All 
attendants, relations and friends were advised 
to refuse requests for specific reassurance, e.g. if 
a patient asked ‘will the child I passed in the 
garden survive’ he received the answer ‘I am 
afraid I can’t answer that sort of question’. 

In order to givea clearer picture of the patients, 
treatment and outcome, three patients will be 
described, one under each condition. 


(1) During slow exposure with modelling the 
patient was encouraged to gradually enter each 
situation which provoked rituals, starting with 
the least upsetting and progressing to in- 
creasingly disturbing ones. Each step was first 
demonstrated to the patient by a calm and 
reassuring therapist and the patient then 
‘shadowed’ his therapist’s actions. Each set 
was repeated until the patient completed the 
sequence without assistance. We tried to avoid 
evoking anxiety but were not always successful 
in our attempts. 

As an example, one patient had obsessive 
thoughts and rituals related to the fear that 
she might harm or seduce somebody, or that 
she had already done so. Such thoughts often 
arose after being alone with another person 
(e.g. a shopkeeper, a lift attendant) so she 
avoided going out without her husband. When 
alone in the house, she kept the curtains drawn 
lest a glance of someone passing might trigger 
an obsessive thought, and for the same reason 
she would not answer the door. Seeing men, e.g. 
the window cleaner, often evoked obsessive 
thoughts about them. She would not hand 
sweets or food to other people, nor cook for the 
church fete, in case she was plagued by thoughts 
that she might have caused a case of poisoning. 
She would not drive a car because she might 
afterwards have worries about accidents; she 
argued that she had no desire to drive a car 
again, and so only allowed minimal treatment 
for this last problem. Her rituals consisted of 
either repeated checking or repeated requests 
for reassurance in an attempt to terminate her 
ruminations. 

Treatment involved graduated exposure to 
those cues which led to obsessive thoughts. 


352 


She was encouraged to go out alone, to talk to 
shopkeepers with nobody else in the shop, to 
walk past men who were sun-bathing alone, etc. 
Many situations in the hospital provoked 
obsessive thoughts, e.g. when another patient 
sprained an ankle playing rounders she thought 
that she had caused the injury. An extract from 
her diary illustrates how an innocuous situation 
might trigger ruminations and checking: 

‘I went to bed first, the new patient (my room- 
mate) must have come in without my hearing, as 
she was in bed when I got up later. I could only see 
the back of her head and I asked if she minded my 
turning out the lights but she didn’t answer. I felt 
worried in case she was hurt because of something 
I could have done. I was also worried that it might 
not be her and then I would not know who it was to 
check that they were alright.’ 


This patient then had a compulsive urge to 
check with a nurse that nothing was wrong with 
her room-mate. She was told that at all times 
she must attempt to resist such urges to check 
and not ask repeatedly for reassurance. Nurses 
were also instructed not to answer her repetitive 
questions about the wellbeing of other patients 
and nurses. 

Modelling appears to be unhelpful with some 
problems; for instance this patient said she was 
not helped by seeing the therapist enter an 
empty shop, a situation which usually evoked 
ruminations. However, the modelling of other 
types of behaviour seemed more beneficial, 
e.g. demonstrating behaviour which in her 
view could result in harm to other people, such 
as pushing through a crowded supermarket, 
bumping into people, holding a rolled umbrella 
and swinging arms whilst walking along a 
crowded high street, closing doors with a bang, 
swinging a revolving door, etc. 

After 15 sessions of treatment this patient 
improved dramatically. At two years follow-up 
she still had occasional obsessive thoughts, but 
could do almost anything alone, did not draw 
the curtains when alone in the house, rarely 
checked obsessively, and did not ask repeatedly 
for reassurance. 


(2) During rapid exposure without modelling 
(flooding) the patient was encouraged and 
persuaded, not forced, to enter the most 
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disturbing situation first. The therapist did not 
demonstrate how to do this, but was calming 
and supportive throughout the session. 

As an illustration: 

One patient worried that her vagina would 
be harmed by contact with glass or conta- 
minating substances. To avoid such harm she 
checked for glass on chairs and toilet seats 
before she sat down, would not wear flared 
dresses because they were more likely to pick 
up bits of glass, kept her panties in a special part 
of her drawer away from any possibility of dirt 
or contamination and would not run for fear of 
knocking something over and breaking glass. 
After two weeks of treatment she said that her 
greatest problem would be to wear an internal 
tampon. 

She was encouraged during treatment to 
carry out the therapist’s instructions no matter 
how much anxiety she felt and was assured that 
difficult tasks would become easier with repeti- 
tion. During the first few weeks of treatment she 
was asked, and managed, to sit on breadcrumbs 
repeatedly and to touch glass and then touch 
the clean panties in her drawer and later wear 
them without checking. She was encouraged by 
a nurse to sit on the toilet seat without undue 
checking, and with difficulty managed to sit on 
the floor, surrounded by pieces of broken glass 
and with broken glass on her lap. Each day a 
glass bottle was broken in her presence. She was 
helped and encouraged by a nurse to insert an 
internal tampon, to keep it in place and to 
change it daily. 

Treatment evoked much anxiety and some 
depression. She needed a lot of encouragement 
and attention to persuade her to continue with 
the programme. However, within two months 
of treatment (39 sessions) her main obsessions 
and rituals had disappeared, and at two-year 
follow-up there were no signs of any of them 


returning. 


(3) Rapid exposure with modelling: One patient 
had obsessive fears that she might pass on some 
disease to her loved ones, to babies, or to old 
people. ‘Treatment consisted of touching dreaded | 
sources of ‘contamination’ and then touching 
babies, touching chairs and tables in the 
geriatric ward, touching visiting relatives, and - 
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also sending daily ‘contaminated’ letters to her 
parents. At each stage the therapist modelled 
the desirable behaviour and also sent daily 
‘contaminated’ letters to his parents. 

The patient was contaminated by the 
therapist taking her to visit local hospitals, 
by touching a bottle of tetanus serum without 
washing afterwards, which was very distressing 
for her, and by being taken to Croydon, where 
she had once met a man who had just recovered 
from hepatitis. 

Treatment progressed well, although some 
stages provoked anxiety, tears and obsessive 
thoughts about the well-being of her parents and 
boy-friend. Towards the end of treatment (one 
month) the ward sister accompanied her to 
her parents’ home, 200 miles away and made 
sure that they and the house were contaminated 
by the patient. There were 29 treatment sessions 
in all, 4 of which were at home. 

At two-year follow-up she was still very much 
improved, although she had had intervening 
in-patient treatment for depression and some 
recurrence of her obsessions. 


Patients were discharged after their 15 sessions 
of in-vivo exposure if they had made sufficient 
improvement by then; if not, treatment was 
continued until they had made adequate gains 
or it became apparent that further treatment 
would be of little value. The mean number of 
treatment sessions which were given after the 
15-session trial period was 7:7. This figure 
includes booster sessions given in out-patients 
and domiciliary treatment at home. Eleven 
patients had a mean of three home visits. 
During the follow-up phase nine patients 
required anti-depressants at some stage; about 
the same number had taken anti-depressants 
some time before the trial began. Two patients 
also required marital therapy, and one had 


assertive training. 


MEASURES AND FOLLOW-UP 
These were taken just before treatment, after 
three weeks of relaxation control treatment, 
after a further three weeks of real-life exposure 
and at 3, 6 and 24 months follow-up. 


1. Clinical rating scales. The o— scales were 
modified from Gelder and Marks (1966) and 
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Watson and Marks (1971). Each patient rated 
each of his five main obsessions for ‘phobic 
anxiety’ and for ‘phobic avoidance’, and also 
rated free-floating anxiety, panics, depression 
and depersonalization. 


2. Altitude scales. Evaluative attitude was 
measured to 2 concepts concerning the patient’s 
obsessions (e.g. touching guinea-pigs, touching 
my trouser zip). Each concept was rated on 3 
evaluative semantic differential o-6 scales 
(pleasant-unpleasant, good-bad, nice-nasty). 


3. P.E.N. (Eysenck, 1969). This provided 3 
scores——‘Psychoticism’, Extraversion and Neuro- 
ticism. 

Unul six months follow-up, but not at two 
years, additional ratings were made by ‘blind’ 
assessors on clinical scales and the Leyton 
Inventory, avoidance tests were executed and 
‘fear thermometer’ scores were collected; 
patients also rated attitudes on more concepts 
and dimensions. At two years follow-up all 
patients completed self-ratings sent by post; 
11 of these patients were interviewed, and 
relatives of g of these were also seen as a check 
on their self-ratings. The clinical picture at 
interview confirmed that obtained from the 
self-ratings. 


To make sure that the 9 patients who were 
not interviewed at the two-year follow-up did 
not differ from the 11 who were, a retrospective 
cohort analysis was performed (Fig. 2). 
Throughout the study the course of the 9 
non-interviewed patients closely paralleled that 
of the 11 patients who had been interviewed at 
two years, both on self-ratings and on assessor’s 
ratings. It was therefore decided not to pursue 
the attempt to interview the remaining 9 
patients as several lived outside London or 
overseas, and little additional information would 
have been gained for the considerable expendi- 
ture of resources such interviews would have 
required, 


RESULTS 


Fig. 3 shows the results available until the 
six months follow-up. There was no significant 
improvement in obsessions after three weeks of 
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OBSESSIONS (clinical scales) 


(anxiety) 





start Ga 6m 2yr 


o—— -o N=9 (not seen at 
2yr. FUD 


o—o N=11 (seen at 
2yr. FU) 


8 Assessors rating 





0 
start Gw. 6m 2yr 


ATTITUDE 
(evaluative) 





stat 64 6m 2 


Fig. 2.—Retrospective cohort analysis of patients seen v. those not interviewed at two-year follow-up. Scores for the two 
samples paralleled one another closely, suggesting they were similar. 


relaxation; improvement occurred within the 
first three weeks of treatment by real-life 
exposure. This was significantly greater than 
after relaxation (p < -oo1 on clinical obsession 
scales and avoidance test, p < ‘05 on fear 
thermometer and on evaluative attitude, p< -01 
on Leyton symptom and interference scores). 
The gain continued until six-months follow-up. 
There was concordance between ratings of 
clinical scales based on the patient and on the 
assessor. Ratings of work, leisure, sex and family 
adjustment by the ‘blind’ assessor showed that 
mild gains on these were not lost at follow-up. 
Fig. 4 depicts the number of patients improved 
on their self-ratings of clinical scales, pooling 
those for obsessive anxiety and obsessive avoid- 
ance. A mean reduction of 4 or more points 
on an 8-point scale was counted ‘much im- 
proved’, 2 to 319 points as ‘improved’, and less 
than 2 points as ‘not improved’. After three 
weeks of relaxation none of the patients im- 
proved, whereas after three weeks of exposure 


with or without modelling, all but 5 were 
improved. During follow-up the number who 
were much improved increased until at two 
years 14 were much improved, one improved 
and 5 unchanged. After two years follow-up 
the single patient rated as improved asked for 
further treatment; after more exposure treat- 
ment she became symptom-free by the three- 
year follow-up. Of the 14 patients who were 
much improved at two years follow-up only 2 
had not begun this improvement during the 
initial three-week phase of real-life exposure. 
In one patient improvement occurred during 
subsequent exposure sessions, and another did 
not change at all with exposure treatment, but 
reported inexplicable improvement between 
6 and 24 months follow-up without having 
received further treatment for her rituals. 
There was thus a strong association between 
response to treatment during the first 3 weeks 
of exposure and outcome at two-year follow-up. 
There was an even stronger association betweén 


a A OBSESSIONS 


8 {clinical scales} 6 B ATTITUDE 
z215 O~ . y 
o= PES 
4 ÁL 
0 
mi rt 


start 3w Gw 6 sta 3w Gw 6m 





100 D FEAR THERMOMETER 





0 Start 3w 6w 6m 


E INTERFERENCE 
O — = ow = O 
Q= -~ =0O relaxation control 
meg Í VIVO Exposure 
25 


start 3w 6w 6m 





Fic. gb. 





start 3w 6w. 6m. start ë 3w 6w. 6m. 


o- --o relaxation control, N= 15 

o——jn vivo exposure, N= 20 
Fia. ga and b.—Summary of changes until six-months follow-up. The clinical scales are the mean of ratings by patients and 
their ‘blind’ assessors, Attitudes are those to two obsessive concepts on the three evaluative scales of the semantic differen- 
tial. The avoidance test was as described by Rachman et al. (1971), the fear thermometer being the subjective anxiety 
rating during the avoidance test. ‘Interference’ was the corresponding score from the Leyton Inventory (Cooper, 1970). 
Work and leisure ratings were by the ‘blind’ assessor only; lower scores indicate improvement. w = weeks, m = months. 
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Fic. 4.—Two years follow-up. Number of patients improved on pooled self-ratings of obsessive anxiety and avoidance. 


outcome at six-months follow-up and at two- 
year follow-up. These associations are apparent 
when the data in Fig. 4 are recast into con- 
tingency tables (Table I). 


TABLE I 
The association between the three levels of improvement 
after 3 weeks of treatment, at 6-months follow-up and at 
the 2-year follow-up 


After 3 weeks At 6 months 
exposure in vivo follow-up 
| e e, paanmanenanmane anma, 


N IM N IM 

MI 2 4 8 I I I2 

At 2-year 

follow-up 

N 3 2 0 5 0o o N 

N = not improved; I = improved; MI = much 
improved (see Fig. 4) 


Fig. 5 shows self-ratings of obsessions, 
evaluative attitudes to two obsessive concepts, 
depression and general anxiety from pre- 
treatment to two years follow-up. It demon- 


strates that during follow-up improvement in 
obsessions was stable and even increased slightly, 
while there was no aggravation of depression or 
general anxiety. The last work and leisure 
ratings available, at six months follow-up, 
showed improvement in those measures as well 
(Rachman et al., 1973). 
P.E.N. scales showed no significant change. 


Treaiment failures: The five patients who failed 
did so for various reasons. Two did not co- 
operate adequately in that they did not allow 
complete contamination of their homes. One 
of these co-operated reasonably well within the 
hospital but ensured that contamination picked 
up within the hospital during treatment was 
not taken into the home at weekends. The 
second, whose problem was hours of checking 
to make sure that her hair, furniture, clothes, 
etc. were always in the same position, would 
always tidy her room within a few hours of a 
treatment session which had untidied it. She 
would not allow a therapist to visit her home. 
A third patient had a compulsion to check for 
brown specks. These she learned to tolerate 
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ATTITUDE 
(evaluative) 
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Fic. 5.—Change in self-ratings over two years follow-up. 


within the hospital, but this did not generalize 
to the home until she was treated on a domi- 
ciliary visit. Unfortunately further home treat- 
ment could not be arranged because of the 
distance she lived from hospital. Self-treatment 
within a home token economy run with the 
husband as co-therapist led to only slight 
changes. A fourth patient would check the 
position and identity of objects 200 or more 
* times daily. These checks were eliminated 
during treatment sessions but could not be 
. controlled between sessions, e.g. he was ob- 


served repeatedly to look through a window at 
a deckchair about five yards away; he explained 
that he was trying to make sure that it was a 
deckchair and not a piece of cloth. These checks 
occurred throughout the day and were often 
unobservable and therefore unstoppable. 

The fifth failure is the most worrying theo- 
retically, as the patient was completely co- 
operative. She could not resist rituals at all 
between sessions. Her problem was one of being 
sure that she washed and checked properly. 
Any sign from the therapist that she had washed 
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for long enough allowed her to be sure, and she 
could then easily stop the ritual. The improve- 
ment noticed within the hospital did not 
generalize to her home, where she had to decide 
when to stop without the intervention of a 
therapist. One month of supervision by her 
sister at home did not have any long-term effect, 
nor did further treatment during a second 
admission to hospital. 

A sixth patient failed to improve during 
exposure treatment, but subsequently claimed 
to improve between 6 and 24 months follow-up. 
She accepted contamination during treatment, 
but between sessions would decontaminate her 
belongings by washing clothing and towels 
and giving other objects a ‘magical’ wipe with a 
damp cloth. 
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Prognostic indices: The outcome criteria at 
two-year follow-up, did correlate significantly 
with a few measures at the start of treatment, 
but these formed no meaningful pattern. 


Agreement between outcome criteria 


Table II indicates correlations among change 
scores on 16 measures of obsessionality. After 
three weeks of treatment by real-life exposure, 
concordance was satisfactorily high, with the 
notable exception of the behavioural avoidance 
tests. The six months follow-up correlations 
indicated that concordance between avoidance 
and other measures had increased to more 
satisfactory levels. This resulted from two 
trends: (a) in patients who had responded 
successfully, the improvement on attitude and 


Tas IT 
Correlations between outcome criteria after 3 weeks of treatment and at 6 months follow-up 


Self Leyton Behaviour Semantic 
obsess. symptom test Fear differential 
anxiety score (avoidance) — thermom. (evaluative) 

3 wks 6mths 3 wks 3 mths g wks 6mths 3 wks 6 mths 3 wks 6 mths 


Clinical ratings (self and 
independent rater) 


Self: Obsess. symptoms 0°55* o-69* o-or 0-61* 0:05 0:06 0-58% 0:53* 0°33 0°50* 
Self: Obsess. anxiety .. — —- 0:38 o:69* 0°39 0:38 o-63" 070" 0°68* o-58* 
Self: Obsess. avoidance 0:77* 0:87" 0°23 0°75" 0°31 0°40*° 0°77* o-69* 0°97 0:79* 
Independent: Obsess. 
symptoms .. -. 0°53* 0°65* 0-24 O°-81* 0°07 0°26 0:03 0°35 0°46* 0°58* 
Independent: Obsess. 
anxiety 26 .. 0°87* 0°86* 0:46" 0-63* 0°26 0:25 0:58* o-°59* o-71* 064% 
Independent: Obsess. . 
avoidance .. -- 0:79% 0°84* 0-25 0:67* 0-24 0°29 0°69* 0°55" 0°54% O-77* 
Leyton inventory 
Symptom score 0°38 40-69% — — O-16 o:52*—o'ʻor 0°47% 0-44* 0+79* 
Trait score 0:22 o:60* o:80* o-8o* 0-04 0'54*—0-'05 0°53" 0°30 o'6o* 
Resistance score 0:28 40:49* 0:-79* 0:82* oig 0°52*—0°18 0°25 0°27 0:547* 
Interference score 0:52* 0:61* 0-89" o-gr* oir 0°43" 0°04 0'37 0:°49* 0-66* 
Behavioural test 
Avoidance... ..- 0:39 0'38 o6 O'52*% — — 0°34 ©ig œg 0'44" 
Fear thermometer .. 0°63* 0*70* o-ol 0°47" 0°34 9-19 — ~- 0°31 0°38 
Semantic differential 
Evaluative .. .. 0°68" 0°58" 0-44" 0°73" 0:24 0:44* 0°91 0:28 — — 
Dirt - zz =e ». 0°53" 0°43* 0°38 0°57* 0°17. 0°18 0:02 0:04 0°77* 0°84* 
Danger a -- O°66* 0°56* 0-45* 0:63* 0-09 0°36 0:26 0:98 0°82* 0-84* 
Wrong .. 0:49% 0:49% 0:33 0°53* 0°03 O16 osio 0:05 0°88* 0°82* 


* Significant correlations (p < 0-05). 
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rating scales caught up with the improvement 
on avoidance; (b) in patients who failed to 
respond successfully, the improvement in avoid- 
ance slipped back to a level which was more in 
line with other measures, 

In view of the strong correlations between 
outcome criteria at six months follow-up, the 
concordance between patient and relatives’ 
accounts in those cases where these were 
available at two years, and the similarity of 
ratings between patients who were and were not 
interviewed at two years, we feel justified in 
accepting the self-ratings and attitude measures 
as valid indicators of outcome. In fact, the self- 
rating of obsessive anxiety and attitude scales 
(change scores) correlated significantly with 
most of the other measures at six months 
follow-up. 

Self-ratings on clinical scales at two-year 
follow-up were not at variance with our clinical 
impressions. Changes in evaluative attitudes 
lagged behind those on clinical scales in four 
cases. 


DISCUSSION 


Treatment by real-life exposure with self- 
imposed response prevention effectively reduced 
rituals in two-thirds of our chronic obsessive- 
compulsives. Treatment was relatively short 
(3-8 weeks) and did not involve continual 
supervision. The stability of improvement after 
treatment is gratifying. All 8 patients who were 
much improved after the first three weeks of 
treatment by exposure remained so at two-year 
follow-up, as did all 12 patients who were 
much improved at six months follow-up. The 
improvement never began after relaxation 
treatment. It began only with exposure treat- 
ment in all but one patient, who improved 
without treatment after six months follow-up. 

Three of our successful cases required booster 
sessions of treatment after discharge from 
hospital. It seems worthwhile making clear to 
patients that any tendency towards relapse 
should be reported early so that this can be 
dealt with. One patient who has remained 
. improved to two-year follow-up still has periods 
during which her rituals and depression return 
to some extent. On such occasions (3 in two 
years) she is given a booster treatment in her 
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home and further encouragement. So far she 
has responded well to these sessions. 

Our results are in line with those reported in 
an uncontrolled study by Meyer et al. (1974). 
In their study, 10 patients with chronic com- 
pulsive rituals were followed-up for a mean of 
two years after treatment by exposure with 
supervised response prevention. Two patients 
were reported as being unchanged in their 
rituals, 2 improved and 6 much improved. 

Our results also agree with those of Roper 
et al. (1975). They treated another 10 in- 
patients in this hospital by in-vivo exposure and 
modelling, with comparable results; at the 
six months follow-up (the latest so far) the 
changes achieved parallel those depicted in 
Fig. 3. 

In our opinion, patients’ ability to reduce 
rituals between sessions during the first few 
days of treatment is a good prognostic index. 
While it is possible that continuous nursing 
supervision might have helped the six patients 
who could not resist rituals between treatment 
sessions, our experience of this method with 
patients outside the treatment trial suggests 
that determined patients find ways of evading 
supervision. 


Active ingredients of treatment 


Relaxation treatment was not followed by any 
change in compulsive rituals, while in-vivo 
exposure was effective whether or not it was 
preceded by relaxation (control) treatment. In 
those 5 patients who had exposure without a 
preceding phase of relaxation (Fig. 1) improve- 
ment in rituals did not differ significantly from 
that in the other 15 patients (Rachman et al., 
1973). Improvement in compulsions only began 
after one of the three variants of exposure in pivo. 
There was no significant difference between 
those patients who were exposed either rapidly 
or slowly with modelling (Hodgson et al., 1972). 
We now use rapid exposure where possible. 
The rate of exposure is, of course, governed by 
the patient, but in describing the treatment we 
stress the importance of prolonged exposure to 
threatening situations. 

The addition of modelling to in-vivo exposure 
did not significantly enhance results (Rachman 
et al., 1973). In this context, modelling can be 
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defined as the observation of a therapist carry- 
ing out a therapeutic manoeuvre. That it is the 
particular manoeuvre being demonstrated which 
is important, rather than the act of observation 
itself, was shown by Roper et al. (1975). They 
found that when the therapist modelled straight- 
forward relaxation exercises without exposure to 
the contaminating or ritual-provoking situations, 
but asked the patients to carry out similar 
relaxation exercises, patients hardly changed in 
their rituals. Thus merely observing the thera- 
pist carry out a ‘therapeutic’ exercise was not 
helpful. Slight improvement began in some 
patients after they passively observed the 
therapist engaging in anti-compulsive behaviour 
like deliberately contaminating himself or 
making things untidy. Clinically significant 
improvement, however, was achieved only 
after the patient himself imitated the therapist’s 
behaviour. Although for patients as a whole 
modelling did not have a significant effect over 
and above that of exposure to situations which 
triggered rituals, it is possible that for some 
patients treatment is easier after they have 
first observed a therapist performing the 
requisite actions. 

The optimum speed of exposure is still unknown. 
We suspect that the faster one can proceed, 
with the patient’s permission, the better, but 
have no data to support this clinical impression. 
The patient’s permission is crucial, and one 
cannot push patients beyond a certain point. 
Calm, gentle yet firm persuasion was helpful, 
but where the patient resisted this strongly we 
could do little. 

It is obvious that this treatment requires a 
good patient-therapist working relationship, and a 
sense of humour helps patients over difficult 
situations. Several patients commented that they 
could follow the therapist’s instructions to 
touch contaminated material though they could 
not perform the identical action when asked to 
do so by a spouse before or even during treat- 
ment. It is a commonplace that it is difficult to 
teach one’s spouse to drive a car—it is easier for 
a driving instructor. The essential ingredient 
may be a willingness for a patient to accept and 
follow instructions from an informed person, 
whoever this is. Sometimes relatives could be 
successfully trained to act as co-therapists, but 
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much research is needed into the subtle in- 
gredients which decide whether and when 
instruction from a particular person is accept- 
able. 

The role of response prevention during exposure 
treatment is not known. In our treatment 
response prevention was self-imposed. We asked 
our patients voluntarily to refrain from carrying 
out their rituals after they were contaminated. 
Forcible restraint was not used. Response pre- 
vention may be important only in so far as it 
prolongs the period of exposure, i.e. as long as a 
hand-washer refrains from washing after being 
contaminated, exposure (to the feeling of 
contamination, sense of danger, etc.) is con- 
tinued, and this terminates as soon as washing 
removes the contamination. In a small-scale 
piot experiment on short-term effects, Lipsedge 
(1974) allowed patients to wash for as long as 
they wished, but they were continually con- 
taminated throughout the washing procedure. 
These patients showed the same improvement 
over one week as did other patients who were 
contaminated but not allowed to wash. The 
design did not permit conclusions about longer- 
term effects. Although this might suggest that 
response prevention is not necessary, much 
more evidence is needed before this important 
point can be decided. 

We do not yet know whether there is an 
optimum length of treatment sesstons for exposure. 
In agoraphobics (Stern and Marks, 1973) two 
hours of continuous in-vivo exposure was signi- 


‘ficantly superior to four spaced half-hours 


during the same afternoon. Whether longer are 
better than shorter periods in compulsives 
remains to be investigated. It is, however, 
difficult to investigate because after a single 
hour of treatment during which his room, 
clothes and belongings are contaminated, an 
obsessive patient is likely to feel contaminated 
(i.e. to be exposed to a discomforting internal 
stimulus) for hours, days or even weeks. 


Selection of patient sample: The question arises 
whether our patients were a highly atypical 
group of compulsives. Apart from the female 
preponderance and the fact that their problems ` 
had to be amenable to evaluation on a live 
avoidance test, they were not obviously differént - 
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from most patients with severe compulsive 
rituals. Avoidance tests could be constructed for 
almost all patients with rituals. Only ruminators 
were excluded on this count. Several patients 
were excluded from the trial because their 
problem was too mild to warrant in-patient 
treatment. 

In considering the applicability of our 
methods to obsessive-compulsive patients in 
general, it is instructive to examine certain 
features of all the obsessive-compulsive patients 
whom we saw over the years 1970-74 during 
which the present trial was conducted, along 
with other controlled trials (Lipsedge, 1974; 
Stern ef al., 1973; Roper et al., 1975) as well as 
routine treatment. One hundred and twenty- 
five patients with obsessive-compulsive disorders 
were interviewed and assessed for possible 
treatment in ongoing controlled trials, training 
courses or routine treatment programs, depend- 
ing on the vacancies available for treatment 
when the patient presented. Of these, 82 were 
treated for their obsessions, 25 as out-patients, 
and the rest as in-patients; 21 of these 82 had 
antidepressant treatment during some stage of 
anti-obsessive treatment. Eleven further patients 
had purely antidepressant treatment. Twenty- 
seven patients were offered but refused treat- 
ment for their obsessions, and we rejected 5 as 
unsuitable for treatment. It is thus clear that 
most of the obsessive-compulsives referred are 
accepted for treatment, and only one-fifth 
refuse treatment despite the rather demanding 
conditions of the treatment programme. Of 
those who were offered treatment for their 
compulsions, as opposed to their depression, a 
quarter refused treatment. Of those who began 
active treatment for their obsessions, only 5 
dropped out before an adequate trial of treat- 
ment had been given. 

The figures demonstrate that we offered 
treatment to most patients who were assessed 
by us, that most patients accepted the condi- 
tions of treatment, and that few dropped out 
after starting treatment. Our treatment methods 
seem applicable to the bulk of those obsessive- 
_ compulsives whom we interview. How these 
compare to all obsessive-compulsives in the 
community is unknown, and only a community 
- survey could answer this question. 
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Drop-outs: It is surprising that none of our 
20 trial patients dropped out during the six 
weeks trial period after initial assessment. One 
patient refused domiciliary treatment after 
discharge; another discharged herself shortly 
after admission before assessment had been 
made, while several other patients declined an 
offer of treatment and were not admitted. The 
infrequency of drop-outs might reflect the com- 
mitment which was expected from patients 
before admission. They were told that they had 
a reasonable chance of improving with treat- 
ment but that it would not be easy and would 
require considerable effort from themselves; e.g. 
at some stages where appropriate they would 
have to agree to touching contaminated 
materials in hospital and later at home. They 
also knew that relatives would need to be 
involved where necessary. We are as yet 
powerless to help patients who do not want 
treatment, and we do not try to cajole them 
into treatment against their wishes. Outside 
the trial, in an attempt to increase their com- 
mitment, several patients were asked to sign 
written contracts agreeing to specified details of 
treatment both in hospital and at home. By 
itself commitment to treatment does not produce 
improvement, but it helps patients to swallow 
the pill of exposure in vivo which leads to change. 


Involvement of the family in treatment is crucial in 
some cases, and to expedite this an obsessive 
family group was instituted for patients treated 
after this trial was concluded. Up to 7 patients 
and their key relatives met together with a 
therapist in a group of up to 16 people. They 
discussed and shared common problems which 
the compulsions created for the family, and 
ways to deal with these. As an example, patients 
who sought repeated reassurance from their 
spouses about contamination were requested to 
ask this of their spouse in the presence of the 
group. The spouse was then taught to reply 
‘Hospital instructions are that I don’t answer 
you.’ After several role-rehearsals along these 
lines the spouses became able to resist giving 
reassurance on demand at home. Other patients 
would rehearse their contaminating exercises 
in the group with the aid of other members. 
A warm, mutually supportive and helpful 
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atmosphere was generated in the group, which 
was oriented towards solving problems which the 
patient’s rituals created for himself and the 
family. The family group met every four to six 
weeks. Families seemed to find it helpful, and 
relatives were facilitated in their role as co- 
therapists. The group was open-ended, and 
patients who had overcome their rituals would 
eventually leave, while new patients and their 
relatives joined at intervals. 

This kind of family group seems to have 
potential as an adjuvant to, not a replacement 
for, treatment of the individual patient. It 
contains multiple therapeutic ingredients, some 
of which may well be redundant and require 
more systematic enquiry. We have not yet 
experimented with treatment of obsessive 
patients by group exposure in vivo in the 
manner which has been carried out successfully 
on agoraphobics by Hand et al. (1974) and 
Hafner and Marks (in press). 

Patients who lived a long way from hospital 
were especially difficult to treat if they required 
domiciliary treatment, because of the travelling 
time. The aid was enlisted of other professionals 
who lived in the patient’s area to act as co- 
therapists. Sometimes this worked well, but at 
other times co-therapists knew little about the 
treatment and found it difficult to conduct even 
if they had seen it briefly in operation in our 
hospital. Failures could be due to applying the 
exposure treatment unsystematically or for too 
short a time. In one case outside this trial a 
clergyman was enlisted briefly as a co-therapist 
for a patient who worried about contamination 
from semen after masturbation at home, but 
who refused to masturbate in hospital to produce 
such contamination, on religious grounds. When 
the clergyman gave religious sanction to such 
masturbation the patient complied and im- 
proved. 

Another limitation in a few patients outside 
the trial was the absence of suitable halfway 
houses where the patient could try out his wings 
after discharge from hospital before his return 
home or to an independent existence. Very few 
hospitals or day centres have personnel trained 
in the requisite treatment methods who can 
fade out treatments in a structured environment 
as the patient slowly acquires confidence. Such 
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facilities might have prevented several failures 
in the transfer of improvement from hospital to 
community. The creation of such suitable inter- 
mediate care facilities is beyond our resources 
at the present time, but it clearly merits further 
research. 

Patients with severe compulsive slowness present 
special problems in treatment (Rachman, 1973). 
The lives of such patients and their families can 
be crippled because the patient may take several 
hours to get dressed or undressed, have a bath 
or cross the road. Although the exposure 
methods described in the present paper are not 
applicable, another approach can be successful 
for this problem. Each detail of the patient’s 
action sequences is timed. These data are 
analysed and form the basis for treatment which 
combines pacing, instructing and/or modelling 
of the requisite behaviour. The patient is 
prompted to carry out the necessary actions, is 
paced while he carries them out, and is given 
targets of time to complete each action. The 
targets are steadily whittled away towards 
a normal baseline. While results with this 
approach can be encouraging in some patients, 
in others it is so time-consuming for so little 
change that it is not practicable. More work 
is needed in this area. 

A brief vignette from a patient outside the 
trial illustrates the approach (taken from 
Hodgson and Rachman, 1975): 

A patient had a compulsion to be slow, 
meticulous and ritualistic, especially when 
dressing, washing, shaving, cleaning his teeth 
and combing his hair. He had been unemployed 
for two years, since most of his day was spent in 
ritualistic behaviour. Before his admission he 
rose at 8.00 a.m. yet did not complete his wash- 
ing and dressing rituals until late afternoon. 
Cleaning his teeth involved 192 slow meticulous 
brush strokes for each application of toothpaste 
and for each rinse, the whole ritual taking about 
half an hour. Shaving took one hour every 
morning, the whole ritual being frustrating 
(even for the watching therapist) and involved 
numerous slow repetitive circular movements of 
his electric shaver. 

Treatment involved seven weeks of ‘pacing’ ` 
or ‘time and motion treatment’. This en- 
couraged the patient to change his stereotyped 
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methods and to speed up each element of his 
rituals. After treatment he resumed paid full- 
time work, which he attended punctually. 
These gains remained at two-year follow-up, 
though he was still more ritualistic than normal 
and was still socially isolated (Fig. 6). 
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Fic. 6.—Improvement in compulsive slowness after ‘time 
and motion treatment’. 


Cost-effectiveness: Limitations of time and staff 
made it necessary for us to decide at an early 
stage whether treatment of a given patient was 
practicable. As long as patients showed signs 
of improvement with treatment it seemed worth 
. continuing, provided extrapolation of the 
curve of change suggested we would not need 
to go on for years before worthwhile gains 
accrued in the patient’s life. With most patients, 
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fortunately, such gains were obtained within 
one to two months of exposure treatment; with 
rare patients outside the trial we have gone on 
for more than a hundred treatment sessions with 
useful results. However, in a few cases with 
extensive ramifications of multiple rituals we 
reluctantly had to decide after a while that the 
game was not worth the candle, despite the 
evident small improvement. These considera- 
tions of cost-effectiveness obviously affect all 
medical and psychological treatment, but are 
particularly salient when a formerly untreatable 
condition such as chronic compulsive rituals 
becomes amenable to a new method like real-life 
exposure. 


Relationship of rituals to other psychopathology. 
The comparative independence of changes in 
obsessive-compulsive phenomena relative to 
other psychopathology was noteworthy. A clear 
example is a woman with checking rituals and 
severe agrophobia. She had separated from her 
husband before treatment and obtained a 
divorce during the follow-up period. She then 
became very depressed for two months, after 
which her mood returned to normal; through- 
out this time and subsequent follow-up her 


` compulsive rituals did not return, and this was 


confirmed by her daughter. The patient refused 
treatment of her agoraphobia, as it hardly 
interfered with her life-style. Significantly, this 
agoraphobia remained unchanged throughout 
two-year follow-up despite the improvement 
in her rituals. Two other patients showed 
similar independence of obsessions and agora- 
phobia. In one the two problems improved 
independently as each was treated in turn; in 
another patient outside this trial the treatment 
of agoraphobia by exposure in vivo led to its 
improvement even though the obsessions re- 
mained. Similarly in two other patients with 
severe marital problems these remained un- 
changed despite improvement in compulsive 
rituals. 

Though depression is usually associated with 
some increase in the obsessive-compulsive 
features, this was not always true in our patients 
after treatment of their obsessions. Five patients 
showed the same fluctuating depression during 
follow-up which they had had before treatment. 
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This responded to tricyclic drugs, while the 
improvement in rituals was maintained. 
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A Ten-year Study of Out-patient Analytic Group Therapy 


By BARBARA M. DICK 


Summary. Ninety-three chronic neurotic patients whose previous psychiatric 
treatments had proved unsuccessful were included in this study, and selected 
patients, relatives and G.P.s were briefed to expect stress during therapy. 

Assessment made by therapist and patients before and after therapy was made 
on the basis of the acceptability of eight aspects of their life. Follow-up lasted 
24 years. 

Of the 93 patients, 87 per cent showed positive change, a small number showed 
temporary negative change and one patient became psychotic but later re- 
covered. 

The ‘contamination’ of results due to therapist involvement in assessment is 
offset against corroborative evidence of change, in that 96 per cent of patients 
became independent of the psychiatric and social services after years of de- 
pendency in many cases. There were also marked changes in life situations and 
relationships. 

A need for increased facilities for basic and in-service training of group 


therapists is indicated. 


INTRODUCTION 

Since Kurt Lewin (1936) first used the 
phrase ‘group dynamics’, Gestalt, Encounter 
and T-type groups have proliferated on both 
sides of the Atlantic and have become the focus 
of high expectation of positive outcome on the 
part of their participants and leaders. This 
enthusiasm for the group experience has not 
been widely shared by psychiatrists, many of 
whom have been disquieted by the lack of a 
definite basis of theory and practice, although 
paradoxically some have hoped to achieve a 
saving of therapist time by group therapy. A 
study by Bovill (1972) to test this assumption 
did in fact show that the readmission rate for a 
sample of 36 neurotic patients in combined 
day-hospital group, and relaxation therapy was 
one seventh that of the control group, with an 
equal expenditure of therapist time. A detailed 
evaluation study of group psychotherapy by 
Sethna and Harrington (1971) included 53 in- 
patients and day-patients involved concurrently 
in daily analytic or supportive group therapy 
and other therapies related to Day Hospital care 


who completed treatment. Improvement was 
assessed by both patients and therapists, and a 
comparison was made. The objectives of the 
study also included an attempt to assess patient 
suitability for group psychotherapy. The results 
are described by the authors as ‘modest but 
worthwhile’, although of the 35 patients re- 
ceiving only group psychotherapy 24 continued 
with individual or group psychotherapy as 
out-patients. 

Evaluation studies of analytic.group therapy 
are few. To some extent this is attributable to 
the considerable extent to which psychothera- 
pists depend on their conviction that what they 
do is valuable. Developments within the group 
sessions are frequently marked and dramatically 
reinforce the conviction of a powerful thera- 
peutic agent. It is consequently tempting to 
avoid the challenge of scrutiny and research and 
to repress the awareness that potency may be for 
good or ill, or consist of a placebo effect. 

Home (1966) has indicated the important 
implications of Freud’s view that the symptoms 
of the neurotic patient convey meaning and are 
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the individual creation of the sufferer. Creativity 
has long been recognized as difficult to evaluate, 
for it concerns the sharing of individual experi- 
ence and defies objective scrutiny. To study 
objectively the psychotherapeutic relationship 
is to attempt to face this difficulty, but it could 
be as inappropriate as to attempt to measure 
music in metres. The nature of group 
phenomena is equally elusive. Kurt Lewin 
offered a useful analogy from Einstein: It 
was not the charges, or the particles, but the 
field in the space between which was essential 
to the description of physical phenomena. The 
therapist, however, unlike the physicist, is 
required to be both observer and an integral 
part of that which is observed, and the elusive 
nature of the dynamic forces which operate 
in the ‘field’ of a psychotherapy group remains. 

While scientific objectivity is unattainable, 
and in spite of these difficulties, the study and 
evaluation of the outcome of group therapy in 
terms of its effect on patients and of patients’ 
suitability is essential for further appraisal of its 
therapeutic potential. 

A recently published study by Lieberman, 
Yalom and Miles (1973) of a student population 
involved in thirty hours of intensive group 
therapies of a variety of types has evaluated the 
outcome in terms of change in the participants 
on a number of parameters. Evaluation has 
been made in terms of the positive and negative 
change in participants experienced by them- 
selves, their leaders, co-participants and outside 
friends. The authors found that one third 
showed positive change, one third were un- 
changed and one third were negatively changed 
at the end of the group. Six months later, three- 
quarters of the changers had maintained their 
change. Changes were most noticeable in areas 
of value, judgement and self-image. Such 
changes, however, in a student population must 
be attributed to some considerable extent, as the 
authors accept, to the developmental and 
maturational changes characteristic of this age 

oup. 

Elsewhere Yalom (1970) has described the 
neurotic patient as ‘. . . frozen into a closed 
position; he is not open for learning, he is 
generally searching not for growth but for 
safety’. This description precisely describes the 
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patients in this study of 93 neurotic and border- 
line psychotic patients, few of whom could be 
deemed to be readily accessible to maturational 


change. 


OBJECTS AND METHODS 


Objects of the study 

These have been two: 

1. To test the assumption that closed analytic 
group therapy can be an agent of maintained 
positive change from the status of chronic 
patienthood to that of an ongoing and coping 
person, independent of psychiatric help. 

2. To define factors: (a) relevant to patients’ 


suitability for analytic group therapy; and (b) to 


define group structure suitable for patients 
conditioned to expect therapeutic failure. 


Outline of study 

Ninety-three neurotic or borderline psychotic 
out-patients, 52 female, 41 male, aged between 
19 and 45 years and with a history of from 1 to 
10 years of unsuccessful psychiatric therapies, 
have been involved in the study (‘Tables I and IJ). 
Fifteen patients had previously been in-patients 
and 15 had made one or more serious suicide 
attempts. 

There have been 11 groups over the ten-year 
period from 1963 to 1973, held in the psychiatric 
department of a district general hospital. AH 
patients were initially referred by consultant 
colleagues or by G.P.s for assessment as to 
suitability for individual or for group analytic 
psychotherapy. The writer, a psychiatrist with a 
Jungian analytic training, working under the 
N.H.S.,; has been the therapist throughout the 
study. 

On referral, each patient was involved in five 
or more individual psychotherapy sessions with 
the therapist with a view to appropriate selection 
for either individual or group therapy. 


Task of therapy group 
The primary task has been that of facilitating 


change from patient status to that of an ongoing 
person. As group psychotherapy has frequently , 
been seen to be the end of the therapeutic road 
by those making the referrals and those referred, 
it has been of primary importance to avoid a 
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reinforcement of therapeutic failure. A selection 
based on patient suitability for analytic group 
therapy has involved the therapist, the patient 
and patients’ key relations. 


Selection of patients 
(a) Therapist’s selection criteria 

1. After brief individual therapy, therapist 
selection has been made where the symptoms 
appear to be both the cause and the effect of the 
long-standing dependency role, both maintaining 
the past child/parent relationship in the here- 
and-now situation and continually reinforcing 
this. Such patients describe stress in the whole 
range of relationships with parent-authority 
figures and in situations where they themselves 
are involved in the exercise of authority and 
responsibility. In relationships with bosses, 
senior colleagues or workmates, and at home in 
the role of spouse or parent such patients appear 
to be compelled to fail to fulfil their potential as 
adults and continue to maintain themselves as 
dependent children. 

2. An additional therapist requirement has 
been that members should be currently working 
either as housewives or outside the home. This 
has ensured a reality-base for analytic therapy 
in an out-patient setting where no other therapy 
has been offered other than medication already 
assessed by the patient to be only marginally 
effective. 

3. Reasonable expectation that a patient will 
be locally domiciled for the 18 months of group 
therapy 1s also sought by the therapist. 

4. An upper age limit of 45 has been selected 
as giving optimum potential for change. 


(b) Pattent’s self-selection 

This is based on motivational strength towards 
change. It must be sufficiently strong to cope 
with the considerable and necessary tension 
involved in analytic group therapy and the 
processes of change. All potential members are 
informed that therapy offers no easy option and 
that during the 18 months they may frequently 
feel worse rather than better. This is also 
indicated to their G.P.s. 

Motivation has also been assessed by the 
patient’s acceptance of the ‘group contract’. 
This outlines: 
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(a) Regular attendance at weekly sessions for 
18 months. 


(b) Total confidentiality concerning all group 
transactions. 

(c) The requirement to bring painful material 
and feelings and current life events to the 
group. 

(d) A ban on socialization between members 
outside of group sessions. 


(e) The cessation of individual contact with 
the therapist. 


This last requirement has had particular 
relevance in that 38 of the 93 patients had 
previously had 8-25 individual therapy sessions 
while awaiting a group place. The graduation 
from the one to one relationship to a shared one 
is challenging to a patient and a further test of 
motivational strength (Wolff and Soloman, 
1973). Those who opt for group therapy have 
been encouraged to feel highly privileged, and 
the majority have come into the group with 
considerable hope, which in itself is significantly 
correlated with positive therapy outcome (Gold- 
stein, 1962). Some patients have been stimulated 
to find a job in order to qualify for group 
therapy. 


(c) Family involvement in selection 

The collusion of a key relative or family nexus 
in preserving the status quo of patients, is of 
crucial importance in failure to maintain 
therapy. While spouses and key others may 
assert their support for therapy, they frequently 
manipulate or unconsciously prevent its action. 
An attempt has been made prior to final 
selection to explore the strength of this collusion 
with the key relative and to enlist their positive 
support. In spite of this, owing to the uncon- 
cious nature of the collusion, family stress has 
been common during group therapy. The 
expectation has been that the excessively 
vulnerable and those too enmeshed in collusively 
restrictive outside relationships will be daunted 
either by the forecast of storm and stress or by 
the opposition of the collusive partner. 
No persuasion has been offered to such patients 
in order to avoid a further experience of failed 
therapy. 
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It will be seen that the patient’s suitability 
for therapy has been based on self-selection, 
which in turn has been based on the therapist’s 
selection of appropriate criteria conducive to 
positive outcome. The assumption has been 
made that the appropriate matching of a 
patient to therapy is as important as the 
matching of pharmacological or other therapies 
to diagnostic criteria. Truax and Carkuff (1967) 
have indicated that a treatment mismatched is 
potentially untherapeutic. 


Symptoms of patients accepted for group therapy 
Patients in this series suffered from the full 
range of symptoms listed in the Hamilton 
Anxiety Rating Scale. In addition patients were 
included with obsessional compulsive symp- 
toms, sexual difficulties and deviations, un- 
controllable antisocial or aggressive behaviour, 
and alcoholism. Thirteen borderline psychotics 
were also included who described severe para- 
noid ideas, delusions and hallucinations both 
auditory and visual of variable duration, but 
who fulfilled criteria for selection (Table ITI). 
The symptom most stressed by the patient at 
referral was accepted as the predominant one. 
Symptom removal has, not been seen as the 
primary task of therapy, however. Symptoms 
have been regarded as an integral part of the 
constellation of failure to achieve full adult 
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potential, and the primary task, as stated 
previously, has been that of basic change of 
status. Overall management of symptoms has 
therefore been explicitly handed over to the 
patients’ G.P.s with a request for encourage- 
ment of maintenance of attendance. 


TABLE I 
Treatment prior to group therapy 


Number 
Treatment of 
patients 
Pharmacological only 38 
Pharmacological-t : 
8—25 individual psychotherapy 
sessions* .. Bi sid 38 
ECT .. O.P. 8 
IP. 4 = 
Behaviour therapy .. 4 
Hypnosis S3 TE 2 
Leucotomy .. ji im I 
Total treatments 95 


I patients had previously had ECT, behaviour 
therapy and leucotomy 


* All patients had 5-8 sessions of individual psycho- 
therapy for assessment purposes prior to Group 
Therapy. 

Individual psychotherapy session == 30 mins. fort- 
nightly. 


Tasix II 
Length of duration of symptoms prior to group therapy 
Under 1 yr. 1—2 yrs. 2—5 yrs. 5-10 yrs. 10+ yrs. Total 
Number of patients... I 15 38 a7 12 93 
Taare IT 
Predominating presenting symptoms 
Paranoid 
Obsessive Ageres- delu- 
De- Phobic Psycho- Sexual com- Anxiety sive sional Alco- Total 
pression anxiety somatic pulsive antisocial halluci- holism 
nating 
Number of 
patients 40 9 8 9 6 IO 4 5 2 93 
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Group composition 


Foulkes and Anthony (1957), Whitaker and 
Lieberman (1964), Yalom (1970) and others 
share the clinical sentiment thatthe heterogeneity 
of patient’s symptoms and conflict areas and 
patterns of coping facilitates the process of 
change in interpersonal transactions. Whitaker 
and Lieberman stress in addition the importance 
of the homogeneity of patients’ vulnerability to 
anxiety. ‘The greater the span between the 
polar types (diagnoses and disturbances), the 
higher the therapeutic potential, if the group 
can stand it—is the way that Foulkes sums this 
up. This approach to group composition has 
been used with all the groups reported here. 
In addition, in this series the attempt has been 
made to include in each group a range of 
educational, social and occupational back- 
grounds, in order to facilitate an exchange of 
thinking, feeling, intuition and sensation trans- 
actions within the group (Jung, 1923). Each 
group has also included some borderline 
psychotics. 

The eleven groups have contained an average 
of g members, with a balance of the sexes as far 
as possible. Since the early groups, no new 
members have been added after three sessions. 

The average number of sessions per group has 
been 63, held over a period of 18 months. 
(Four patients in the first three groups started 
late and continued with the next group.) 

It has seldom been possible to realise our 
theoretically conceptualized model of group 
composition, as in the psychiatric department 
of a district general hospital the pool of suitable 
patients at the start of a group is limited in size. 
This, however, in the writer’s opinion, in no way 
invalidates the importance of a facilitating group 
composition, and the reverse of this can be 
damaging to a group, as reported on later. 


Group setting and structures 


These groups have met weekly in the evening 
to avoid disruption of working life. Two groups 
have usually run concurrently but at different 
stages of development, one at 6.30-7.45 p-m. 
and another at 8.30-9.45 p.m. thus allowing 
some comparisons to be made. The setting has 
been a room in the out-patient department at 
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times very basic in its fittings. Each group has 
included a non-participating regular recorder, 
who has recorded sessions verbatim in abbre- 
viated longhand. From this recording and 
discussion, recorder and therapist have evolved 
the Focal Conflict and resolution for each 
session, based on the model of Whitaker and 
Lieberman (1962). From these summaries it 
has been possible to monitor group develop- 
ment on a cognitive level. The recorders’ 
contributions here have been invaluable apart 
from their explicit function, and the availability 
of support and discussion of counter-transference 
has facilitated a balance between anxiety and 
smugness. The experience of recording in a 
therapy group has offered a valuable oppor- 
tunity for training for group therapists, and 
been sought after eagerly. 


Group process and content 


The group analytic model of Foulkes (1957) 
has been used with all these groups. The 
therapist role has throughout been that of 
facilitator of understanding of self and key 
others in the here-and-now situation. Swapping 
of symptoms as such has been discouraged, 
and the group has been encouraged to look for 
meanings. The regular attendance of medical 
student and social worker observers has pro- 
voked the expression and further examination 
of concealed paranoid feelings and has pro- 
vided a link between the outside world and the 
‘inside’ world of the group. In addition to its 
function of testing motivation for membership 
of a group, the group contract has had an 
additional importance. Group patients who 
experience relationships largely as transference 
ones have highly ambivalent feelings towards 
parent and authority figures. The breaking of 
contract rules has been usual and invariably 
flagrant. Developing groups have acted out their 
rebelliousness and ambivalence to authority 
and parent figures in the here-and-now, and this 
flagrancy has enabled the group to experience 
their conflicting needs for the all-powerful 
parental control and support, and for inde- 
pendence and potency. Rebellions within a 
group herald the desired basic change but 
involve therapist and recorder in the acceptance 
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of this. The Focal Conflict schemes have at these 
times proved invaluable, as also when groups 
appear static. 
Termination of group therapy 

At termination each patient has been seen 
individually by the therapist, the recorder and 
latterly by a third member of staff. Information 
has been sought on the eight parameters re- 
ported below, together with the member’s 
appraisal of the group experience and of the 
here-and-now life situation by questionnaire. 
This has requested information about changes in 
key relationships and life-style. They have then 
been offered three possibilities: (a) an appoint- 
ment in six weeks’ time; (b) an appointment in 
three months; (c) an appointment made by the 
patient if requested at a later date. Few have 
requested the first, and like those who have 
requested the second, few have kept their 
appointment, citing pressure of outside life as 
the reason. Ex-patients have occasionally phoned 
in for an appointment, but this is exceptional. 
Further therapy has been discouraged by the 
therapist in view of the objectives of group 
therapy, and in spite of counter-transference 
feelings experienced by therapist and recorder, 
as in all psychotherapy in depth. 


Method of assessment of change following 
group therapy 

The specific areas of disturbance of patients 
were identified from an early stage as related to 
eight areas; it is on these eight parameters that 
estimation of change before and after group 
experience has been made. (A further study 
reporting on the results of a Repertory Grid 
given initially, mid-way and at the group-end is 
in preparation.) 

The parameters chosen were: 1. Marital (or 
in single patients) patient-parent relationships; 
2. Work; 3. Sex; 4. Physical health; 5. Leisure; 
6. Self-image; 7. Self-understanding; 8. Symp- 
toms. The Sethna and Harrington study used 
four dimensions based on those of Hartley and 
Rosenbaum (1963) which to some extent over- 
lap those used here. 

The first three of these parameters are based 
on Freud’s description of successful outcome to 
therapy—‘to be able to love and to work’. 
Physical health relates closely to these. Leisure 
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involves the dimension of self actualization as 
opposed to survival (Goldstein, 1940; Argyris 
(1968). 

Prior to therapy, distortion and conflict have 
been seen to be most marked in the areas of 
relationships, self-image and self-understanding 
as indicated earlier, and effective therapy in this 
study implies the ability of the patient at the 
end of therapy to see himself and others appro- 
priately in the here-and-now. Symptom evalua- 
tion has been included specifically to enable 
patients to evaluate dependence on psychiatric 
treatment. Ratings are as follows: 

A. The acceptability to the patient of all 8 ` 

aspects of their life situation. 

B.7 The acceptability to the patient of 7 

aspects of their life situation. 

B.6 The acceptability to the patient 

aspects of their life situation. 

B.5 The acceptability to the patient 

aspects of their life situation. 

B.4 The acceptability to the patient 

aspects of their life situation. 

B.3 The acceptability to the patient 

aspects of their life situation. 

B.2 The acceptability to the patient 

aspects of their life situation. 

B.1 The acceptability to the patient 

aspect of their life situation. 

C. All aspects are unacceptable to the 

patient. 

The rating before the start of group therapy 
has been made by the therapist and derived 
from the clinical notes. Since all patients had 
an initial five sessions of individual psycho- 
therapy, these areas were specifically explored. 
The post-group rating was made at the termi- 
nation interview by discussion with patient, 
therapist, recorder and where possible a non- 
involved member of the department. 

Change here has been seen to be largely 
global in character, as opposed to the view taken 
by Sethna and Harrison. One parameter would 
appear to affect another and throughout the 
centrifugal effect of each on all other para- 
meters has been marked. All parameters have, 
therefore, received equal ratings. 

Ninety-three patients were rated in terms of 
these eight aspects of life, acceptable to them, 
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before the start of group therapy; 50 (53°7 per 
cent) were rated C (all aspects were unaccept- 
able); 16 (17 per cent) only were rated above 
B.2, No patient was rated higher than B.4 (4 
aspects acceptable) (Table IV). 


RESULTS 
Results of the assessment at the termination of 
group therapy 

Seventy patients (75 per cent) were assessed 
at the termination of the group, and these 
included 64 who completed the full group life 
and 6 others who terminated before the end of 
the group by agreement with the group and 
therapist and who had attended more than 
30 sessions. 

Table V shows the rating of these 70 patients 
after group therapy. Sixty-seven (go per cent) 
were rated above B.2, by contrast with 17 per 
cent who were rated above B.2 before group 
therapy. 

From Table VI it will be seen that 61 patients 
(87 per cent) showed positive change from their 
pre-group rating; 8 {11-5 per cent) showed no 
change, and 1 patient showed a negative 
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change. Change was recorded as equivalent to 
alteration of 3 or more points in rating. 


Negative changer 

The potential for group therapy to produce 
negative change is illustrated here. The patient 
(K.S.), a 34-year-old housewife, presented 
before group therapy with depression, anxiety 
and obsessional rumination about her IQ. The 
onset had been 18 months earlier, when she 
had become involved in an affair with her 
Group Leader in a W.E.A. Group. There was 
a history of lifelong difficulties in personal 
relationships. She was rated B.4 at the start 
of therapy, along with only 6 other patients in 
this study. 

In the group she set herself up to be the leader, 
and was obstructive and destructive to members 
and therapist. Eight members left this group in 
all and several unsuccessful replacements were 
made. At the 34th session she became acutely 
psychotic and paranoid and attempted suicide. 
She was treated with phenothiazines and ECT 
as an in-patient, and subsequently attended as 
an out-patient for two years on phenothiazine 


Tase IV 
Pre-group rating of total series 
Rating A B.7 B.6 B.5 B.4 B.3 B.2 B.1 C Total 
Number of 
patients ..  — — — — 6 10 15 12 50 93 
TABLE V 
Post-group rating of 70 patients (75%) who completed G.T. 
Rating A B.7 B.6 B.5 B.4 B.3 B.2 B.ı Cc Total 
Number of 
patients .. 4 2I 18 13 5 6 I — 2 70 
TABLE VI 
Change* in pre- and post-group rating 
Positive change No change Negative change Total 
Number of patients 61 8 I 70 


* Change = an alteration of 3 or more points in either direction, e.g. C-B.3 or B.4-B.r. 
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medication. She was surly and resentful and the 
marriage was under considerable stress. She 
refused further medication or treatment after 


two years, but in response to a third follow-up - 


questionnaire requested an appointment. She 
reported herself better than she had ever been 
in her life, and this was endorsed by her 
husband, who said her whole personality had 
changed for the better. He stressed that their 
marriage relationship had always been disas- 
trous because of her destructive belittling of 
him on account of his inferior job and education. 
Both felt that the group experience, although 
highly painful for her, had enabled her to dis- 
card her old personality which the group had 
reflected back to her, and she was immensely 
grateful. At the same time she expressed a good 
deal of anxiety about her own destructiveness to 
the group. Her offer of help at the social club 
for patients was accepted, and for some years 
she has been a much valued helper there. 
Recently she has again shown paranoid symp- 
toms and ideas of reference and has resumed 
phenothiazine medication, but has shown con- 
siderable insight into the causal factors involved 
and has been able to continue with her job and 
work with the social club. This patient would 
seem to have experienced a psychotic illness 
precipitated by group therapy, and, although it 
seems probable that she must maintain her 
medication, her warmth and her ability to 
relate both inside and outside the family since 
the group therapy is noticeable. Such patients 
provide a painful learning experience for the 
therapist. 


Unchanged patients (Table VI) 

Of the 8 unchanged patients at the end of 
group therapy, one received behavioural therapy 
after the second follow-up, after clearly defining 
acute anxiety symptoms in social situations. 
These responded rapidly to behaviour therapy, 
and she married shortly afterwards. Group 
therapy would seem to have either changed or 
clarified the nature of her symptoms. Another 
unchanged patient (B.D.) appeared to demon- 
strate a manic-depressive pattern during and 
after group therapy and was referred for 
lithium therapy. He complained- that this 
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dampened down all his feelings, and later he 
declined it. At the third follow-up he reported 
himself well and grateful for the insight he had 
gained in group therapy, which had enabled him 
to perceive that his severe depression was related 
to the end of:an important extra-marital affair 
when the girl-friend married. He had previously 
considered himself to be a gay Lothario in his 
love life and was surprised to discover himself as 
deeply emotional and with a vulnerable per- 
sonality concealed by a superficial bravado. 

A further patient unchanged on post-group 
rating and who never replied to follow-up 
questionnaires was reported on by his G.P. 
g$ years later as being well and not in need of 
psychiatric treatment. He appeared to have 
come to terms with a sensitive autonomic 
nervous system. . 

Three patients appeared totally untouched by 
the group experience in spite of exceptionally 
regular attendance, but they do not appear to 
have sought further psychiatric help. Two were 
alcoholics and one was obtaining considerable 
secondary gain from his marriage partner 
through his psychosomatic symptoms. 


First follow-up 


Six months after the group’s end, patients 
were asked to complete a further questionnaire. 
Of the 70 patients assessed at the end of the 
group, 53 (75 per cent) replied to the question- 
naire. Three had improved on their end of group 
rating; 48 had maintained their positive change. 
In addition to K.S., who was still a negative 
changer, two others had negatively changed. 
One became severely depressed after the end of 
the group and was treated by ECT and anti- 
depressants. The marriage relationship had 
completely changed, the patient having become 
self-sufficient after years of dependency. She 
made an excellent recovery, but the marriage 
problem remained and the husband subse- 
quently became severely depressed. This couple 
later received joint marital therapy. ‘The second 
negative changer was at this time awaiting a 
mitral valvotomy operation. She recovered well, 
but he? marriage ended in divorce which she 
had previously refused to envisage, and she then 
showed positive change. 
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Second follow-up 18 months after the group’s end 

Questionnaires were received by 61 patients; 
45 (73 per cent) replied. Threé patients showed 
increased positive change on their previous 
rating, and these included the two negative 
changers at first follow-up. B.D., the only 
negative changer at this stage, recovered shortly 
afterwards, relating his depression: to the girl- 
friend’s marriage. Per: 


Third follow-up 24 years after the group’s end 

At the time of this study 54 patients were 
eligible to be followed-up, and 44 are accounted 
for. Twenty-five patients completed forms, 2 had 
died, 5 were known to have left the area, and 9 
were reported on by G.P.s. Other information 
was available concerning three. G.P. reports 
showed no symptoms or visits which suggested 
psychiatric illness. The 24 patients who com- 
pleted forms and two of the patients about whom 
other information was forthcoming all showed 
maintained positive change. One patient was 
referred to the department with symptoms 
identical with her original ones. The whole 
family nexus and the G.P. were highly involved 
in this patient’s illness and she is currently 
receiving a variety of medications 8 years after 
the end of the group. She is one of 3 patients 
who completed group therapy and who are 
currently receiving intermittent therapy. Follow- 
up was confined to questionnaire or indirect 
enquiry to avoid encouragement towards further 
psychiatric referral. 


Patients’ description of change 

All questionnaires invited comment from 
patients in addition to specific assessment on 
the eight parameters. These comments indi- 
cated patients’ cognitive understanding of the 
group experience and their awareness of change 
in themselves. Four examples are illustrative. 

f.. I feel the group experience helped me to a 
better understanding generally. I do cope; my 
tiredness does pass and I no longer collapse; nor do 
I over-eat.’ (A compulsive eater and highly obsessional 
woman.) 

‘. . . Most important, I now realize I am not 
“special” in the way I thought I was. In being special 
to one person (the patient is now married) the 
importance of promoting myself as unique or superior 
has diminished.’ (A repeatedly suicidal 27-year-old 
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who feared homosexuality and was discharged from 
the Army as a schizophrenic.) 

*,.. When I say I have been helped I mean I now 
understand my marriage, husband, family, etc., 
much more clearly, but I do not feel that I have 
changed at all. I am still the same inconsiderate, 
demanding, selfish person as before—but I perhaps 
now feel more guilty about it. . . . Things have settled 
down’ beautifully for us. I have an enjoyable and 
interesting job and I am relieved of a great many 
domestic responsibilities which overwhelmed me (she 
has five children). We are managing to face the 
unsettled future of my husband’s job.’ (32-year-old 
woman with obsessional dislike of, and aggressive 
feelings towards, one child who was referred to the 
C.G. Clinic for behaviour disorders.) 

‘t... How does one accept the unacceptable? Before 
group therapy it would have been impossible.’ (An 
obsessional ruminator and transsexual.) 

Cognitive understanding appears to play an 
important part in ‘the corrective emotional 
experience’ and a positive outcome of therapy. 


Changes in family relationships 

As indicated previously, change in a patient 
appears to involve the family in considerable 
stress. Twenty-one patients (30 per cent) de- 
scribed severe disturbance in their key relation- 
ships concurrent with or at the termination of 
group therapy. In all, 57 of the 7o patients 
assessed. at the end of the group experienced life 
situational change immediately after or during 
group therapy. Nine divorced or separated, ten 
spouses sought marital counselling, and two 
single patients left the parental home for the 
first time. Eleven married or formed a stable 
partnership. Seven housewives started work or 
training. Eight changed jobs for promotion 
reasons. Seven changed their place of domicile. 
Two achieved a desired pregnancy, and a 
further patient took her children out of care. 
These major life situational and relationship 
changes would seem to validate the assumption 
that group therapy is an agent of maintained 


change. 


_ Early terminators 


Twenty-three patients (24 per cent) failed 
to attend for the 30 or more sessions on which 
the patients have been assessed in this study. 
Four of these left the area; 2 became acutely 
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psychotic. The remaining 16 left for a variety of 
reasons. Ten of the early terminators attended 
20-}- sessions. 

Eight (30 per cent) of the early terminators 
were in the same group, seven of whom attended 
less than ten sessions. As only two other patients 
in the whole study attended less than ten 
sessions, this group’s composition was felt to 
be significantly related to fall-out. This group 
contained patient K.S. referred to earlier, who 
became psychotic after the 34th session, having 
been aggressive and destructive throughout. 
Another patient withdrew from this group with 
psychotic symptoms, becoming severely de- 
pressed at the 16th session. Patients were added 
to this group to replace the early terminators, 
but the tension was too high for cohesion to 
develop. This group offered a further learning 
experience for the therapist, as it illustrated 
the capacity of the group to be an agent of 
negative change where group composition 
provided too little security for patients. Patients 
who terminate early or show psychotic or 
disturbed behaviour may, however, facilitate 
change of a positive nature in the other group 
members, if group composition promotes suffi- 
cient cohesion. 

Follow-up was done on the 23 patients who 
were involved in fewer than 30 sessions. Infor- 
mation was received about 16. Seven (44 per 
cent) have since sought psychiatric treatment 
and medication from G.P.s or psychiatrists, 
as compared with 7 per cent of those who 
completed treatment. Those who completed 
questionnaires and have not sought further 
treatment show little cognitive awareness of 
the group experience or change in self- 
understanding. 

There is no indication of how many hours in 
therapy enable a given patient to obtain ‘the 
corrective emotional experience’ to break a 
repetitive pattern of failure or to gain under- 
standing of what has taken place, which appears 
to be an important part of the therapy. A 
minimum of thirty sessions was arbitrarily 
chosen in this study for the expectation of 
change, as was the 18-month length of group 
life. Patients appear to need this time, though 
change has frequently developed transiently at 
a much earlier period and been followed by 
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repetition of the old pattern. There appears to 
be a need to consolidate the learning experience. 
It is, however, possible that patients also un- 
consciously regulate their processes of change to 
fill the time offered to them. 


Discussion 

Patients in this study who before group 
therapy have lived considerably disabled lives 
within the clgsed society of their families, their 
G.P.s and subsequently their psychiatrists and 
social workers, have been exposed to the ‘open 
society” (Popper, 1945) of an analytic therapy 
group, and following this the majority appear 
to have been enabled to become independent of 
the psychiatric services and to become involved 
in a process of change. 

Post hoc is not of necessity propter hoc, and as in 
all relationship therapy there is the inevitable 
‘contamination’ factor in that the therapist has 
been involved in the assessment and the spectre 
of this ‘contamination’ no doubt plays a part in 
the paucity of psychotherapists who undertake 
the scrutiny of their effectiveness. 

Patients here have been encouraged to seek 
their own evidence of change, and additional 
objective evidence has been provided by the 
maintenance of independence from the psychia- 
tric services during 24 years and by the reported 
changes in life situations and relationships. 

While it is true that in this study the therapist 
has been a constant factor, it would seem a 
paradox to stress this. Change is the therapeutic 
endeavour in analytic group therapy, and with 
the widening experience of ten years of the 
conducting of therapy groups, it may be hoped 
that both therapist and therapy have changed. 

The decline in response to questionnaires over 
the 24-year period of follow-up is in keeping 
with a familiar pattern, but may to some extent 
be attributable to the declared policy in this 
study of discouraging patients from maintaining 
their relationship with the psychiatric services. 
However, efforts have been made to ascertain 
that ex-patients are not ‘doing the rounds’ of 
the psychiatric departments in the N.H.S., 
though this does not, of course, preclude use of 
the voluntary counselling agencies. 

It is impossible to compare the number of 
hours of therapy or their cost in terms of 
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therapist time with those spent before the 
group experience as we would like to do in 
terms of a control study. There is, however, 
considerable evidence that chronic depressive 
and anxiety states lead to severe disablement of 
the patient and disruption of family life, their 
consequences being more disastrous than those 
of severe psychosis (Bransby, 1974). The 
phenothiazines and antidepressant drugs, to- 
gether with lithium and ECT, offer a basis of 
hope for the sufferer from psychosis. At the 
present time neurotic patients must share with 
John Donne (1623) the protest “But I do 
nothing upon myself and. yet I am mine own 
Executioner.’ This study offers encouragement 
for the assumption that analytic group therapy 
with selected patients may change this state of 
hopelessness. 

‘Group therapy’ is a generic term, and 
reports of its results often avoid definition of the 
expectation of outcome of therapy and of the 
value and direction of therapist training. An 
analytic therapy group has the expectation of 
intrapsychic change, and the facilitation of this 
requires therapist awareness of his own intra- 
psychic and interpsychic functioning, and the 
awareness of counter-transference involvement. 
There is, therefore, need for the experience by 
therapists of membership of an analytic therapy 
group, and in addition for supervision groups, 
workshops and symposia. These are at pre- 
sent not readily available outside London. The 
method evolved here in which a therapist- 
recorder partnership monitored sessions through 
the Focal Conflict Scheme of Whitaker and 
Lieberman has been helpful in the absence of 
formal supervision and support groups. A 
therapist can take his group only as far as he 
has gone himself, and expansion of the facilities 
for training of therapists is a priority need for 
psychiatrist training schemes. 
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ò so quite quickly: nee cn 


* social speech would continue to occur. witout “the Benefit of external reinforcement was 


examined by observing the subjects through a one-way mirror in a bare interview room 


“ws adjacent to the teaching room immediately after each: training ‘session. On-some occasions © 
” untrained subjects were observed in the bare room with the trained subjects. 
The reinforcement of social speech was demonstrated to be effective by the use of a reversal — 
design (baseline, reinforcement, no reinforcement, reinforcement), where the rate of speech 
increased considerably when reinforcement was available but decreased when it was discon-. 


tinued. Generalization of the increased social speech, however, was very poor and only, e 


significantly above baseline levels with the pair who seemed responsive to social as well as 
material reinforcement. ane implications of this for training programmes are aeeusee 
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INTRODUCTION 

“The use ‘of behaviour modification for training 
basic skills and behaviours and speech in the 
subnormal:is. now well established (Gardner, 
1971); and. SO its ‘value should now be assessed 
in training. more complex behaviours. Verbal 
social interaction with peers and colleagues is an 
everyday behaviour which is both enjoyable and 
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informative. Many institutionalized severely ` 


subnormal persons, however, do not converse 


_ _ with each ‘other; ‘although they may have 


moderately, good language’ skills and enjoy 
‘talking to staff. Conversation between patients, 


which for this study i is termed ‘social speech’, 


has been studied in’.two previous experiments 
(Barton, 19723 Barton, 1973); and has been 
shown. to respond to positive reinforcement. In 
the first study, the possibility of. bringing this 
behaviour. under contingency control was 
demonstrated, together with a- comparison of 
sweets and tokens as reinforcers. As tokens were 
shown to be much more effective, the second 
study (1973): and the present one both used 
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tokens only. In the second study (1973), it-was' 
shown that even profoundly retarded persons 
could learn to converse with one another and 
that inappropriate verbalizations in this situa-., 
tion could be reduced. 
- It was felt, therefore, that as ae. . 
could be trained in the laboratory it was’ 
necessary to.see if there was any generalization 
of the behaviour from the training situation. 
In the. second experiment (Barton, 1973), 
observations of the subjects in the occupational 
therapy department suggested that there: was 
no carry-over of training. However, the occupa- 
tional therapy department provided more Sds 
for non-conversational behaviour (radio, work 


tasks) than for conversation, and so it was 


thought better that the subjects should be 
observed for generalization in a neutral situa- 
tion, close to the one where training took place, 
in order to maximize the chance of generaliza: 
tion.. re ah aoe 

The procedures” chosen were in some’ ways 
similar to those of Whitmart et al., (1972), who y 
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depression faster than almost 
any other drug. In many 
casesimprovement can be 
observed intwoto three days. 

‘Parnate’ is indicated for 
Serious reactive depression, 
intractable depression 
and patients who have 
failed to respond to other 
drug therapy. 

For atypical depression, 
particularly associated with 
phobic anxiety, ‘Parstelin’ is 
likely to be unsurpassed. 
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attempted to increase ‘interpersonal language 
responses in two moderately retarded children. 
In ‘an ABAB design, they observed two-children - 
for 20 minute periods‘in a playroom together. 
with two other children. In the B phase’ the.. 
target pair were brought to the playroom: 20", 
minutes before, the other children and ` played- 
thrée games involving speech with each” other,. 
«having been instructed that they would’ ‘éarh 
‘tokens if ‘they spoke to each other. Their 
_Betieralization results show. that, interpersonal 
speech was at a low level i in the baseline phase 
bit” “increased in: the. sessions immediately 
"following the’ training - sessions; this increase 
was lost when the trainirig sessions were dropped 
insthe‘reversal period, and increased again when 
they’ were reinstated. It is possible, however, 
that the commands to talk to each other were 


sufficient to keep the boys talking for 40 minutes 


(20 with reinforcement and 20 without), 

articularly as they remained in the same room. 
“#T#}s otherwise difficult to see why the behaviour 
_dropped on reversal, for if the behaviour 
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contingency session it would be: expected to 
generalize to reversal, which is also a 20-minute 
no-contingency session: 

The use of the word. ‘generalization’ in - this 
paper may be rather misleading, since the 
word is more correctly used to describe genera- 
lization to new examples of the same mode of 
behaviour or applications of the rule. Our use 
of the word with reference to a different location 
for the newly-trained behaviour stems from the 
oft-reported phrase: ‘no generalization, however, 
was shown to the ward/home etc.’ so that the 
use of the word is extended from transfer of a 
skill to new material to transfer of a skill to a 
new place. Transfer of a skill to a new location 
was regarded of interest as long ago as Pavlov, 
but has now reached considerable importance 
with the advent of special units where the 
mentally handicapped patient may go to learn 
new behaviour—what happens when’ he is 
returned to his previous environment? This 
question is one which must be considered when 
planning such developments. 

The Whitman study suggested that generali- 

Sion was possible, but this may have resulted 
- from a situation effect. In order to try to over- 
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come this it was decided that the subjects in the ` 
present. experiment would be moved to a 
different-room for the genėralization observa- 
tions. It_was also decided to study generaliza- 
tion in the subjects alone before introducing the 
extra Variable of other (un-trained) subjects. 
Failure of generalization can occur when the 
subjects: réceive neither external nor internal 
reinforcement for the response. Social speech is 
generally reinforced by the response of the 
other person—hence the reason for different 
rates of responding according to whether one is 
alone or with other people (excluding the 
abnormally shy and the absent-minded). Whe- 
ther or not generalization occurs appears to 
rest on whether or not social speech becomes 
reinforcing in its own right: it was, therefore, 
thought. that subjects with low tates of social 
specch who appeared to find conversation with 
staff reinforcing would be more inclined to 
generalize than those who did not even speak 
to staff: Three pairs of subjects were chosen 
who had good language skills but low rates of 
social speech. The first pair conversed much 
with staff, the second pair were both inclined 
to withdraw, and the third couple included a 
taciturn subject and a more responsive one. 
The hypotheses and aims of the present 
experiment were, therefore, as follows: 


(a) the rate of social speech would increase 
when reinforced; 

(b) social speech would generalize to another 
situation unless reversal occurred when 
baseline situations were reinstated; in 
which case it was suggested that the 
subjects were able to discriminate a rein- 
forcing from a non-reinforcing situation; 
if social speech became reinforcing in its 
own right it would show less response to 
external contingency change; 

the subjects with an apparently more 
positive social reinforcement history 
would be most likely to show some 
generalization. 


(c) 


(d) 


i METHOD 
The subjects 
The subjects were six severely retarded persons 
(one subject was used more than once) who were 
long-stay patients in a hospital for the subnormal. 


The ‘target subjects for study I (both extraverted) 
were Len (46 yrs., IQ 37 (Binet), undiagnosed) and 


Lyn (35 yrs., IQ 42 (Leiter), Down’s syndrome). The 


generalization subjects for study I were Jon (age 28, 
IQ 36 (Binet), severe epileptic) ‘and Pat (age 38, 
IQ 34 (Binet), undiagnosed). The study IT subjects, 
who were inclined to be withdrawn, were Jon (as 
before) and Eve (27 yrs., 1.Q. 34 (Binet), chronic 
schizophrenic). The subjects for study III were Jon 
(as before) and Di (41 yrs., IQ 41 (Leiter), Down's 
syndrome). The age range was 27~46, mean 36 years. 
The IQ range was 34-42, mean 37 (but two subjects 
had been assessed on the Leiter Performance Scale, 
which slightly overestimates). 


Behaviour and recording 

The behaviour reinforced. was social speech, which 
was defined as speech directed toward the other 
patient; this was signified by looking at the other 
subject when speaking or using the other subject’s 
name, or by the content of conversation being 
obviously in response to a remark from the other 
subject. Only appropriate and distinct speech was 
included as part of the definition, i.e. not singing, 
hiccups, moaning, whispers, muttering, etc. 

The recording was done on an ecight-channel 
continuous belt Rustrak recorder. 


Design 

The design involved reinforcing the subjects for 
social speech for 15 minutes in room A, and then 
transferring them to room B where their behaviour 
was observed through a one-way screen. This was 
carried out with three different pairs of subjects. 
In study I, both subjects enjoyed conversation with 
staff but did not converse with other patients; study I 
subjects were both withdrawn and solitary; study III 
used one of the withdrawn subjects plus another who 
would talk to staff. In study I, after the target subjects 
had spent 15 minutes together in room B, a non- 
reinforced pair of subjects were to be introduced into 


the room and interaction between the four subjects . 


observed for a further 15 minutes; the non-reinforced 

pair were not introduced in study ITI and study III. 

Study I (Len and Lyn) comprised the following 

ABAB design: 

A. Six baseline sessions of 15 minutes in the labora- 
tory, followed by 15 minutes in the generalization 
room together and a further 15 minutes in the 
generalization room with two other subjects 
(Jon and Pat). 

B. Thirteen reinforcement sessions (CRF) of 15 
minutes in the laboratory, followed by two 15- 
minute periods in the generalization room, as 
above. 
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A. Twenty extinction sessions, as in baseline. 

B. Seven reinforcement sessions (CRF), as above. 

Study II (Jon and Eve) comprised the following 

ABAB design: 

A. Three 15-mimute baseline sessions in the labora- 
tory followed by 15 minutes in the generalization 
room. 

B. Twelve 15-minute reinforcement sessions (CRF) 
in the laboratory, followed by 15 minutes in the 
generalization room. 

A. Three extinction sessions as in baseline. 

B. Five reinforcement sessions (CRF), as before. 

There was no examination of generalization to other 

people in study IT. 

Study III (Jon and ea the following 

ABABCA design: 

A. Nine baseline sessions of 15 minutes followed by 
15 minutes generalization. 

B. Five reinforcement sessions (CRF) followed by 
generalization testing. 

A. Five extinction sessions followed by generalization 
testing. 

B. Five reinforcement sessions (CRF), as before. 

C. Five reinforcement sessions (IRF 50 per cent) 
followed by 15 minutes in the generalization room. 

A. Three extinction sessions, as before. 

There was no examination of generalization to other 

people in study II. 


Procedures 

Reliability procedures. Reliability was assessed by 
independent observers recording session data simulta- 
neously. Reliability was checked before each study, 
using tape recordings, at the beginning of the study 
and once or twice during each experiment. 


Experimental procedures. Full procedural details will 
be given for the first study, and for the second and 
third study in so far as procedures differed. In study I, 
the subjects (Len and Lyn) spent 5 minutes on three 
of five different activities (drawing, jigsaws, card 
games, looking at magazines and conversation). 
These activities were chosen as ones in which social 
speech might naturally occur. When reinforcement 
was introduced, the subjects were told ‘If you talk to 
each other you will get a token, but not if you talk 
to me.’ Remarks addressed to E were dealt with 
briefly during all experimental phases; such remarks 
usually comprised asking for other games or reporting 
ward instructions. E’s answers were non-committal in 
an attempt to be neutral in reinforcement value. 
This was thought preferable to ignoring the subjects, 
which could have thus led to a time-out situation. 
After the 15-minute session (baseline or reinforce- 
ment) the couple were taken to a nearby room, 
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which was completely bare except for a table and 
chairs. It was ascertained that they were comfortable 
and relaxed; then E departed promising early return. 


The room had a one-way screen, and during the - 


next fifteen minutes any social speech was recorded 
by an observer behind the screen. In study I, after 
15 minutes, two further subjects (un-reinforced) 
were introduced into the room with the words: 

“Here are Pat and Jon; all right?; PH be back in a 
little while’. As before, E departed and any social 
speech occurring between the four subjects was 
recorded from behind the screen. 

During the second study the procedure was similar, 
except that there were no extra subjects introduced to 
the ‘generalization room’ after 15 minutes. 

During the third study, in the third phase of 
reinforcement, the reinforcement schedule was 
reduced from continuous reinforcement to inter- 
mittent reinforcement (VRa), 50 per cent of the 
responses being reinforced. ) 


Reinforcement. During reinforcement sessions ` the 
subjects receiving reinforcement gained tokens on the 
predetermined schedule. The tokens were counted 
at the end of the 15-minute sessions, and an assort- 
ment of items (sweets, cigarettes, tea, coffee, sugar, 
trinkets, etc.) was displayed at varying cost; the 
subjects exchanged the tokens before proceeding to 
the generalization room. During non-reinforcement 
sessions, and for the non-reinforced subjects, a non- 
contingent ‘prize’ (usually sweets) was given to them 
as they left the unit at the end of the daily set of 
sessions. The ‘prize’ was given and received with no 
reference to what they bad been doing during the 
sessions. R 


RESULTS 


The number of seconds of social speech for 
each session by each pair of subjects, together 
with any speech to the experimenter, was 
calculated from the Rustrak tape and is pre- 
sented in Figs. 1-4. 


Study I 

(a) Training sessions. Mann-Whitney U-tests 
show that the means of non-reinforced sessions 
are significantly different (P < o-oor) from 
those of the reinforced sessions. The first and 
second reinforcement phases were not signi- 
ficantly different, though the baseline and 
extinction phases were {P < -oo1). 

Mann-Whitney U-tests show no significant 
differences in amount of time spent in talking 
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to staff, except for the feces. in rate when 
reinforcement was first introduced for talking 
to the other subject; this was significant at the 
P < -o5 level. 

(b) Room generalization. Mann-Whitney U- 
tests on the generalization data show that a 
statistically significant increase occurred when 
reinforcement was introduced in the training 
room (P < -05); there was likewise a statistically 
significant decrease after extinction (P < +05), 
though after extinction the rate was significantly 
higher than after baseline (P < -oo1). There 
were no other differences. 

(c) Subject generalization. After the target 
subjects had been alone in the room for 15 
minutes a non-trained pair of subjects was 
introduced. A few sessions were missed because 
of illness (8). Mann-Whitney U-tests on these 
data show that most phases were not signifi- 
cantly different, except for the following: the 
target subjects spoke significantly more after 
first and second reinforcement phases (P < -o1 
for both); the non-target subjects also spoke 
significantly more after the second reinforce- 
ment phase (P < -025). 


Study IT 

(a) Training sessions. Mann-Whitney U-tests 
on these data show that the amount of time the 
patients spoke to each other changed signi- 
ficantly as the contingencies were introduced 
and withdrawn (P < -oo1); baseline and 
extinction were not significantly different, 
though the two reinforcement phases were 
(P < -oo1) as the rate of responding continued 
to increase. 

The rate of speech to staff did not change 
appreciably after the initial drop (P < -or) 
when reinforcement was introduced. 

(b) Generalization sessions. Mann-Whitney 
U-tests on the generalization data show no 
significant difference between conditions, except 
between baseline and extinction which is a 
statistical fluke resulting from the complete 
silence in post-extinction sessions. 


Study LI 

(a) Training sessions. Mann-Whitney U-tests 
on the data from the sessions showed that 
introduction of each phase led to a significant 
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Fig. 1.—Study I—Social speech (in seconds) in training room. 


change in amount of time spent talking to each 
other (P < +001), excepting for the introduction 
of the VR2 schedule (N.S.). The amount of 
time spent in talking to staff showed small 
significant changes when reinforcement was 
first introduced (P < +025), when VR2 was 
introduced (P < -o16) and when the second 
extinction phase was introduced (P < °05). 

(b) Generalization sessions. Slight changes 
between sessions were evident which reached 
statistical significance in the first two con- 
tingency changes (P < +025). 


Reliability data 

Reliabilities varied from 89 per cent to 100 per 
cent over all sessions where data were taken 
with a mean reliability of 95 per cent. 


DISCUSSION 


From the results it can be generally concluded 
that although direct reinforcement increases 
the rate of social speech in subjects with varying 
interest in speech, generalization is not likely 
to occur unless speech in itself has become 
reinforcing. Generalization could also occur if 
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Fra. 2.—Study I—Social speech (in seconds) in generalization. 


the subjects were unable to discriminate between 
a non-reinforcing and a reinforcing environ- 
ment; however, a reduction to VRe showed 
little effect. 

The results of the three studies will be 
examined in greater detail. In study I, two 
subjects were trained in one room, then trans- 
ferred to another where after 15 minutes alone 
a non-trained pair of subjects was introduced. 
‘The effect of the reinforcement during training 


was clear and dramatic; speech to the staff 
dropped once reinforcement for speaking to the 
other subject began and thereafter remained at 
a low rate. In effect, during reinforcement 
phases speech to staff appeared to create a time- 
out situation, as speaking to staff was a situation 
in which reinforcement would not occur. The 
rate of speech in the generalization room did 
not increase immediately upon the introduction 
of tokens during the training session, but did so 
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Fra. 3.—-Study I]—Social speech (in seconds) in training and generalization. 
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after a delay of.three sessions; however, a 
decrease in the rate as extinction progressed 
during training sessions suggests some generali- 
zation effect. Further, during baseline of six 
sessions, no increase was shown in speech in 
the generalization room. Speech to non-target 
subjects showed some changes from session to 
session; however from observation of these 
sessions it is impossible to tease out how much 
speech to the non-target subjects was self- 
initiated and how much in response to their 
questions. For this reason, the introduction of 
non-target subjects was dropped during the 
second and third study. 

In the second study, a pair of subjects for 
whom speech to anyone (staff or peers) was 


not considered reinforcing were reinforced in 
one room, then transferred to the generalization 
room where they remained alone for 15 minutes. 
As with the previous pair of subjects, reinforce- 
ment immediately led to a dramatic increase in 
social speech in the training situation, which was 
lost during extinction and reinstated when 
reinforcement was introduced again. This study 
had a baseline of three sessions, as opposed to 
the previous study’s six, which emphasizes the 
positive effect of the reinforcer as in a multiple 
baseline design. As before, speech to staff 
dropped once reinforcement had been intro- 
duced. In the generalization room, there was 
no change throughout the study, speech re- 
mained constantly at zero or near zero rates. 
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Fic. 4.—Study IlI—Social speech (in seconds) in training and generalization. 


Despite training to speak to each other, these 
subjects showed no generalization; presumably 
the training was neither long enough nor 
sufficiently varied in schedule for social speech 
to develop reinforcing properties of its own. 

In the third study, two changes were made in 
an attempt to encourage generalization. One 
of the taciturn subjects from study II was 
retained, and a new subject was introduced who, 
judging by her eagerness to speak to staff, 
found some interactions reinforcing. It was also 
decided to lean the schedule a little after the 
second CRF phase by reducing the rate of 
reinforcement to 50 per cent. After a nine- 
session baseline the introduction of reinforce- 
ment again led to an immediate increase in 
social speech. On extinction, the rate dropped 
to near zero but was dramatically increased on 
` the reintroduction of reinforcement. Reducing 
the schedule to 50 per cent led to no change in 
' rate, but when reinforcement was again with- 


drawn the rate plummeted to near zero. In the 
generalization room the rate of social speech 
rose slightly in post-reinforcement sessions, but 
no clinically significant increase was apparent. 
Close observation of these sessions suggested 
one explanation, as it was evident that the 
socially more responsive subject, Di, made 
several attempts to initiate conversation, but 
Jon, for whom social speech was not reinforcing 
in its own right, did not encourage this beha- 
viour; it takes two to make a conversation! 
The schedule leaning had no effect; it is possible 
that the subjects were only minimally aware of 
the reinforcement schedule, as they were 
responding at such a high rate. In future 
experiments it would be of value to reduce the 
ratio of reinforcement much further. 

The subjects in each study were of mixed sex, 
and it is therefore unknown if same-sex subjects 
would have behaved differently. This is not 
thought very likely, however, in view of the 
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results from earlier experiments (Barton, op. cit.) 
in which same-sex subjects were used. Further, 
none of the subjects had previously shown a 
particular response to members of the opposite 
sex, in that they had no special boy or girl 
friends, though it is possible that shy people of 
rather higher intelligence may find it more 
difficult to talk to members of the opposite 
sex. This would be an interesting study to 
make. 

The within-studies ABAB design and between- 
studies multiple baseline design show clearly 
how social speech can be reinforced to high 
rates by the application of contingent reinforce- 
ment. Achievement of generalization, however, 
is not so readily obtained; certamly the beha- 
viour does not readily transfer from one room 
to another. Some kind of reinforcement seems 
to be required in every situation for the beha- 
viour to occur. The spread of generalization is 
governed by the subjects’ response to varied 
kinds of reinforcement and ability to maintain 
behaviour without external reinforcers. 

Few studies have looked very closely at 
generalization though many acknowledge its 
importance. In an evaluative review of token 
economies, Kazdin and Bootzin (1972) discuss 
generalization, noting that it is usually not 
obtained unless it is programmed as part of the 
procedures. ‘There have been few attempts to do 
this. In order to achieve generalization Kazdin 
and Bootzin emphasize the value of teaching 
subjects to respond to praise and of teaching 
only behaviours which are of themselves func- 
tional in obtaining reinforcement. Other possible 
methods are to remove the reinforcement 
gradually, alter the environment, teach the 
subject’s relatives to reinforce, establish self- 
reinforcement, juggle schedules (though there is 
little information on this subject with people), 
and establish delay in both receiving and 
trading tokens. Many of these points are part 
of everyday life, e.g. a delay in receiving re- 
inforcement can by many people be tolerated 
by ‘rationalization’ or self-reinforcement (‘I will 
get paid at the end of the month, term, etc.’). 
However, not all these possibilities are open to 
those working with severely retarded patients, 
where it may be difficult to establish ‘self- 
reinforcers’ of this kind. 
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PROBLEM OF GENERALIZATION IN THE OPERANT CONDITIONING OF SOCIAL SPEECH 


Peterson and Whitehurst (1971), in a study on 
imitation, concluded that in order to elicit 
generalized imitation it is necessary to have 


setting events (experimenter, instructions), dis- ` 


criminative stimuli and reinforcement con- 
tingencies. It is likely that the instructions given 
by Whitman et al. (op. cit.) acted as setting 
events when they were successful in achieving 
generalization. It is also possible that remaining 
in the same room for both reinforcement and 
generalization phases gave rise to discriminative 
stimuli for speech. 

In the present series of studies, setting events, 
discriminative stimuli and reinforcement con- 
tingencies were withdrawn for two of the three 
pairs, with a resulting lack of generalization. 
The first pair, who showed some generalization, 


were probably finding the behaviour in itself - 


reinforcing. This can be seen on closer perusal 
of the data: extinction and baseline data in the 
training room were not significantly different 
for the second and third study where no 
generalization was shown. However, in the first 
study, where generalization was evident, the 
rate of social speech in the training room was 
significantly higher during the extinction phase 
than during the initial baseline phase. This 
would normally be interpreted as suggesting 
that the activity had developed reinforcing 
properties. If a clear reversal to baseline rates 
occurs on withdrawl of reinforcement, then 
tpso facto there can be no generalization. 

In conclusion, the study demonstrates a clear 
increase in social speech when reinforcement is 
applied in three different pairs of subjects; 
generalization, however, is elusive. 
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The Usefulness of the Semantic Differential with 
‘Mild Grade’ Mental Defectives 


By M. G. T. DOW, F. LEDWITH, W. I. FRASER and M. BHAGAT 


Summary. Although the semantic differential has been quite widely used 
with mental defectives, its usefulness (in its traditional form) with such a popula- 
tion has not been conclusively demonstrated. 

The semantic differential was developed and shown to be valid as an index of 
representational mediation processes. However, there is also evidence of a 
mediational deficiency among retardates which, thercfore, ought to be reflected 
in retardates’ responses to the semantic differential. Thus, the present study 
was designed to test two hypotheses: (a) that mild grade retardates, in com- 
parison with subjects of average intelligence, would show less discrimination in 
the use of the semantic differential, and (b) that such discriminative deficiencies 
would in turn predispose toward a polarized response bias among the retarded. 

The results, which supported both hypotheses, are discussed in terms of their 
implications for the usefulness of an unmodified semantic differential with the 


mentally subnormal. 


INTRODUCTION 

The semantic differential has long been 
considered a useful psychological tool in the 
evaluation of attitudes in a wide range of 
clinical and research settings (Osgood et al., 
1957; Marks and Sartorius, 1968). Its fexibility, 
ease of administration and scoring and its face 
validity (Bhagat and Fraser, 1970b;) have all 
contributed to its apparent utility, particularly 
in the subnormality hospital, where other 
instruments may be too long, too verbally 
loaded, or too demanding of other intellectual 
skills. 

In its traditional form, salient concepts (e.g. 
Mother, Father, Home etc.) are evaluated on 
a series of seven-point bipolar adjectival scales. 
However, with mental retardates only the 
validity and reliability of a modified semantic 
differential, comprising five, rather than the 
customary seven choice points, has been 
demonstrated (Rybolt, 1968; 1969). Yet, despite 
findings of high-face validity and reliability, 
the information obtained from the retardate is 
still apparently rather global (e.g. Father is bad, 


masculine, dirty, cruel, etc.) with few finer, less 
general or polarized descriptions, which are 
obviously possible to make with the semantic 
differential (Bhagat and Fraser, 1970b; 1971). 
Thus, while certainly a useful adjunct to normal 
clinical interview, by virtue of its helping the 
patient with more limited verbal skills, an 
unmodified semantic differential has still not 
been shown to be a valid measuring instrument 
with such a handicapped population. 

That subnormal subjects may have difficulty 
in discriminating between all seven choice points 
on the semantic differential was recognized, 
but not conclusively demonstrated, by Osgood 
et al. (1957), Donahoe (1961), and Rybolt (1968, 
1969). However, the results of studies designed 
to assess the relationship between intelligence 
and discrimination with this scale may not 
apply to those whose IQs fall within the retarded 
range (since they all involved student subjects). 
In any case, the results are somewhat conflicting 
(Kerrick, 1956; Brod et al., 1964). 

Of primary importance, however, is the fact 
that several other studies in recent years have _ 
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demonstrated with a high degree of consistency 
the impaired verbal mediational abilities of 
moderately and mildly retarded individuals 
(Jensen and Rohwer, 1963b; Penney et al., 1968; 
Penney and Willows, 1970; Gordon and Bau- 
meister, 1971). 

Mediation theory was developed by learning 
theorists specifically to account for those forms 
of covert behaviour classed as ‘thinking’ etc. 
Thus, in this context, ‘mediation’ refers to 
verbal cognitive processes. Such variables are 
assumed to intervene between stimuli (S) and 
responses (R) when the relationship between 
these two sets of events (as in some forms of 
problem solving) cannot be attributed to simple 
associative laws of S-R conditioning (Osgood 
et al., 1957). 

The assumption of a retardate mediational 
deficit is, for the most part based on the theory 
of Luria (1960) and empirical research on 
discrimination learning with retardates. For 
example, in the area of verbal learning, Jensen 
(1963a), Milgram (1967) and Macmillan (1970) 
have all demonstrated that retarded individuals 
can markedly facilitate their performance on 
paired-associate (P.A.) learning tasks only when 
they are instructed to use verbal mediators 
supplied by the experimenter. When such 
subjects were encouraged to generate their own 
mediators their performance was not better than 
those in an unaided P.A. learning task 
(Milgram, 1968). 

Other forms of mediational deficiency among 
the retarded have been intensively studied, 
principally by Russian psychologists, by means 
of classical conditioning techniques, in which 
transfer of usually autonomic conditioned 
responses (e.g. galvanic skin response) from 
objects to words or from one word (or phrase or 
sentence) to another is measured. For example, 
Jensen (1971) has shown that if a GSR is condi- 
tioned to a blue light, the word ‘blue’ will also 
elicit the CR, and to a lesser degree the word 
‘sky’ will elicit the CR, as will other semantic 
associates of the word ‘blue’. Bialer (1961), 
however, found that such semantic generaliza- 
tion shows a distinct developmental trend, its 
appearance being positively related to mental 
age and the consequent developmental level of 
a verbal mediational system in which many high 
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grade defectives have been shown to have a 
pronounced deficiency. 

Clearly, since the semantic differential affords 
the opportunity to make a fairly wide range of 
semantic discriminations (within and between 
scales and among concepts), necessarily in- 
volving representational mediation processes, 
variations in mediational ability ought to be 
reflected in the pattern of responses to the 
semantic differential. In other words, degree 
of discrimination should be a direct function of 
the amount and range of verbal mediation. 
Thus, one may hypothesize that mental defec- 
tives (in whom a mediational deficiency has 
been demonstrated) should show, in contrast to 
a matched group of normally intelligent subjects, 
a lower degree of discrimination, and that this 
in turn would facilitate the development of a 
response bias. 

In support of Kerrick (1956), one might 
further hypothesize that any response set or 
bias* that is established by the defectives ought 
also to be polarized, since such response alloca- 
tion is, from a mediational standpoint, more 
simple and involves less fine distinctions along 
each scale or gradient. 

The purpose of the present study was to test 
these hypotheses and to discuss the implications 
of the findings for the use of an unmodified 
semantic differential with defectives. 


SUBJECTS 

Twenty male trainees (mean age 19:1 years; 
S.D. = 1°4) from a number of senior training centres 
for the mentally subnormal constituted the retarded 
group (mean IQ = 66, range 59~75). None of these 
subjects had received in-patient care in any type of 
mental hospital. Socio-economic variability, in terms 
of paternal occupational status, was similarly con~ . 
trolled (87:5 per cent from social classes 4 and 5 and 
the remainder from social class 3 (Registrar General’s 
Classification, 1970)). 

A control group comprised 15 adolescent fifth form 
pupils from a local high school. All of these subjects 
were of at least average intelligence (mean IQ = 


* It was decided that examination of response bias 
tendencies should be confined to only those percentages 
of responses falling within the first four choice points, 
since it was hypothesized that, even for normals, the 
nature of the concepts to be described would predispose 
toward more favourable (i.e. positive) response allocation. 
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110;9.D. = 3'4) and were matched with the retarded 
group in terms of socio-economic factors and, as far 
as possible, in terms of age (mean age 17:6 years; 
S.D. = 0:4). 


PROCEDURE 

Seventeen concepts were administered to the 
retardates and their intellectually average counter- 
parts. They were selected on the assumption that 
they would represent three main areas, i.e. personal, 
love-affection, and environmental. The seventeen 
concepts were Myself, Myself as I Would Like to Be, 
Mother, Father, Home, Work, My Feelings when I 
am Angry, Teacher, Hospital, Neighbourhood, Girl, 
Sexual Intercourse, Gun, Motor-Car, Police, Life 
and Friend. Each subject was given a booklet, one 
page for each concept, each page containing sixteen 
bipolar adjectival scales. ‘The subject was required to 
put an X mark for cach item on a seven-step scale. 
The sixteen scales were selected from the tables 
presented by Osgood et al. (1957). Seven scales were 
selected as having high loadings on the evaluative 
dimension: (‘good-bad’; ‘clean-dirty’; ‘kind-cruel’; 
‘safe-dangerous’; ‘pleasant-unpleasant’; ‘honest- 
dishonest’; and ‘valuable-worthless’). Four scales were 
selected for the same reason from the potency dimen- 
sion:  (‘masculine-feminine’; ‘brave-cowardly’; 
‘strong-weak’ and ‘productive-destructive’), and 
four from the activity dimension: (‘fast-slow’; ‘sharp- 
dull’; ‘hot-cold’ and ‘excitable-calm’). One addi- 
tional scale, ‘aggressive-defensive’, was retained, 
although its inclusion was primarily in connection 
with the aims of a previous similar study (Bhagat and 
Fraser, 19704). 


Method of administration 

The retardates were examined in sub-groups of 
four or less. The control group was tested all together. 
For both groups, the instructions, which were pre- 
sented orally, consisted of a simpler and modified 
version of those used by Osgood et al. (1957). Thus, 
the emphasis in administration was on complete 
understanding of the requirements of the semantic 
differential. If miscomprehension was still suspected, 
further oral instruction was added. 


Method of analysts 

Degree of discrimination on the semantic differen- 
tial was measured by means of a discrimination index 
computed for each concept described by each of the 
subjects. Thus, a total of 595 indices (1735) were 
calculated in the following way. The proportion of 
the subject’s responses falling in each of the seven 
available choice points was calculated for each 
concept, and these proportions were entered into the 
entropy equation® derived by Shannon (Shannon and 


Weaver, 1949). The quantity thus obtained (which 
will be referred to as H), will increase under two 
conditions: as the number of response categories 
used increases and as the proportions of responses in 
each category become more equal. Hence an increase 
in H will indicate an increase in intra-scale discrimi- 
nation. 

For example, in this study an H score of nil for a 
particular concept would indicate that on each of the 
sixteen scales comprising this semantic differential 
only one and the same choice point had been em- 
ployed by the subject in his description of that 
concept. If, on the other hand, the subject had used 
all seven choice points and had used them, as far as 
possible, equally often, the H would be 2:834, its 
maximum value in this case. 

Since discrimination indices per se provide no 
indication of the precise nature of response distribu- 
tion, each subject’s overall percentage of responses 
falling in each choice point was calculated. Such 
information, in conjunction with the discrimination 
indices, consequently provides a measure of the 
degree to which a response set or bias toward polariza- 
tion has been a feature of each subject’s mode of scale 
completion. 


RESULTS 

The overall mean H for the retarded group 
was 1°07 (S.D. = 0°37), while the correspond- 
ing figure for the normal group was 2:06 
(S.D. = 0-07). This difference was shown by 
t test to be significant (p < 0-oor). 

Data relevant to the precise nature of the 
response distributions are presented in Figs. 1 
and 2, which show, for the retarded and normal 
groups respectively, the mean proportion of 
responses allocated to each of the seven choice - 
points. The figures above each column in the. 
histograms represent the respective standard 
deviations. The relationships among these means 
within each group were then analysed by 


u—xf 
SE ` 


Firstly, within the retarded group, the mean 
proportion of responses to choice point 1 





means of the formula t = 


* H = —Zp logap. 

t Where u = the average of the mean percentage of 
responses involved in each comparison; z% = the mean 
percentage of responses allocated to the choice points 
involved in each comparison, and S.E. = standard error, 
calculated for each choice point distribution. 
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Fic. 2.—Histogram showing average response distribution 
of the normal subjects. 


(56-8 per cent) is significantly higher than the 
percentage of responses to any other choice 
` point. Thus, for the retarded group, there would 
appear to be a significant response bias toward 
this, the ‘extremely positive’ end of the semantic 
differential scales (see Fig. 1). Of the proportion 
remaining (which was just under half), 38-85 
per cent of the responses were shown to be 
shared roughly equally among choice points 
2, 3, 4 and 7-—there being no significant 
differences among the mean proportion of 
responses assigned to these categories. However, 
these percentages were significantly higher 
(p < -o1) than those to choice points 5 and 6, 
which formed the last ‘response cluster’. 

The normal group, on the other hand, showed 
a much less skewed response distribution. 
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Fig. 2, for example, indicates that, on average, 
over half (67-86 per cent) of the total proportion 
of the normals’ responses was shared almost 
equally by three categories (viz. 1, 2 and 4) 
rather than concentrated in only one as found 
with the retardates. 

Differing significantly from the means for 
each of the other six categories was the average 
percentage of responses to choice point 3. 

Finally, the last three categories 5, 6 and 7 
were shown to constitute another ‘response 
cluster’, in that their respective means, which 
were not significantly different from one another 
(range 4°25 to 6-18 per cent) differed signi- 
ficantly from that of every other choice point. 

Thus, in stark contrast to the retarded group, 
Figs. 1 and 2 show clearly that, while there is 
indeed a positive bias in the responses of the 
normals (which one might expect, in any case, 
in view of the nature of the majority of concepts 
used and their normally positive emotional 
connotations, e.g. mother, home, etc.) the 
mean proportions of these responses are evenly 
distributed in three of the first four choice 
points. The positive bias of the retarded group, 
on the other hand, is reflected in a significant 
degree of response polarization. 

Finally, a comparison of the two groups, in 
terms of the degree of discrimination among 
concepts, was conducted. For this purpose, 
Osgood’s notion of D* {or distance) was applied. 
The Wilcoxon “I” test showed that all possible 
‘distances’ between the 17 concepts described by 
the normal group were significantly larger 
(p < -oo1) than those distances between 
corresponding concepts described by the re- 
tardates. The latter group’s comparative defi- 
ciency in discriminating among different con- 
cepts is amply illustrated by the fact that one 
retardate’s semantic profiles for eight apparently 
disparate concepts were identical! Indeed, only 
five defectives showed no evidence of complete 
concordance of any degree between their ratings 
of different concepts. Test-re-test reliability 
coefficients for each group were highly signi- 
ficant (retardates = 0-87 and normals = 0-73, 
p < -oor). 


* Dab = +/>(dab)2 where a and b are the mean scores 
for concepts a and b on each scale. 
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DISCUSSION 

The results in general indicate that the 
retarded subjects used. the semantic differential 
in a significantly less discriminatory manner, 
congruent with their intellectual and assumed 
mediational deficiencies. 

Furthermore, the significantly lower discri- 
mination indices of the defectives were largely 
attributable to their significant preference for 
choice point 1. While one might have reasonably 
expected a bias to emerge as a function of low 
discrimination, the fact that this bias is at an 
extreme choice point again supports the hypo- 
thesis based on mediational deficiency of the 
retarded, and their consequent preference for 
more clear-cut, less fine distinctions along each 
scale or gradient. 

The reliability findings, particularly for the 
retardates, were significant. Yet, one might 
expect that their relatively limited ability to 
discriminate clearly among all seven choice 
points, with subsequent overuse of a more 
restricted range of choice points, would render 
their consistency score somewhat inflationary. 

In the light of these results, it may seem that 
the validity of the traditional seven-point 
semantic differential with mental defectives may 
be reasonably questioned. Yet, as predicted, 
on the basis of earlier demonstrations of media- 
tional deficiency among the retarded, significant 
polarization of judgement by these subjects was 
indeed found. Thus, as an index of represen- 
tational mediation processes, the semantic 
differential would seem to be a highly valid tool 
(in the sense that it measures what it purports 
to measure). 

However, such results do not automatically 
endorse its usefulness with a retarded popula- 
tion. Although the differential is clearly a flexible 
instrument (a feature which can also lend to its 
possible abuse), the present results would seem 
to restrict, for retardates, its range of normal 
potential ‘sensitivity’, ‘comparability and 
‘utility’ (Osgood et al., 1957). 

In defining the ‘sensitivity’ of the instrument, 
Osgood et al. (1957) assert that ‘the method 
should yield differentiations commensurate with 
the natural units of the material being studied, 
i.e. should be able to reflect as fine distinctions 
in meaning as are typically made in com- 


municating’. Thus, Haagen (1949) and Osgood 
et al. (1957) demonstrated that pairs of words 
usually considered synonyms, but nevertheless 
used differently in colloquial contexts (e.g. 
‘nice/good’; ‘bright/wise’) were differentiated 
consistently on the semantic differential by 
groups of undergraduates. Yet the present 
findings indicate that, compared to normals, 
mental defectives show a significantly lower 
degree of inter-concept discrimination and in 
many cases with this instrument do not differen- 
tiate whatsoever among seemingly disparate 
concepts. 

The ‘comparability’ of an instrument, on the 
other hand, is measured in terms of the extent 
to which it can be applied across the range of 
situations relevant to what is being measured 
and its results interpreted in constant fashion. 
Osgood and Luria (1954), Bopp (1955) and 
Kumata and Schramm (1956) all provide fairly 
impressive evidence on the semantic differen- 
tial’s comparability across subjects of fairly 
divergent cultural backgrounds. However, all 
their subjects were of at least average intelli- 
gence, and once again the present data suggest 
that considerable caution should be exercised 
in interpreting the profiles of a retarded group. 
Although the differential may be valid in the 
sense that it is an index of ‘meaning’ and 
mediational processes, and that comparability 
may be one aspect of a test’s validity, the results 
still vitiate constant and inflexible interpretation 
of all test data. For example, there are situations 
in clinical practice in which an examiner may 
wish to use the differential more as one might 
use a repertory grid. The present findings 
suggest, however, that the instrument’s potential 
sensitivity is unlikely to be used to the full 
(which is often essential), the retardate being 
unable to make the finer distinctions which 
enable the tester in turn to generate valid 
hypotheses. 

In general, these results and impressions 
would appear to raise serious doubts about the 
test’s overall ‘utility’ with those of subnormal 
intelligence. The tool essentially provides an 
index of meaning as determined by mediational 
processes, of which retardates have been shown 
to have a limited range. Thus administration of 
the semantic differential to them is, in a sense, 
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like giving the partially blind a test of light 
discrimination. Their handicaps, almost by 
definition, restrict their range of testable dis- 
criminative ability. Consequently, the results 
of this study would strongly suggest that a 
modified—perhaps five or even three point 
scale—should be used for retardates or possibly 
that it should be structured in a much more 
concrete form. 

Perhaps the results also have implications for 
educational strategies and aims for defectives. 
Indeed, that educationalists have become aware 
of the need to enhance the retardate’s discrimi- 
native abilities is reflected in the findings of 
Penney and Willows (1970), who showed that 
the length of time retarded children spent at 
school was positively related to mediation. 
Facilitation of the latter was assumed to be a 
function of the degree to which these pupils 
were taught directly to attend to relevant 
dimensions in discrimination learning tasks, 
and the degree to which the individual could 
then transfer this strategy to other learning 
situations (Zeaman and House, 1969). 

Again, in the clinical field, it may be the 
case that the degree of stimulus and response 
generalization shown by the retarded in certain 
forms of behaviour therapy, especially token 
economy programmes, is determined in part 
by mediational ability. If so, the semantic 
differential could serve a useful, albeit indirect, 
screening function in the selection of those 
defectives likely to respond to such treatment. 

Such research may be of critical importance 
in the field of mental deficiency and central to 
the understanding, appraisal and treatment of 
some of the retardate’s educational, clinical and 
social difficulties. 
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The History of Psychiatry as the History of an Art* 


By J. L. T. BIRLEY 


T. S. Eliot, standing on his doorstep, with his 
Boston Evening Transcript in his hand, ‘turned 
wearily as he would turn to nod goodbye to 
Rochefoucauld if the street were time and he 
at the end of the street’. The same weary gaze 
characterizes the attitude of most psychiatrists 
towards important figures in the past history 
of their subject. A crude indication of this 
state of affairs is the total absence of any 
historical questions in most psychiatric examina- 
tions. For its jobbing practitioners, psychiatry 
might as well exist in a historical vacuum. 
And why not? History has its own snares and 
delusions. Henry Ford called it ‘bunk’. Alfred 
North Whitehead remarked that ‘a science 
which hesitates to forget its founders is lost’. 
And Karl Popper, who has done a thorough 
demolition job on the concept of ‘historicism’, 
has warned us that ‘if our civilization is to 
survive, we must break with the habit of 
deference to great men’. In contrast to psychia- 
trists, students of art study its history for at 
least a year. If we regarded psychiatry as an art, 
how does our history look then? 

Time is of little or no relevance to the artist. 
The shapes of nude human figures, of landscapes, 
of clouds and of the sea have not changed over 
the centuries, and neither have the spectrum of 
colours available and the means of applying 
them to a surface. An art student learns the use 
of distortion, of perspective, of colour, of 
chiaroscuro and other techniques which have 
been discovered, abandoned, and rediscovered 
over the centuries. There are many examples of 
the profound impact of one art form on another, 
although they have been separated by a con- 
siderable gap of time: the rediscovery, or re- 
appraisal of Greek and Roman art, for instance, 


* Based on the Second Squibb Lecture on the History 
of Psychiatry given at the Institute of Psychiatry, 20 July, 
1974- 


in the thirteenth and fourteenth centuries in 
Europe; or more recently, the impact of 
Japanese and Chinese art on painting and 
drawing. These unfamiliar forms are not 
merely appreciated and understood, they can 
be actually used and incorporated. It is this 
which gives them their impact. A past style 
can be once again put to use; the past becomes 
a useful tool for the present. Solutions to a 
particular artistic problem can be seen, ad- 
mired and assimilated. 

If we look at the history of psychiatry for 
what are the equivalents of the use of distortion, 
of perspective, of colour and so forth, and how 
they have been used over the centuries, then 
I would suggest that the equivalent is the use of 
theory. There are only a limited number of 
theories which we use in psychiatry, just as 
there are a limited number of basic variables in 
painting or music or sculpture. There are, for 
instance, theories of possession, of physical 
disturbance, of social causes, and of psycho- 
logical functioning, such as learning theory or 
theories of the unconscious. Even these, you 
may say, are too many and overlap with one 
another. If we look at the history of psychiatry, 
not so much as the history of people, but the 
history of theories, then time starts to contract 
and the distant figures at the other end of the 
street seem suddenly a great deal nearer; and 
sometimes they turn out to be remarkably like 
ourselves. 

As an example, let us first take what one may 
call ‘organic theory’: that psychiatric dis- 
turbance is caused, or at least accompanied by 
physical changes in the body affecting the 
brain. This is an ancient theory and was 
certainly held by Hippocrates and his school. 
He insisted, for instance, that epilepsy, which 
was, and still is frequently explained in demono- 
logical terms, was due to a physical condition 
of the brain. But he also regarded psychological 
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phenomena in physical terms. This, for instance, 
is what he says about dreams: 


“There are special interpreters, with their own 
science of these matters, for the god-given dreams 
which give to cities or to individuals foreknowledge 
of the future. Such people also interpret the signs 
derived from the psyche which indicate bodily 
states; excess or lack of what is natural, or of some 
unusual change. In such matters they are some- 
times right and sometimes wrong, but in neither 
case do they know why it happens, whether they 
are right or wrong, but nevertheless they give 
advice so you shall “beware of taking harm”. Yet 
they never show you how you ought to beware, but 
merely tell you to pray to the gods. Prayer is a 
good thing, but one should take on part of the 
burden oneself and call on the gods only to help.’ 


“The facts about dreams are as follows: those that 
merely consist of a transference to the night of a 
person’s daytime actions and thought, which 
continue to happen in normal fashion just as they 
were done and thought during the day, are good, 
for they indicate a healthy state. This is because the 
psyche remains true to its daytime cogitations, and 
is overcome neither by excess nor by emptiness, nor 
by any other extraneous circumstance. But when 
dreams take on a character contrary to daytime 
activity and involve conflict or victory over them, 
then they constitute a sign of bodily disturbance. 
The seriousness of the conflict is an indication of 
the seriousness of the mischief. Now concerning 
this I make no judgement whether or not you 
ought to avert the consequence by appropriate 
rites. But I do advise treatment of the body, for 
an excretion resulting from some bodily superfluity 
has disturbed the psyche. If the opposing force be 
strong it is a good thing to give an emetic and to 
administer a gradually increasing light diet for five 
days, or order frequent carly morning walks, 
gradually becoming more brisk, and gymnastics 
for those accustomed to this form of exercise, pro- 
portionate in severity to the increase of diet. If the 
opposing force be weaker, dispense with the emetic, 
reduce the diet by a third and restore the cut by a 
gradual measure over five days. Strenuous walks 
and the use of vocal exercises will put an end to the 
disturbance.’ 


Hippocrates believed in, but certainly did not 
originate, the humoral theory that health 
depended on a balance of the four humours: 
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blood, phlegm, yellow bile and black bile, 
corresponding to the qualities of heat, cold, 
dryness and moisture. In the last 200 years. 
this theory has been elaborated and its pro- 
positions made more specific, as our knowledge 
of brain function and structure and bio- 
chemistry has increased. 

Whatever the details of such theories, the 
therapeutic and social consequences remain. 
the same. Treatment is by physical means, and 
the patients are regarded as ill, like any other 
sort of physical illness, and should be treated in. 
an ordinary hospital. There should be no stigma 
and no magic surrounding mental illness, either 
for the patients or for the staff looking after 
them. The following will serve as illustration: 


‘Two causes contribute powerfully to retard our 
knowledge of and control over insanity. The first 
is the prevailing notion of its mysterious origin 
and nature, as if it involved some deep moral 
stigma or was inseparably bound up with some- 
thing of horror and altogether beyond the influence 
of the ordinary laws of animate nature. The second 
is the popular notion of the cruel treatment of 
lunatics, and the great aversion thence arising 
either to have the patients removed to an asylum 
or even to admit that insanity really exists. Every 
effort is consequently made by both patient and 
friends to suppress and conceal the truth, and 
treatment is deferred from the early stage in which 
it can generally cure to that later stage in which alk 
the resources of art are too often unavailing. 
Before full justice can be done to the unhappy 
lunatic, these prejudices must be destroyed, and the 
wholesome and comforting truth made widely 
known, that insanity is neither an anomalous 
visitation of a mysterious Providence, nor an 
affliction involving any stigma, or incapable of 
cure. The public must be taught to regard it simply 
as a disease of the body arising from natural causes, 
governed by the ordinary laws of the animal 
economy and, like other diseases, amenable to 
proper treatment when early attended to; and they 
must be led to regard asylums as infirmaries for the 
cure and kind treatment of that disease, and resort 
to them with the same confidence as they now do to 
other infirmaries for a fracture or a fever. Insanity, 
rightly considered, involves no moral stigma any 
more than consumption or inflammation, and the 
sooner the atmosphere of mystery and horror is 
cleared away from it, the happier for the un- 
fortunate sufferers.’ (Quoted by Goshen, 1967.) 


~*~ 
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This was written in 1850 by Andrew Combe, 
the Scottish phrenologist, at a time when 
Phrenology was having a powerful vogue. His 
opinion is almost word for word the same as 
that of my old mentor, Dr. William Sargant, 
whose own particular organic theory might be 
called Pavlovology, and it is not very different 
from what the DHSS, advised by the psychiatric 
profession, is saying now. It can be called 
‘optimistic’ or ‘manic’ organic theory, and we 
should remind ourselves that it is liable to be 
followed by a pessimistic or depressive side—a 
feeling that when the gamut of physical therapy 
has been run, there is nothing further to be done. 
The patients are regarded as suffering from an 
incurable disease, and on the whole doctors 
are never at their best when asked to cope with 
the incurable. Certainly this depressive view 
began to prevail during the hundred years 
which followed Andrew Combe’s pronounce- 
ments, when organic theory was affected by 
ideas of ‘degeneration’ and genetic predestina- 
tion, and it reached its psychotic nadir with the 
final organic solution of the mental hospital 
population of Germany in the 1930s and ’40s. 
Another example is that of social theory, that 
it is the environment in which people live which 
makes them ill and that the environment in 
which they are treated affects the outcome of 
their illness. This concept has to be kept distinct 
from the idea that the State has a responsibility 
for looking after its sick members. This is a very 
old idea, but the relationship of the environment 
to the causation and treatment of insanity is 
comparatively recent and, I suspect, has its 
origin at a time when people became more 
aware of their ability and their responsibility to 
control their environment. The year 1792—93 is 
often regarded as a pivotal date in European 
history, and we can, without too much sophistry, 
regard it as a year of importance, if not for 
social theory, then for social practice. It was 
then that, in York, a group of Quakers planned 
the opening of a house for the mentally ill, as a 
reaction to the poor care which one of their 
number had received at the York Asylum, 
which was soon to be the scene of one of the 
many scandals which have affected, and im- 
proved, the life of the psychiatric patient. In 
France, Dr. Philippe Pinel, as a member of the 
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National Guard, witnessed the execution of the 
King on 21 January 1793. Later, as we all know, 
he returned to civilian life and proceeded to 
release the chained inmates of Bicétre. The 
Tukes at York were humane laymen; Pinel, 
besides being a doctor, was a sophisticated 
mathematician, with strong views on the need 
for statistical enquiries in psychiatry. Together, 
we can see them as products of the Age of 
Enlightenment which began to impose a more 
humanitarian view about the ‘right environ- 
ment’ for the mentally ill, and ushered in the 
era of ‘moral treatment’. The initial success of 
these methods led to the strong advocacy for a 
society and way of life which could reduce 
the amount of mental ill-health or prevent its 
occurrence—the concept of preventive psy- 
chiatry and mental hygiene. Once more we are 
on familiar ground. 


‘I doubt if ever the history of the world, or the 
experience of past ages could show a larger amount 
of insanity than that of the present day. It seems, 
indeed, as if the world was moving at an advanced 
rate of speed proportionate to its approaching end; 
as though, in this rapid race of time, increasing 
with each revolving century, a higher pressure is 
engendered on the minds of men; and with this 
there appears a tendency among all classes 
constantly to demand higher standards of intellec- 
tual attainment, a faster speed of intellectual 
travelling, greater fancies, greater forces, larger 
means than are commensurate with health.’ 


This was the position in 1857, according to 
Dr. John Hawkes, an assistant medical officer to 
the Wilts County Asylum—not perhaps, to our 
eyes, the most frenetic of places. He had positive 
proposals to deal with this situation: 


‘Just as we appoint officers of public health, whose 
business it is to hunt out fever and contagious 
maladies, the offspring of ignorance and neglect, 
and to trace them to their lair, and to strangle them 
at birth, let us think how the same principles of 
prevention may be applied to diseases of the mind.’ 


He felt the whole community should be involved 
in this programme: 


‘Let us endeavour to promote mental sanitary 
reform by combining to introduce those changes in 
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the social conditions, more especially of the working 
classes, by which that high pressure system, so 
prejudicial to the health of the mind, shall be 
slackened, and the strain, which it occasions, 
relaxed. Let the hours of labour be abridged and let 
childhood no longer share the curse of the Fall. 
Let the multitudes, who have not the means or 
opportunities of learning from books, be instructed 
by public teachers the first principles of mental as 
well as physical hygiene.’ 


These statements are taken from Professor 
Rosen’s delightful article illustrating the earlier 
days of social psychiatry in the eighteenth and 
nineteenth centuries. Halcyon days they seem 
in some ways, with the blossoming of moral 
treatment giving grounds for the general 
humanitarian optimism of so many of the 
psychiatrists of that time, and leaving us, too, 
with a curious feeling of déjà ou. 

The history of theories of the unconscious 
has been so fully documented by Dr. Ellenberger 
and others that it would be impertinent to 
attempt a mere précis. Since at least the time of 
Plato there have been many fascinating and 
promising theories and observations about the 
unconscious, especially during the nineteenth 
century. The dogmatic acceptance of Freudian 
theory—for which Freud can only be partly 
blamed—has led to a rather static period in this 
particular field. I would, however, like to use 
the Freudian episode as an example of the effect 
. of different types of theory, and in particular to 
contrast ‘limited’ with ‘comprehensive’ theories, 
and for this purpose to contrast the teaching of 
Hippocrates with that of Galen. Hippocrates’ 
theory is, in addition to being non-magical, 
practically non-theoretical. He is humble, in so 
far as he says that medicine is very difficult, and 
he reports cases who die in spite of treatment. 
He believes that prognosis is the best guide and 
the most reliable indicator of the nature of the 
illness. He is an avid and accurate observer of 
physical and psychological signs and symptoms, 
and he can be taken as a model for the ‘natural 
history’ approach to disease. The physician is 
the observant naturalist, putting his data to- 
gether to fit his experience, treating as best he 
can, avoiding making the patient worse, and 
relying on nature to play her part. It is not a 
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particularly curious or inquiring approach, but 
it is modest, not too biased, and self-perpetuating 
on the basis of ‘experience’. 


It was just this last characteristic that aroused 
the objection of more analytically-minded 
doctors such as Galen, who commented that 
‘there is no standard by which a thing can be 
judged as having been seen very many times. 
The conclusive number is decided arbitrarily 
by the observer himself’. This problem of 
validation has bothered philosophers and scien- 
tists both before and since Galen’s time. Galen, _ 
who lived from 130 to 200 A.D., was a prolific 
writer with an analytical mind. In addition to 
writing some 500 treatises on various subjects, 
including logic, ethics and grammar, he found 
time to make a number of experimental obser- 
vations which were far ahead of his time. He 
made accurate observations of the effects of 
total and partial transections of the spinal cord, 
and noted the two different sets of nerve roots. 
(Their separate function was not elucidated for 
another 1,700 years.) He found that in those 
cases in which the facial muscles were paralysed 
with the rest of the body the lesion was in the 
brain, while if it was in the spinal cord the face 
was spared. He made observations on the 
regional causes of convulsions which antici- 
pated those of Hughlings Jackson. So far so 
good; but Galen also wrote equally con- 
vincingly of the three Platonic spirits and the 
three fundamental members, and he extra- 
polated his findings of the anatomy of the bodies 
of numerous animals which he had dissected 
to the body of man which he had not. These 
opinions persisted for some 1,500 years (Riese, 
1963). 


Galen provides us with a good example of a 
brilliant analytical mind which perpetuated a 
number of totally fallacious but very persuasive 
theories—theories which lasted for many cen- 
turies. It is instructive to consider why his 
influence was so powerful. Partly, perhaps, 
because he was such an outstanding person, 
partly because his ideas were irrefutable, and 
partly because they followed the same line of 
thought as those of Plato and Aristotle, two 
philosophers who profoundly influenced, and 
were adopted by Christianity. Galen’s theories 
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thus became institutionalized in very powerful 
company. Today, we can still make contrasts 
between cautious, limited, ‘open’ theories, and 
bolder, all-embracing ‘closed’ theories. The 
latter persist today for the same reasons; they 
are irrefutable and systematic, and derive a lot 
of support from influential opinion. 

So far I have developed and illustrated my 
initial theme that in the teaching of its history 
it is useful to regard psychiatry as an art and its 
theories as art forms which have a certain 
immediacy to us, though separated by centuries. 
< For the second half, the themes, like the teams 
in a football match, must be reversed, and I must 
develop the theme that art is a science, or at 
least as much of a science as psychiatry. As I am 
neither an artist nor an art historian, I need an 
artist to assist me. So I have selected John 
Constable, for three reasons: firstly, because he 
is an English artist whose work is familiar; 
secondly, we know a good deal, from his letters 
and memoirs, about his personal and artistic 
development and his view on art; thirdly, and 
perhaps most important, he has already been 
examined by the creative mind of Professor 
Ernst Gombrich in his marvellous book, Art and 
Illuston. 

John Constable lived from 1776 to 1837, 
sixty years which covered the end of one era 
and the beginning of another, both for art and 
for science. Two years before his birth, Priestley 
announced the discovery of oxygen; in the 
year before his death, Magendie could claim that 
pathological phenomena were a consequence of 
altered physiological processes, and therefore the 
aim of medicine should be to study normal and 
abnormal ‘pathological physiology’. During his 
life, psychiatry had moved into the flourishing 
era of moral treatment. In the field of poetry, 
Crabbe had described the new realities of rural 
life in the old style of Augustan couplets; 
Wordsworth had taken things a good deal 
further by recording his own and his sister’s 
rural experiences in the form of ‘experiments to 
ascertain how far the language of conversation 
in the middle and lower classes of society is 
adapted to the purposes of poetic pleasure’, 

Seen retrospectively, Constable was of this 
movement. In particular, he had artistic affini- 
ties with Wordsworth, and one of the first people 
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to recognize his talent, although he never liked 
his style, was Sir George Beaumont, Words- 
worth’s patron. ‘Painting’, he said, ‘is a science 
and should be pursued as an inquiry into the 
laws of nature. Why, then, may not landscape 
painting be considered a branch of natural 
philosophy, of which pictures are but the 
experiments?’ Like Wordsworth, he hated 
‘style’ for its own sake, “The great vice of the 
present day’, he said, ‘is “bravura”, an attempt 
to do something beyond the truth. Fashion 
always had, and will have, its day; but truth in 
all things only will last, and can only have just 
claims on posterity. The deterioration of art has 
everywhere proceeded from similar causes, the 
imitation of preceding styles with little reference 
to nature’. ‘Observe that thy best director, thy 
perfect guide, is Nature. She is above all 
teachers, and ever confide in her with a bold 
heart, especially when thou beginnest to feel that 
there ts a sentiment in drawing.’ This advice, with 
the last clause underlined, he copied from a 
book by Cennino Cennini, a pupil of Agnolo 
Gaddi, whose father painted under Giotto for 
24 years. 

What did this mean in practice? In the first 
place, Constable was an extremely accurate 
observer of the English countryside, in parti- 
cular of that small part of Suffolk and Essex 
which he loved so dearly. The son of a miller, 
he had worked a windmill himself, and he 
understood the sky. Many of his paintings 
and sketches of the sky have the date, the time 
of day, the direction of the wind, and other 
details written on the back. They remind one 
of the notebooks of a naturalist, such as Gilbert 
White, a man he greatly admired. “The mind 
that produced the ‘‘Selborne”’ is such a one as 
I have always envied,’ he wrote. “The single 
page of the life of Mr. White leaves a more 
Jasting impression on my mind than all that has 
been written of Charles V or any other re- 
nowned hero. It shows what a real love of 
nature will do.’ 

If he was an accurate observer, he was also 
an accurate painter of the countryside: for 
instance, of the order in which reapers work, or 
the order in which cows drink at a pool. But he 
chiefly insisted on accurate light and colour, 
and particularly on allowing the colour green 
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to return to the landscape. Conventional taste 
had banished it. ‘I believe that the beauty of 
pictures’, wrote a contemporary critic, ‘is in 
inverse ratio to their fidelity, and that nature 
must be stripped of her green livery and dressed 
in the browns of the painters, or confined to her 
own autumnal tints in order to be transferred 
to the canvas’. His friend, Sir George Beaumont, 
subscribed to this view, and recommended the 
colour of an old Cremona fiddle for the pre- 
vailing tone of everything. Constable replied by 
laying an old fiddle on the green lawn in front 
of the house. ‘What a sad thing it is,’ he wrote 
to his friend, Leslie, ‘that this lovely art is so 
wrested in its own destruction. Used only to 
blind our eyes to prevent us from seeing the sun 
shine, the fields bloom, the trees blossom and 
from hearing the foliage rustle; while old, black, 
rubbed-out and dirty canvases take the place of 
God’s own works.’ 

And, finally, Constable emphasized again 
and again the importance of long and arduous 
application in studying nature, to understand 
it and to attempt to transfer this understanding 
on to canvas. He regarded painting of ‘pure 
imagination’ as a resource of the technically 
and imaginatively destitute. 

But if we see Constable as a faithful copier of 
nature, we do him an injustice. A picture is not 
a reflection, it is the product of a creative act 
brought about, to use one of Constable’s 
favourite expressions, by ‘uniting imagination 
with nature’. When painting Wivenhoe Park, 
for instance, he writes to his fiancée: “The great 
difficulty has been to get so much in it as they 
wanted. On my left is a grotto, with some elms, 
at the head of a piece of water; in the centre is 
the house over a beautiful wood; and very far to 
the right is a deer house which it was necessary 
to add, so that my view comprehended too large 
a space. But today I have got over the difficulty 
and begin to like it myself? When his two friends 
went to visit Flatford soon after his death, they 
. were astonished to find so much of the material 
for most of his major works to be concentrated 
in a small space. But they often found that he 
had combined and varied the materials. For 
“The Haywain’, for instance, he had ‘increased 
the width of the river to great advantage’, 
while ‘the appearance of Dedham Mill is greatly 
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improved, in every picture which Constable 
painted of it, by his showing the water-wheel 
which is in reality hidden’. The cows in front 
of Salisbury Cathedral have no horns; they are 
not Wiltshire but Suffolk cows, and to Con- 
stable’s eyes, probably thus ‘greatly improved’. 

‘Rien nest beau que le vrai’—Constable 
copied out this saying of Boileau into one of his 
notebooks—‘only what is true is beautiful’, a 
phrase echoed later by Keats, but, in order to 
reach an artistic truth, nature, which Constable 
so loved and revered, has to be reinterpreted: a 
river widened, a lake shortened, a hidden water- 
wheel revealed, or a cow deprived of its horns. 

A work of art is a human statement of a 
particular theory about the way experience can 
be represented in a symbolic form. In arriving 
at an artistic truth, a process of selection and 
distortion goes on to produce a symbolic repre- 
sentation of the original. This process of trans- 
formation depends on the symbols which are 
available to the artist. Constable, with his scorn 
of mere copying, stated that: ‘When I sit down 
to make a sketch from nature, the first thing I 
try to do is to forget that I have ever seen a 
picture.’ But his pictures are recognizably his 
very own and bear the powerful imprint of his 
symbols as well as of the Suffolk landscape. 
When trying to represent what we experience, 
we are all limited by our own schemata, our 
own range of available symbols. 

As psychiatrists, we too are faced with the 
problem of transforming the data about the 
patient, by a process of symbolic representation, 
into what we feel to be a truth. Like Constable 
faced with Wivenhoe Park, we may feel ‘the 
difficulty of getting so much in’ to our picture, 
and we have to get over that difficulty by 
selection. What we select depends on the 
schemata which we have acquired from our 
own personal experience and from our pro- 
fessional training. As it is human beings who 
are concerned, there is a considerable interaction 
between ourselves and our patients, who may 
suggest different schemata if we have eyes and 
cars to perceive them, or who may be persuaded 
to adopt our own. As an example, take the 
picture of one of the famous demonstrations 
given by Charcot of hysteria. The patient is 
beginning to adopt the characteristic position 
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of the ‘hysteric’. On the wall is a picture of 
the position which everybody expects her to 
adopt. This process of suggestion has been 
regarded by some writers as being the essential 
activity of psychiatry. It is, in my opinion, a 
caricature, but it is no good dismissing Dr. 
Szasz’s or anybody else’s theories on the basis of 
a personal opinion. The schemata which we 
adopt in assessing and treating our patients are 
all based on theories. The only difference 
between artistic and scientific theories is the 
nature of the truth with which they are 
concerned, and in particular the way in which 
they can be tested. 

It is here that Karl Popper’s writings are so 
helpful. He has clarified the false dichotomy 
between ‘science’ and ‘meaning’. We must 
accept that much of what is most meaningful 
in our lives does not fall into the purview of 
science and may never do so. He has also 
propounded a solution to the problem of 
‘validation’ which so troubled Galen and many 
others. This is that the essential aspect of a 
‘scientific’ theory is that it should suggest 
refutation rather than proof; and thus a theory 
can only be called scientific if it predicts means 
by which it can be refuted. There is no absolute 
truth, no ‘laws’ of nature. Scientific ‘truth’ is a 
man-made theory which explains, in symbolic 
form, the largest number of phenomena, but 
remains refutable. A ‘better’ scientific theory is 
one which not only explains the phenomena 
accounted for by a previous theory but also 
those for which the previous theory could not 
account. Artistic truth is also a man-made 
theory, using symbols and ‘uniting imagination 
with nature’, but its only ‘proof’ is by human 
experience, based on validation. A ‘better’ 
scientific theory includes and replaces its pre- 
decessor. A better artistic theory may replace 
its predecessor and become, in Kuhn’s terms, the 
fashionable paradigm, but after a time the 
previous theory may be revived to replace it 
once more. 

The field of psychiatry is at present littered 
with a mixture of irrefutable theories which 
explain a great deal, and refutable theories 
which explain only a very little. There are, I 
believe, two main reasons for this. The first 
derives from the considerable difficulties of 
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method and measurement in testing the theories 
which we may hold. The second is our laudable 
therapeutic concern. ‘Explanation’ in itself 
reduces anxiety both in ourselves and in our 
patients. Leibnitz showed that any phenomenon 
was open to an infinite number of explanations, 
and Popper has demonstrated that a self- 
contradictory theory can embrace all statements. 
We have a tendency to regard the outcome 
following treatment as a test of the validity of 
its underlying theory. This is quite unwarranted, 
whether for ECT or for psychoanalysis. 

So what is left may be legitimately called an 
artistic exercise. Indeed, psychiatric education 
provides a curious mixture of a Life Class and 
a Debating Society. We need to be explicity 
aware of this, for three reasons. Firstly, in any 
art form there is good and bad art, and never a 
great child artist. Art is a branch of natural 
philosophy which requires arduous application. 
Secondly, it can become just as hidebound and 
resistant to new ideas as can science, especially 
by ‘totalitarian? or ‘comprehensive’ theories. 
Thirdly, for those with a sense of our history, it 
is clearly a prey to fashion. The wanderings of 
psychiatric theory have been to some extent 
circular. This is because the theories are still 
‘myths’, or art forms, rather than scientific 
theories. We are thus still in a maze, and in 
order to find our way out we must look for a 
scientific thread. Indeed, we will have to spin 
one, and, like the most creative of all threads, 
it will be a spiral one, spun between conjecture 
one one side and refutation on the other, and 
every important turn will involve somebody 
apparently going round the bend. Just at pre- 
sent, we are, artistically speaking, in an opti- 
mistic phase, but we have been there before, 
some 150 years ago when ‘moral treatment’ 
and ‘non-restraint’ were flourishing, and Con- 
stable was studying the wind and the clouds 
and the corn fields waving beneath them. 

‘The readers of the Boston Evening Transcript’, 
said T. S. Eliot, ‘sway in the wind like a field of 
ripe corn.’ Does that apply, too, to the readers 
of the British Journal of Psychiatry? If, instead of 
turning wearily, we gaze intently at the figures 
at the other end of the street, we may notice 
that they are trying to give us an answer. 


a` *% æ. 
$ 


400 l THE HISTORY OF PSYCHIATRY AS RHE HISTORY OF AN ART — 


l REFERENCES A ` POPPEX, K. R. (1972) The Logic of Scientific Discovery. 
Gomprion, E. H. (1972) Art and Illusion. Phaidon Press. London: Hutchinson, 
Gosuen, C, E. (1967) Documentary History of Psychiatry, Ræ, W. R. (1963) In Galen on the Passions and Errors of 
pp. 561-2, London: Vision Press. ‘the Soul. Translated by P. W. Harkins. Ohio State 
Hrroorares. The Medical Works. Translated (1950) by University Press. 
J. Chadwick and W. N. Mann, pp. 194-5. Oxford: Rosen, G. (1959) Social stress and mental disease from the 
Blackwell. eighteenth century to the present: some origins of 
Kuun, T. S. (1962) The Structure of Scientific Revolutions, _,.', s80cial psychiatry. Milbank Memorial Fund Quarterly, 
Chicago. 37) 5732. - 
Lesuim, C. R. (1951) Memoirs of the Life of John Constable 
Phaidon Press. 
A 
f 1 
igiit: 
4% 
ae 
g. 
at 
ap 


J. L. T. Birley, M.R.O.P., M.R.c.Psych., Consultant Psychiatrist, Bethlem Royal and Maudsley Hospital, 
Denmark Hill, Londen. SEs 8AF; and Dean, Institute of Psychiatry, De Crespigny Park, Denmark Aull, 
London, SE5 8AF 


(Received 14 April 1975) 


S \ond 
eyo 
ac e 


ena 










d phery buty pers ne, 6 Of 













ass oF 

azli thoxanthenes 

al almost ent on the 

ariu 23S To : Thee 2 are pes few extra- omame apace lee with Redeotin: 
‘Given by intramuscular injection ‘Redeptin’ is slowly and continuously 

ahsorbed over a period of about seven days. Once titrated its action should be 

. >“ cible week after week inthe same patient. 


=xtrapy midal s sym faptoms, if ‘they occur, 
are limited to the first two days 


here a are efew extrapyramidal symptoms with ‘Redeptin’ but if they do occur they 
Nill usually appear after six hours and disappear within forty-eight. So antiparkinson- 
sm therapy, if needed, can-be anticipated and will not normally be required after 
he second day. This means that the timing of treatment can be planned so that 
=xtrapyramidal symptoms do not occur when the patient is unattended. 


Less extrapyramidal symptoms 


\ double blind trial demonstrated that side effects are fewer and more predictable 
Nith ‘Redeptin’ than with fluphenazine enanthate (2). 


|) Meantotal 


Score of side effect rating scale 


© Muphenazine enanthate 













in he aet ions, gt ions and | Au I tis 3m, and think KIN ing b | ine eC 
reali s the patient i improves, the mi idy dering os erty of Reden 
| co-operat on and working capacity. Interest and ir 


Close control of therapy 


Because ‘Redeptin’ is given every week close control of the 
achieved. Dosage can be adjusted weekly and | therefo be 
_ This should result in earlier discharge from hospital. : 
For day hospital patients or outpatients the p 
_ symptoms is a special benefit be tr 
a chance of these symptoms occurring when it is incon 





























. 10 clini ical trials in more than 1,500 patients have ddmonstrate ed the effectiveness 
of' ‘Redeptin’ In particular it has been commended for its easier manage ament ar 
_lack of side effects. | 

_ More recent work has confirmed the impression recorded in the first pul 
cation on ‘Redeptin’ by Haase et al. (3). 








™ J ) > it distinguishes itself by a high neuroleptic potency, very ¢ ac od 
: psychot c efficacy and a characteristic uniform effect, not only with regard 
: Psychotic effect but alsotothe extrapyramidal andlong-term effects 








Action i x 
‘Redeptin’ luspirilene) | is a sit jor trar 
lizer of the diphenylbutylpiperidine g 
with a mildly- alerting. action. It is slowly 
absorbed after intramuscular injection. 
Detectable blood levels are reached within 
4 hours of injection, and the antipsychotic 
action usually lasts for about a week, with 
arange of 5to15 days. . 

Indications 
‘Redeptin’ is recommended for the treat- 
ment of schizophrenia , and has proved 





- itis of particular value in in patients who are 
i ufrolat lable in taking oral medication. 











; a week by intramuscular 
ay be increased by 2 mg a 
Ro response. The main- 


O 12. mg a Week. Dosage should not 
exceed 20 mgaweek. ` 
Administration: Before administration the 
container should be shaken well. 

Adverse reactions . 

When side effects occur, they are usually 
limited to the first two days after injection. 
Extrapyramidal reactions, especially 
dyskinesia and akathisia but also tremor 
and salivation, may occur within 6 to 12 
hours after injection and usually disappear 
within 48 cue. they can normally be con- 
trolled by reduction of dosage or by the use 
of anticholinergic antiparkinsonism drugs. 
Other reactions reported include fatigue, 
- upper gastro-intestinal symptoms such as 
nausea and vomiting, drowsiness, insom- 
nia, restlessness, excitement, anxiety, head- 
ache and sweating. There have also been 
occasional reports of blurred vision, mild 
hypotension, dizziness, rash and EEG and 
ECG changes. In a small number of patients 
side effects may become progressively 
more marked over a period of weeks or 
months; these signs of accumulation can 
be eliminated by omitting one in 4 or 5 
weekly injections. 

Cautions | 

Patients who drive or operate machinery — 
should be warned of ine 2 peer of 
drowsiness. 


beast weit natnw whine Aa ae Tiaka 


a A auton as at acks may Be preci pitated 








Usein pregnancy 

Although there is no evidence from animal 
studies to suggest that ‘Redeptin’ has 
embryotoxic effects, drug treatment should 
always be avoided during pregnancy 
unless essential, especially during the first 
trimester. 

Contra-indications 

Do not use in patients who have suffered 
uncontrollable adverse effects during 


previous treatment with diphenyibutyi- 


piperidine derivatives. 
O rdo cce 

In the unlikely event of accidental over- 
dosage, signs and symptoms are likely to 





-be predominantly extrapyramidal, possibly 
with some excitation. Treatment would 


consist of supportive and symptomatic 
measures. Extrapyramidal symptoms 
should be treated with a barbiturate, or in 
more severe cases parenteral diphen- 
hydramine or a more potent anticholinergic 
antiparkinsonism drug. The long-acting 
properties of the presentation should be 
borne inmind. — 

Pharmaceutical precautions 
‘Redeptin’ ampoules and vials should be 
Stored at room temperature and protected 
from light. 

Legal category 

For prescription only 

Presentation 

Each ampoule or vial of ‘Redeptin’ con- 
tains an opalescent white aqueous sus- 
pension containing 2 mg fluspirilene in 
each 1 ml. 

‘Redeptin’ ampoules, each containing 
either 2 mg fluspirilene in 1 ml or 6 mg in 
3 ml, are available in boxes of 10. 
‘Redeptin’ vials, each containing 12 mg 
fluspirilene in 6 mi, are available in packs 
OFS. 

Product licence number 

0002/0056. 

References 

1. Europ. J. Pharmacol. (1970), 11, 303. 


- 2.Actapsychiat scand., Suppl. 249(1974) 


p.94 
3 Nervenarzt (1968),39, 275. 


'Redeptin (brand of flaspi ene) is is a trade 






Brit. J. Psychiat. (1975), 127, 401-8 


+ = 
a 
2 


Schizophrenia in a 47,XYY Male 


By RAYMOND FABER and RICHARD ABRAMS aa 


oor 
» T 
k Sad 


Summary 


A case of PETA in a 47,XYY male diagnosed according to strict phenomenological 
criteria is presented. The authors suggest that the 47,XYY chromosome anomaly should be 
added to the list of-possible causes of symptomatic schizophrenia, and express the hope that 
future investigations of the effects of an extra Y chromosome on brain function will yield clues 


as to the aetiology of idiopathic schizophrenia. 


é 
INTRODUCTION 

Schizophrenia-like psychoses have been re- 
ported in patients with chromosomal abnor- 
malities, including Klinefelter’s syndrome 
(47,XXY) (Nielsen, 1964; Swanson and Stipes, 
1969) and Turner’s syndrome {45,XO) (Slater 
and Zilkha, 1961; Mellbin,-.r966). Psychoses 
have also occurred in 47,X YY: males (Akesson, 
Forssman and Wallin, 1969;.Baker, Telfer and 
Richardson, 1970), but a- “phenomenological 
description of schizophrenia in such a patient 
has not been reported. 

Most studies of 47,X YY males have empha- 
sized their prevalence in mental/penal settings. 
According to Hook (1973) the prevalence of 
the 47,X YY genotype in the total white popula- 
tion is O-11 per cent, compared with 2 per cent 
in mental/penal settings. This apparent associa- 
tion had led to the suggestion that 47,X YY 
males have a predilection for criminal and/or 
violent behaviour. Other suggested correlations 
include height exceeding 183 cm. (Jacobs, 
Price and Court Brown, 1968), mental dullness, 
ache, varicose veins and generalized EEG 
slowing (Baker, Telfer and Richardson, 1970). 


Case REPORT 


R.U. is a 36-year-old white male who is 190 cm. 
tall and weighs 125 kg. He was admitted to an 
acute treatment in-patient psychiatric unit of a 
general hospital because of continuous auditory 
hallucinations. 

The patient had intermittently experienced audi- 
tory hallucinations for the past 11 years, with a 
recent increase in frequency and intensity until they 
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were continuously present. He also complained of - - 


progressively severe initial insomnia. Unti admission 
he had been functioning at his usual level, unem- 
ployed, on public assistance and residing with his 
mother. He attended a psychiatric clinic weekly, 
where he received neuroleptic drugs and group 
therapy. 

The patient first saw a psychiatrist at age 7 because 
of slow progress in the first two years in regular 
public school classes, though his behaviour therein 
was described as unremarkable. His next psychiatric 
contact was his first psychiatric admission to hospital 
at age 21. At that time he had become severely 
depressed after coming to the realization that he 
would probably never marry. He was treated with 
pharmacotherapy and discharged after several weeks. 
Since that time he has had over 20 psychiatric 
admissions to hospital for symptoms including at 
various times elaborate fixed delusional ideas, com- 
plete auditory hallucinations commenting on his 
behaviour, suicidal ideas, hyperactivity and rapid 
pressured speech. His overall treatment response has 
been poor and he has several times stayed in hospital 
for over six months. The diagnosis of schizophrenia, 
chronic undifferentiated type, has been made during 
most of his admissions, and the usual treatment 
administered has been neuroleptic drug therapy. 

The patient was the youngest of three children born 
to an Irish lower middle class family in New York 
City. Gestation, delivery and early childhood develop- 
ment were unremarkable. There is no history of any 
early physical trauma or epilepsy. At the age of eight 
years, because of slowness in school, he was placed in 
a class for children with retarded mental development 
where he remained until he left school at age sixteen. 

-He has always been a meek, mild-mannered 
person without sexual or other close personal relation- 
ships with members of either sex. He has worked 
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intermittently as a doorman and enjoys the hobbies of 
fishing and playing the harmonica. At age 16 he was 
arrested as an accomplice in the theft of an auto- 
mobile taken for a ‘joy ride’. There is no other history 
of antisocial or criminal behaviour. 

There is no family history of mental illness, crimi- 
nality or mental retardation. A brother is an habitual 
excessive drinker. The patient’s deceased father was 
employed as a clerk and his mother as a housewife and 
both are high school graduates. 

Mental status examination of the patient on 
admission to the hospital revealed a friendly, co- 
operative dysplastic middle-aged man who readily 
discussed his symptoms. Rate of speech and motor 
activity were normal, as were orientation and 
memory. He appeared to have dull-normal intelli- 
gence. Affective range was restricted but mood was 
appropriate, and blunting was not present. He 
related to the examiner with some feeling. Mood was 
euthymic, He described continuous auditory halluci- 
nations of loud, clear voices speaking in full-formed 
sentences from outside his head. The voices came from 
‘the powers’ and represented ‘the kingdom’. He 
expressed elaborate delusional ideas entailing a 
complex mythology incorporating these phenomena. 
He claimed that his mother was an imposter, who 
appeared identical to his ‘real’ mother except for the 
slight displacement of a vaccination scar. He insisted 
that he had been subjected to a ‘lobotomy’ shortly 
after birth and claimed that his thoughts and actions 
were sometimes controlled by ‘the powers’. His 
speech was marked by formal thought disorder, 
which included neologisms, non-sequiturs and word- 
approximations. 

Physical examination, including a complete neuro- 
logical examination, revealed only generalized 
obesity, bilateral leg oedema and varicose veins. 
A clinical EEG showed alpha activity and diffuse, 
symmetrical theta and delta activity. Skull X-rays, 
brain scan and bone age by X-ray were all normal. 
A Wechsler Adult Intelligence Scale revealed a full 
scale IQ of g1 (verbal 87, performance 99). Chromo- 
somal analysis revealed a 47,X YY karyotype. Buccal 
smear was chromatin negative. A research EEG was 
performed in the laboratory of Dr. E. Roy John and 
subjected to computer analysis using a power- 
spectrum program. Dominant slow activity in the 
theta and delta range was demonstrated bilaterally, 
with an increased abundance of this activity over the 
left hemisphere. 

The patient received fluphenazine hydrochloride 
and enanthate and responded modestly with a 
decrease in the intensity of his auditory haliucina- 
tions. In the hospital he was always well behaved; no 
catatonic behaviour was observed. He was discharged 


SCHIZOPHRENIA IN A 47,XYY MALE 


after three weeks, to be followed in the out-patient 
clinic. 


Discussion 


Krapf (1928) first used the term symptomatic 
schizophrenia to describe the psychosis occurring 
in epileptic patients. Slater, Beard and Glithero 
(1963) reported 69 cases of schizophrenia-like 
psychoses occurring in patients with temporal 
lobe and grand mal epilepsy, and differentiated 
this syndrome from process schizophrenia by 
their observation of a frequently well-preserved 
affect. Slater and Roth (1969) proposed 
separating patients with schizophrenia into 
idiopathic and symptomatic types, and suggested 
that the same ‘fiinctional disturbances in the 
brain might occur in both types. Davison and 
Bagley (1969) reviewed the schizophrenia-like 
psychoses associated with organic central ner- 
vous system disorders and listed 18 separate 
conditions which were associated with such 
syndromes. Reid (1973) also reviewed the 
literature and reported 21 organic conditions 
productive of schizophrenic symptoms. He 
supported the division of schizophrenia into 
idiopathic and symptomatic types in order to 
bring psychiatry into line with other medical 
specialties and ‘to facilitate communication 
between psychiatrists and other physicians. 

The patient presented here satisfied strict 
phenomenological criteria for schizophrenia as 
stated by Schneider (1959) and also demon- 
strated severe formal thought disorder, without 
clinical evidence of coarse brain disease, as well 
as the Capgras syndrome. Without prior 
knowledge of his abnormal karyotype and EEG 
no diagnosis other than schizophrenia could 
have been appropriate. We suggest that the 
47,%YY chromosomal anomaly should be 
added to the list of possible causes of sympto~ 
matic schizophrenia, and hope that future 
investigation of the precise way in which the 
extra Y chromosome alters brain function will 
yield clues as to the aetiology of idiopathic 
schizophrenia. 
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Chromosome Examination of Male Patients in a 


Psychiatric Hospital | 


By JOHANNES NIELSEN . 


INTRODUCTION AND METHOD 


The present study has been made with the 
purpose of studying the frequency of chromo- 
some aberrations in a male psychiatric hospital 
population, especially in order to look for 
possible associations between minor chromo- 
some aberrations such as variations in short 
arms or satellites in D or G chromosomes as 
well as in Y length on the one hand and mental 
illness and criminality on the other. 

In order to get an unselected male patient 
population in a psychiatric hospital, the study 
was carried out as a prevalence and incidence 
investigation. 

All patients in the 24 wards at the Arhus 
State Hospital had blood samples taken for 
chromosome examination on a special day for 
each ward, ‘prevalence day’, and all male 
patients admitted to the hospital during a one- 
year period had blood samples taken for chromo- 
some examination. The study thus comprises a 
prevalence as well as an incidence part. There 
was no difference in frequency of chromosome 
aberrations in the two studies, and they will 
consequently be dealt with as one study com- 
prising a total of 1,244 males. 

We were able to make chromosome examina- 
tions in all but 23 of the 1,244 patients, Le. 98-2 
per cent. The 23 patients who were not examined 
were those who were either discharged within a 
few hours after admission, or males who refused 
to have a blood sample taken; the 23 are 
excluded from the study when the frequency 
figures are calculated. 

Chromosome examination was made on 48- 
hour-cultures of lymphocytes stained with 
orcein. When aberrations were found, further 
staining was made with banding technique. 
Length of Y chromosome was measured in five 
cells in each patient according to the method 
described by Nielsen and Friedrich (1972). 


Definition of aberrations in size of short arms 
and satellites in D and G chromosomes was 
according to whaé has previously been described 
from our laboratiry by Friedrich and Nielsen 


(1973). | 

- 'REsuts 
Frequency of chromosome aberration in relation toa 
psychiatric diagnosis 


The frequency of major chromosome abnor- 
malities was 0-8 per cent, which correlates well 
with the 0°8 per cent found among 8,642 con- 
secutively newborn children at our laboratory 
(Friedrich and Nielsen, 1973, and Nielsen, 
1975): 

The frequency of patients with Klinefelter’s 
syndrome was 0:16 per cent, which correlates 
well with what was found among 4,476 conse- 
cutively new-born boys (0°16 per cent). The 
frequency of patients with 47,X YY was 0-32 
per cent, compared with the frequency of 0-09 
per cent found among 4,476 new-born boys. 

The total frequency of sex chromosome 
abnormalities was 0:5 per cent, which correlates 
well with the frequency of 0-3 per cent found 
among 4,476 new-born boys studied in our 
laboratory. 

The total frequency of major chromosome 
abnormalities according to psychiatric diag- 
noses was within the expected range, considering 
the small numbers, except for the frequency of 
2:2 per cent for sex chromosome abnormalities 
found among the 183 males with character 
disorder; this frequency was significantly higher 
than the expected prevalence of 0-3 per cent 
found among Danish new-born boys (x? 
(Yates) = 7:334, P <o:or), 

The total frequency of autosomal minor 
aberrations of 1-2 per cent was very similar to 
the r'o per cent found among 8,642 new-born 
children. The distribution of minor autosomal 
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BY JOHANNES NIELSEN 


aberrations for the different diagnostic groups 
was not remarkable, considering the small 
number of patients. + 

The frequency of patients with Y/F = 1-00 of 
3°O per cent was significantly higher than the 
expected 1-0 per cent found:‘among 4,476 
new-born boys (x? = 22'072; P < 0-001), 
but the distribution according-to diagnoses did 
not vary significantly from the 3'0 per cent 
found in all patients. 

The mean Y/F index in relition to the main 
psychiatric diagnoses did not differ significantly; 
it varied from 0-87 to 0:89. =. 


Chromosome constitution in relation to criminality 


The frequency of criminality varied from 
40 per cent for patients with major as well as 
minor chromosome abnormalities to 43 per 
cent for those with large Y chromosome. These 
frequencies did not differ significantly from the 
43 per cent with a history of criminality found 
among males with normal karyotypes: 

The mean Y/F index was 87-9, 95 per cent 
confidence limits 87 -4-88-4 for the 520 patients 
who had a record of criminality, compared with 
a mean of 87-9 and 95 per cent confidence 
limits of 87-4-88-3 for the 701 with no crimi- 
nality. The distribution was a normal Gaussian 
in both groups, and there was no significant 
difference. 

The Y/F index was analysed in relation to 
criminality, and it was found that the group 
with the highest Y/I index was the one with 
males who had committed sexual criminality, 
they had a mean Y/F index of 0-89, compared 
with 0:87 for all males with criminality; the 
difference was, however, not significant. The 
frequency of males with a Y/F index S1-00 in 
the group of patients who had committed 
sexual criminality was 8 per cent, compared 
with 3 per cent among males with no history of 
criminality. The difference was not significant. 


Discussion 
The present investigation showed a frequency 
of major chromosome abnormalities within the 
expected range. 
The frequency of Klinefelter’s syndrome 
(0-16 per cent) was remarkably low, compared 
with a frequency of 1-1 per cent found in a sex- 
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chromatin investigation in the same hospital 
(Nielsen, 1969). 

The frequency of males with double Y was 
0°32 per cent, compared with 0-09 per cent 
found among 4,476 newborn boys; the difference 
was, however, not significant. 

The diagnostic group which had the highest 
frequency of males with sex chromosome 
abnormalities was that of character disorders, 
in which the frequency of sex chromosome 
aberrations was 2:2 per cent, which was 
significantly higher than the expected frequency 
(P < o-or). This correlates with previous 
findings that the most frequent psychiatric 
diagnosis among males with sex chromosome 
aberrations found in psychiatric hospitals is 
character disorder. 

We found a significantly higher frequency’ of 
patients with large Y among the 1,244 male 
patients included in the study (3'0 per cent) 
than expected from the study of new-born boys 
(1'0 per cent) (P <0-oo1). This correlates with 
previous findings of an increased frequency of 
males with a comparatively large Y among 
males in institutions for mental disorders and 
institutions for males with criminality (Nielsen, 
1968; Kahn et al., 1969; Nielsen, 1971; Nielsen 
and Henriksen, 1972; Nielsen and Friedrich, 
1972; Christensen and Nielsen, 1974; Soudek 
and Laraya, 1975). 

In a study by Nordland ct al. (1974) and 
Nielsen and Nordland (1975) a cytogenetic- 
psychological investigation was made of 47 
schoolboys in special classes and 48 controls 
in normal classes in a Danish city. A significant 
association was found between length of Y 
and level of activity, increase of level of activity 
being correlated with increase of length of Y 
when both groups were taken together. It was 
concluded from this study that a presumptive 
general predisposition to a relatively high 
level of activity in boys with a comparatively 
large Y may according to conditions during 
childhood, either be a certain handicap or a 
certain advantage as far as personality develop- 
ment and social adjustment is concerned. 

If the milieu is restrictive, with poor under- 
standing and support for the need of a boy, a 
comparatively large Y with associated high 
level of activity may intensify the problems of 
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such a boy. If the milieu is positive, under- 
standing, permissive and with possibilities of 
canalizing activity, the large Y associated with a 
high level of activity may be a positive factor in 
personality development and social adjust- 
ment. 

One might thus expect to find an increased 
frequency of males with large Y among groups 
with behaviour disorder during childhood, as 
found by Christensen and Nielsen (1974) among 
boys at a psychiatric hospital as well as among 
other males with personality deviation, diff- 
culties in social adaptation and probably also 
criminality, as found by Nielsen (1968), Kahn 
et al. (1969), Nielsen (1971), Nielsen and 
Henriksen (1972), Nielsen and Friedrich (1972) 
and Soudek and Laraya (1975). 

One might, however, also expect to find an 
increased frequency of males with large Y 
among comparatively active and socially well- 
adjusted males who manage well in life, as was 
found by one of the authors (Nielsen, 1968) 
among 45 medical students, 17 per cent of whom 
had a Y/F S 1-0, compared with the expected 
I +4 per cent. 

Association between length of Y and per- 
sonality development was also indicated in a 
study by Bekgaard and Nielsen (1975), who 
found a significant correlation between length of 
Y chromosome and neuroticism as measured by 
the Maudsley Personality Inventory in 44 
medical students. 

If these results are confirmed by further 
studies in a larger, unselected population 
sample, they would have considerable implica- 
tions for studies of the interaction of genetic and 
environmental factors in the development of 
personality and behaviour. 


i t 
CHROMOSOME EXAMINATION OF MALE PATIENTS IN A PSYCHIATRIC HOSPITAL 
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ADDICTION | 
Drug: Use Epidemiological and Sociological 
Approaches. By Eric JosgpHson and 


Exveanor E. CARROLL. New York, London, 
Sydaey, Toronto: John Wiley & Sons. 1974. 
Pp. xiii-+-366. Index 15 pp. Price £7.90. 


According to the senior editor, ‘what some people 
do with drugs and medicines is the subject of this 
book’. It has 15 chapters (13 written by contributors 
from the U.S.A., and one chapter each by a Canadian 
and a British research worker respectively) arranged 
in five larger Parts (I. Conceptual Issues; II. Heroin; 
IYI. Youth and Drugs; IV. Hallucinogens and 
Stimulants; V. Psychotherapeutic Drugs). The 
contents of the volume as claimed in the excellent 
Introduction range over a very wide field, presenting 
a critical assessment of recent research methodology, 
findings, treatment procedures etc., apart from 
reporting results of, and conclusions from, a number 
of very valuable recent studies and surveys carried 
out by contributors to the volume..As is common ina 
multi-author book, views of the various contributors 
do not always tally: for example, the Introduction 
contains a rather critical reference to the extension 
of the disease label ‘to more and more forms of 
deviant behaviour, such as drug use’ (‘moral entre- 
prencurship’); whereas data presented in a later 
chapter by Mellinger et al. are ‘much more suggestive 
of a medical or iliness model of behaviour than . . of 
a deviance model . . .’. The surprising claim made in 
the Introduction that ‘in Britain during the 1960's 
West Indian immigrants were blamed by some for 
the increasing use of heroin’ is not borne out in the 
chapter by the British contributor. Of great interest 
are certain surprising findings described in this 
volume: for example, Dr. Winick’s statement that 
many heroin users can function well and sometimes 
even at an improved level (this again is at variance 
with findings presented in the Chapter dealing with 
Britain); and the report by Mellinger et al, that, by 
and large, American doctors are cautious rather than 
over-generous in (their patterns of) prescribing 
psychotropic drugs. All in all an excellent, highly 
informative book of value to any professional worker 
concerned with problems of drug misuse. 


M. M. Grarr. 


PSYCHOLOGICAL TREATMENTS 


The Large Group: Dynamics and Therapy. 
Edited by LIionEL KREEGER., London: Constable. 


1975- Pp. 344. Index 10 pp. Price £5.00. 


This is a book in the field of psychotherapy. As 
such, questions must be asked of it which should be 
asked of writings about psychotherapy. First of all, is 
the book intelligible? This book is almost entirely 
(not quite entirely) intelligible. This is a noteworthy 


virtue in a book on groups, whose literature is if: 


anything even more mysterious than writings about 
individual affairs. 

The second question is, is the book of any practical 
use? At any rate, to anyone likely to read this 
Journal. The answer is likely to be yes. This reviewer 
noted particularly Whiteley’s clear and sober account 
of socictherapy and Skynner’s account of his personal 
attempt to assist the functioning of a Day Hospital by 
participating in (if not conducting) a regular staff 
group—this work being of special relevance to anyone 
interested in the possibility that a specialist psycho- 
therapist might actually help ordinary psychiatrists 
doing ordinary catchment area work. 

And a third question: is this a scientific book? (in 
the sense of are there any data in the book?) No. But 
the authors are here presenting the present state of an 
art which has now been explored sufficiently, with 
sufficiently interesting results, for theoretical views to 
be put together and empirical investigations con- 
ducted. The authors of this book would be happy for 
such studies to be done; it would be surprising if any 
researcher in this field would make much progress 
without the knowledge set out herein. He would, for 
example, need to understand projection as expounded 
here by Main and the sociological approach as (with 
singular clarity, for the subject) set out by Hopper 
and Weyman. (Both of these chapters should be read 
by all psychiatric trainees). 

One may hope that the knowledge of large groups 
will have progressed when the next edition of this book 
appears to the point where the rélations between the 
diverse viewpoints presented here-can be clearly set 
out. With empirical data to match. 


f 
J. P. WATSON. 
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Marital and Family Therapy. By Ira D. GLICK 
and Davi R. Kersster New York: Grune and 
Stratton. 1974. Pp. xix-+181. Index g pp. Price 
£6.00. 


The lack of precise descriptions of psychological 
methods of treatment handicaps teaching and fre- 
quently suggests that the Emperor’s new clothes may 
be an uncomfortably apt comparison. It is therefore 
a rare but satisfying experience to read a short book 
which presents a lucid, sensible, practical and highly 
organized account of family therapy. Its approach is 
comprehensive, each chapter opens with a brief list 
of its objectives, and its points are developed with 
orderly clarity illustrated by tables and short clinical 
examples. 

This is a book I would like to have read at the 
outset of my psychiatric training (or even as a 
student), but I am pleased to have the opportunity 
to read it now. It is thus equally a book for the 
beginner and for the more experienced who will 
want to reassess their own intuitive techniques and 
perhaps follow some of the references. I hope that 
others will eventually be able to present other areas 
of clinical psychiatry with the same mixture of 
balance, clarity and awareness of what readers need 
and want to know in their everyday work. 


Ricuarp Mayou. 


Ethical Standards in Counselling. Edited by 
H. J. Buacknam. London: Bedford Square Press. 
1974. Pp. 71. Price £1.50. 


This booklet consists of cight papers presented by 
a working party to the Standing Conference for the 
Advancement of Counselling. One might think that 
the business of counselling consists essentially of giving 
advice, but apparently it has spread its activities in 
both depth and extent. Here the reader will learn that 
it aims to solve all sorts of human problems, render 
psychotherapeutic aid, supply information, encourage 
befriendings, provide vocational guidance and even 
change the personality by psychotherapy (Freudian, 
Kleinian, Existential etc.) or by behavioural methods. 
It would seem to invade the arenas of the psycholo- 
gist, psychotherapist, psychiatrist, social worker, 
probation officer, priest and school-teacher, Perhaps 
a case can be made out for yet another profession 
(‘counsellor’), but before this is officially recognized 
an appropriate institute with training courses and 
examinations will have to be established. 

In spite of its title, there is no profound analysis of 
ethical aspects, however, it is good that confidentiality 
ig stressed and that counsellors are instructed never to 
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impose their own values on to clients. But can one 
agree that counselling should ‘accept the status quo of 
social and political organization and of society’s 
pattern of roles and relationships?’ Surely this would 
imply the death of progress and the ossification of 
social structures. 
I. ATEN. 


Essential Psychology Series. 
General Editor: PETER HERRIOT 


1. An Introduction to Psychological Science. 
By Davin Lzace. Pp. 144. Price 65p. 

2. Interpersonal and Group Behaviour. By JUDY 
GAHAGAN. Pp. 144. Price 65p. 


3. Thinking and Language. By JUDITH GREENE. 
Pp. 144. Price 65p. 

4. The Psychology of Handicap. By Rosemary 
SHAKESPEARE. Pp. 143. Price 65p. 


5. Cognitive Development. By JOHANNA TURNER. 
Pp. 144. Price 65p. 

6. Social Behaviour. By Kevin WHELDALL. Pp. 144. 
Price 65p. 


London: Methuen. 1975. 


These are the first six titles to be published in a 
proposed 36 volume series which, as the publisher’s 
blurb proclaims, are ‘. . . short, cheap paperbacks, 
especially written to form a complete and self- 
contained introduction to psychology’. Not much in 
the way of modesty here, and a certain amount of 
inaccuracy if you share my view that while these are 
indeed short (pamphlet-sized) texts, and are in- 
disputably paperbacks, they are pretty expensive for 
their size. 

The real problem, however, concerns the claim 
that these are introductory texts, Legge’s I found to be 
useful, clear, and supportive of the contention, but 
Gahagan’s tended to fall at the other end of the scale, 
the remaining four filling other positions. The main 
difficulties, I think, were those of finding a level at 
which to communicate and a language in which to do 
so. Indeed, one or two authors appear to be trying 
their hand at published work for the first time and 
not finding it too easy. 

This is rather a pity, since the basic idea is a good 
one and the ground covered is probably about right. 

The cover designs, quite the best thing about the 
Series, are very eye-catching and may help Essential 
Psychology to achieve commercial success. 


H. R. Bezou. 
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TEXTBOOK 
Psychiatry for Students. By Davi STAFFORD- 
CLARK, with an Appendix by Donatp BAN- 
NISTER. Volume 1. 4th Edition. London: George 
Allen & Unwin Ltd. 1974. Pp. 225. Index 5 pp. 
Price £2.65. 

The appearance of a fourth edition of this textbook, 
popular for ten years, is no surprise, but the develop- 
ment in format is striking. Two volumes now cover 
the field usually encompassed in one, and the expan- 
sion is in child and adolescent psychiatry and sub- 
normality. The layout of the first volume, by Dr. 
Stafford-Clark, is largely unchanged and the revised 
contents show an orthodox approach. The sections on 
neurosis and psychosis are preceded by a general 
introduction, discussion of the clinical approach, and 
outlines of personality development and the psycho- 
dynamic hypothesis. Special chapters deal with 
emergencies, puerperal psychoses, psychosomatic 
symptoms, treatment, and the law. There is a useful 
appendix by Dr. Donald Bannister on important 
practical aspects of clinical psychology. 

This book has already proved its success and 
popularity, and its mitosis, following the trend 
appearing in all branches of medical writings towards 
‘division of expertise’, is particularly timely, as 
specialization, both in psychiatry and in under- 
graduate and postgraduate education, evolves rapidly. 
As well as its comprehensive nature, a valuable asset 
of this book, especially in undergraduate teaching, is 
its capacity to arouse enthusiasm and to draw the 
reader’s attention to the individual as well to his or 
her problem, disease or incapacity; the numerous 
case histories are valuable here and the concept of 
the psychiatrist-patient relationship is both ex- 
pressed and implied. This personal approach is 
exemplified in the latest preface. Despite the clear 
arguments, which the author modestly accepts, on 
the lifetime of a textbook, one suspects that these 
same sentiments will never need new authorship or 
up-dating. 

J. D. Potzrrr. 


CHLORPROMAZINE 
Chlorpromazine in Psychiatry: A Study of 
Therapeutic Innovation. By Juorru P. 
Swazey. Cambridge, Mass.: MIT Press. 1974. 
Pp. xvii +332. Index 8 pp. Price £8.75. 

The avowed aims of this book are twofold: (1) ‘To 
provide a detåiled historical analysis of one particular 
therapeutic innovation’; and (2) “To add to our 
understanding of the complex patterns of scientific 
development which can be seen to be behind most 
therapeutic breakthroughs’. 
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Dr. Judith Swazey succeeds admirably in achieving 
both her aims; the second more general one being 
reached through her penetrating and comprehensive 
approach to the first; that relating to the therapeutic 
innovation of chlorpromazine. As Seymour Kety 
points out in his foreword, the introduction of 
chlorpromazine literally revolutionized psychiatry. 
In documenting the steps which led up to this 
revolution the author begins appropriately at the 
development of the aniline dye industry in Europe 
during the latter half of the nineteenth century; out 
of which grew organic chemistry and hence the 
synthesis of phenothiazine, the compound from which 
chlorpromazine was to come some seventy years later. 
One intriguing sidelight: the European drug industry 
developed in Germany and Switzerland, rather than 
in England where aniline dyes had been synthesized 
first, because the German but not the English cloth 
manufacturers were prepared to invest in research in 
order to obtain a steady supply of new dyes. 

In the first section of the book Swazey describes 
how chlorpromazine was initially synthesized, not as 
a potential psychotropic drug, but as part of a quest 
by the French pharmaceutical company Rhéne- 
Poulenc for new antihistamine preparations. It was 
only when its profound central effects were noted by 
Laborit that chlorpromazine was considered worth 
trying out on psychiatric pateni by Delay and 
Deniker in 1952. 

The second section of the book deals with the 
introduction of chlorpromazine into clinical psychia- 
tric practice and the enormous effects this has had. 
In particular, the author describes in cliff-hanging 
detail the complex negotiations which took place 
between Rhéne-Poulenc in France and Smith Kline 
and French in Philadelphia to get chlorpromazine 
on to the market in the United States. One is rarely 
afforded such insights into the thinking behind the 
activities of large pharmaceutical companies. 

I can wholeheartedly recommend this well-written 
book to anyone interested in the origins of modern 
psychopharmacology. 

‘TREVOR SILVERSTONE. 


PSYCHOLOGY 


Psychology and Medicine. By S. J. RACHMAN and 
CLARE Pms. London: Temple Smith. 1975. 
Pp. xii-+204. Index 7 pp. Price £3.75.- 

This book deals with the application of normal and 
abnormal psychology to the field of medicine. The 
authors discuss the subject under two broad cate- 
gories, the applications of psychologygin the process 
of becoming ill and in the process of recovery. 
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The main object of the book is to advocate a 
change in the role of the clinical psychologist from 
the narrow attachment to the field of psychiatry—to 
which clinical psychology has grown so close—to a 
broader contribution to other aspects of health 
service. 

The authors argue that at present the clinical 
psychologist possesses techniques—such as desensiti- 
vation, anxiety reduction, suggestion, distraction, as 
well as those techniques which make use of the 
principles of bio-feedback—which can assist the 
medical profession, as well as the patients, in dealing 
with certain types of clinical problem. 

The authors provide chapters in which they make’ 
concrete proposals as to how the psychologist could 
contribute in the management of sleep disturbances, 
headaches, pain or pill taking, as well as in dealing 
with the psychological impact of admission to hospital. 
They also discuss how the clinical psychologist, using 
the principles of operant conditioning, has helped in 
the field of mental retardation. 

The book covers a controversial subject clearly and 
adequately and its contents are likely to bring into 
perspective the role of the psychologist in the field of 
medicine, It should appeal to many readers besides 
those especially interested in the fields of psychology 
and psychiatry. 

Maria A. WYKE. 


CHILDREN 


The Formative Years: Birth, Family, and 
Development in Newcastle upon Tyne. 
By G. NeLIGAN, D. PrupHaAm and Hans STEINER. 
Oxford University Press. Pp. Ix-+122. Price 
£1.75. 

The reckless use of the term ‘brain damage’ for 
children described as ‘hyper-kinetic’ (meaning ‘over- 
active’ by someone’s standards) has done a disservice 
to the recognition of the importance of trauma in the 
perinatal period. There is, however, an accumulation 
of accurate knowledge about the hazards of child- 
birth, and Neligan, Prudham and Steiner report the 
findings of two longitudinal surveys begun in 1960. 
Their work does credit to Newcastle’s high reputation 
in these matters. They utilize the concept of ‘the 
continuum of reproductive casualty’ and focus their 
interest on two adverse perinatal factors: abnormal 
ee (which is potentially modifiable by the 

stetrician) and anoxia (which is potentially modi- 

“bythe paediatrician). 
o is plaċed on breech delivery, prematurity, 

“and low birth: “weight. These conditions involve the 
possibility oft%idden’ death or of survival with the 
risk of irreversible ÞDräin damage. The numbers are 
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small, but the consequences are severe and include 
possible combinations of mental defect, cerebral 
palsy and convulsions. 

Adverse factors occurred in 1 per cent of the popu- 
lation studied. Some comfort is to be obtained from 
the fact that the great majority turned out to be free 
of any handicap. Only among the survivors of very 
low birth weight was there any lowering of the school 
performance or IQ. There is an ethical problem in 
that, although improved premature baby care has 
increased the numbers of survivors of low birth 


weight, 32~56 per cent of these have varying degrees 


of handicap. The authors confide their own ‘tem- 
peramental reaction’ to this issue, which is to desist, 
in certain defined circumstances, from attempts to 


Hs with the course of nature. 


' This book is an important contribution to the 
study of the genesis of handicap, and it demonstrates 
that’ the presentation of statistical data is not in- 
compatible with sensitive writing and good literary 
style. 

J. H. Kam, 


Children and Parents: Everyday Problems of 
Behaviour. By Hermann A. Peme and Roy 
HowartH. Harmondsworth: Penguin Books, 
1975. Pp. 133. Price 50p. 

This is the first British published book on training 
parents to apply behaviour modification principles to 
everyday problems encountered in their children. 
On the whole, unlike its American counterparts, it 
avoids using too much jargon. It is written in narrative 
form and many short case studies are used to illustrate 
the application of the principles. Throughout, the 
emphasis is on using positive reinforcement, shaping 
techniques and modelling procedures, and above all 
on careful definition and recording of the presenting 
problem. 

Only experience will demonstrate how useful 
parents will find this short text on its own without 
recourse to professional advice and encouragement. 
It is unfortunate that no indication is given of how 
parents have used the book. Perhaps an appendix in 
a second edition could include actual data gathered 
by parents—warts and all. An analysis of difficulties 
would be as iluminating-as a recital of simple success 
stories. A few key references for further reading would 
also be useful. 

Despite these shortcomings, the book should prove 
valuable not only to parents but also to nurses, 
teachers, social workers, psychiatrists, psychologists, 
and all other professionals who view their role as 
including the giving of advice to parents on child 
management. 

WILLIAM YULE. 
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SCHIZOPHRENIA. 


The Origin and Treatment of Schizophrenic 
Disorders. By THropore Loz. London: 
Hutchinson. 1975. Pp. xiit+-145. Price £3.00. 


Delivered in 1967, these Salmon Lectures appeared 
six years later in the U.S. Their publication now in 
this country calls on readers to judge whether study 


of families of schizophrenic patients does indeed" 


reveal the cause of the psychosis and show how tò 
treat schizophrenia. Lidz is one of a sizeable company 


which include other influential clinicians such as ‘ 


Bateson and Jackson, Wynne and Singer, and Laing 
and Esterson. The family approach to schizophrenia 
which they advocate has entered into public cur- 
rency; it is a familiar topic in newspapers, fiction, 


films and television, and has an impact on psychiatric . 


theory, diagnostic procedure, therapeutic action and: 
treatment facilities. 

Lidz began his study of parental dititudes at Whe 
start of his psychiatric training. After’ talking with a 
patient’s parents he ‘would wonder just how long 
my sanity or anyone’s sanity would withstand living 
with these people, to say nothing of being raised by 
them’ (p. 8). The negative impression led him to 
compare the case histories of 50 schizophrenic and 
50 psychotically depressed patients, and this study 
demonstrated ‘very forcefully’ that ‘one (schizo- 
phrenic) patient after another was subjected to a 
piling up of adverse intrafamulial forces that were 
major factors in moulding the misshapen personality 
. . .. Thereupon he undertook his main clinical 
investigation, a study of 17 schizophrenic patients 
and their families, a small series perhaps on which to 
base not only the unifying theory he aims to present 
but also a different way of regarding man and schizo- 
phrenia. He explains that the study was carried out 
against a background of several hundred other 
families of patients; the 17 families were not selected 
to be representative of any definable segment of the 
schizophrenic population. The book does not convey 
the method of making the clinical observations, of 
which few are reported despite this being ‘probably 
the most intensive study of a series of families carried 
out for any purpose’. 

Admitting that other investigations yield other 
categories, i.e. that contradictory descriptions of 
parents of schizophrenic patients are found in the 
literature (p. 47), Lidz describes three parental 
configurations: (1) skewed families are those with a 
dominant schizophrenogenic mother, intrusive and 
impervious, and a weak father unable to counter the 
mother’s aberrant ways (a son is the victim more 
often than a daughter); (2) schismatic families have 
parents in conflict, one undercutting the other in 
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their competition for the loyalty of their children; 
the child—girls suffering most—caught in a bind 
because pleasing either parent results in rejection by 
the other parent; (3) admixtures of these two family 
types occur. 

Criteria are not precisely singled out nor are 
procedures set down by which clinicians, on quanti- 
tative or qualitative grounds, can categorize any 
given family. Instead, both in the description of the 
skewed family (p. 31) and when the schismatic 


_ pattern is presented (p. 43), qualities are described 


for each parent, e.g... . ‘these men need to have 
their narcissism bolstered by constant admiration’; 
‘the mother . . . cannot provide her daughter with 
any maternal warmth’. 

A hazard of the description which emerges is that 
parents of patients can be perceived as malevolent, 
and not only by psychiatrists but by nursing staff, 
clinical psychologists, social workers and perhaps 
welfare bodies as well. If parents are made to per- 
ceive themselves as harmful, and indeed as causing 
their child’s psychosis, mutually supportive arrange- 
ments will be hard to achieve for chronic patients 
and their families. The author, however, expressly 
dissociates himself from those ‘therapists and family 
case-workers who treat parents as villains who have 
ruined the lives’ of their children (p. 121). He 
advocates support for the parents; their ‘noxious 
influences’ he regards as the product of their own 
personal tragedies and their egocentric orientations. 

As the title emphasizes, Lidz believes that the 
aetiology of schizophrenia is discovered, and is 
unitary at that. He opposes the belief that there are 
any genetic factors, primarily because such genetic 
hypotheses have interfered with appreciation of how 
greatly one generation influences the next... (p. 12). 
But the claim that the family ‘transactions’ described 
are the sole cause of schizophrenia is not substan- 
tiated, and the author fails to show that patients with 
other disorders, and conceivably normal people also, 
cannot have similar families. 

Lidz rests his case on a purely descriptive level. 
The origin of the psychosis is identified with the 
extensive pathology of the family, a pathogenic 
environment (p. 126) which is noxious (p. 115), and 
which ‘virtually provides training in irrationality’ 

15). The growing child represses his needs 
because the parents are not only impervious to them 
but also insist that the child should perceive the 
family transactions in the way the parents requirg 


They constantly alter facts to suit their own ‘negliyan 


to which they accord priority. The hallmark, of ‘these rome 


parents is ‘a strange combination of initrusiveriess and.’ 
imperviousness’; they invade their“ ghild’s ‘psychic ° 
space and also systematically -reject- "anything that 
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threatens their own equilibrium or self-image’. The ‘ 
claim here made is that “the families of schizophrenic 
patients fail in global ways to carry out the tasks for 
the adequate personality development of their 
children’, This causal assertion, too, has not been 
substantiated. 

The title of Chapter II, on Phenomenology, 
differs from the other chapters in that it does not focus 
directly on the author’s clinical impressions but deals 
theoretically with the topic of Thought Disorder. 
The phenomenology of the numerous categories of 
disordered thinking is reduced to ‘the egocentric 
overinclusiveness that characterizes schizophrenic 
thinking’, and this abnormal mentation, it is claimed, 
‘relates to the egocentricities of the parents’ (p. 50). 
Concepts about schizophrenic thought disorder are 
then judged as clarifying the formal characteristics of 
thought disorder, but ‘they do not directly open the 
way for understanding the delusional and magical 
aspects of schizophrenic disorders’. The distinction 
made, for example, by Jaspers between ‘explaining’ 
and ‘understanding’ psychology would have clarified 
this discussion on p. 54- 

Schizophrenic patients are not viewed as fixated 
at an early stage of cognitive development (‘at least 
not globally’), for otherwise they would present as 
cases of childhood autism or other psychosis (p. 76). 
Instead the author postulates that developmental 
tasks of adolescence are not managed and that the 
young person then regresses to an earlier cognitive 
developmental stage. The reversion of the future 
schizophrenic in adolescence to ‘egocentricity’ is a 
“major cognitive transformation’ resulting from the 
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failure to surmount. the crucial adolescent develop- 
mental hurdle (p. 80). The mental operations of a 
schizophrenic patient are equated with those of a 


child. ‘Magical concepts’ are said to be common to ™ | 


both, but few authorities, in this reviewer’s opinion, 
will support the author’s view that psychotic thought 
disorder and childhood mentation are equivalent. 

Treatment is dealt with in the final section (Chap- 
ter III). The basic clinical task is seen as releasing the 
patient from ‘the bondage of completing a parent’s 
life’ (p. 101) or of trying to bridge the divisiveness 
between the two parents. However, such psycho- 
therapeutic aid is not germane only in schizo- 
phrenia. Many other types of patient, some not 
psychotic, need.to be helped to surrender such an 
unrewarding personal commitment to the previous 
generation. The author appears to propose that 
psychotherapy, of the intensive type described, is 
required: f. . . most require intensive and prolonged 
treatment to keep them from remaining crippled and 
vulnerable to recurrences, if not from becoming 
chronically psychotic’ (p. 127), and obvious implica- 
tions for provision of clinical services also follow. 
However, such a prescription should be given only 
if the evidence is firm, and with due regard for the 
onus placed of parents who might consider them- 
selves as failing sick children if the advocated treat- 
ment is not available. But in this reviewer’s opinion 
the evidence provided about outcome with treatment 
is not sufficient to warrant the author’s claim that 
intensive psychotherapy is mandatory in schizo- 
phrenia. Ta 

Henry WALTON. 


Brit. J. Psychiat. (1975), 127, 4.13 


PSYCHIATRY AND PSYCHOLOGY 


Introductory Psychology: The Modern View. By 
Doucias W. MATHESON. The Dryden Press. No price 
stated. 

1975 Year Book of Psychiatry and Applied Mental 
Health. Edited by BracgLAND, FREEDMAN, FRIED- 
HOFF, Kors, Lourm and Romano. Lloyd-Luke. 
Price £15.35. 


A Guide to Counselling and Basic Psychotherapy. 


By Rrawarp Parry. Churchill Livingstone. Price £1.75. 

The T.A T., C.A.T. and S.A.T. in Clinical Use. Third 
e By Lzopotp BELLAK. Grune & ` Stratton. 
Price £6.75. 

Personality: Tests and Reviews II. Edited by Oscar K. 
Buros, The Gryphon Press. Price $45.00. 

Psychology and Psychiatry for Nurses. Fourth 
Edition, By PETER DALLY and HEATHER HARRINGTON. 
Hoddsr & Stoughton. Price £3.95. =“ 

Psychiatric Rehabilitation in the Getto. By GERALD 
Bauman and Ruru GRUNES. Lexington Books. Price 
£7-50- 


Psychiatry in Broad Perspective. By Roy R. GRINKER, 


Sr. Human Sciences Press. Price $14.95. 
The Psychology of Aggression. By Davin M., Vow es, 
Edinburgh University Press. Price 50p.". 


COMMUNITY, SOCIAL AND ALLIED MATTERS 


Organization of Mental Health Services in Deve- 
loping Countries: 16th Report of the WHO Expert 
Committee on Mental Health. World Health Organiza- 
tion, 1975. Sw. Fr. 6. 

Probes for Health: Essays from the Health Services 
Research Centre, University of Birmingham. 
Edited by Gorpon Malacuian. Oxford University 
Press, Price £3.00. 

Mentally Ill Mothers and Their Children. By Henry 
GRUNEBAUM, JUSTIN L. Weiss, BERTRAM J. GOHLER, 
Caro: R. Hartman and Davp H. GALLANT. 
University of Chicago Press. £8.50. 

The Family Life of Sick Children: A Study of 


Families Coping with Chronic Childhood - 


Diseases. By Livpy Burron. Routledge & Kegan 
Paul. Price £55.00. 

Involuntary Treatment of the Mentally Il: The 
Problem of Autonomy. By MOOHAEL ALFRED 
Prszxe. Charles C. Thomas. Price $10.75. 

Report of the Work of the Prison Department 1974. 
Home Orrice. HMSO. Price £1.55. 


Books Received 


Young Inner City Families: Development of Ego 
Strength under Stress. By Marcarer M. Law- 
RENCE. Human Sciences Prass. Price $10.95. 

Overload: The New Human Condition. By LeorpoLD 
BeLLax. Human Sciences Press. Price $9.95. 


MENTAL HANDICAP 


Proceedings of the Third Congress of the Inter- 
national Association for the Scientific Study of 
_ Mental Deficiency. Edited by D. A. A. PRIMROSE. 
Polish Medical Publishers. Price £11.00. 

Proceedings of the Third Congress of the Inter- 
national Association for the Scientific Study of 
Mental Deficiency. Vol. 2. Edited by J. M. Bers, 
FL Lanc-Brown, D. A. A. Prurose, B. W. Ricwarps. 
Polish Medical Publishers. Price £2.00. 

Opening the Door: A Study of New Policies for the 
Mentally Handicapped. By KATHLEEN Jones with 
Jonn Brown, W. J. CUNNINGHAM, JULIEN ROBERTS 
and Perer Wruuiams. Routledge & Kegan Paul. Price 
£6-95. 


MISCELLANEOUS 


Art and Human Emotions. By Econ Weer. Charles G. 
Thomas. Price $6.76. 

Imprisoned Tongues. By Roserr ROBERTS. Manchester 
University Press. Price £1.20. 

Medical Aspects of Human Sexuality: 750 Questions 
Answered by 500 Authorities. Compiled by, 
Haro I. Lær. Williams & Wilkins. Price $14.00. ' 

Psychotropic Drugs: A Manual for Emergency 
Management of Overdosage. By NATHAN 5. 
Kung, STEWART F. ALEXANDER and AMPARO 
CHAMBERLAIN. Medical Economics Company. Price 
$10.00. 


Origins of Human Nature and Human Behavior. 
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By Donaro V. Hirst. Philosophical Library. pie 


Price $10.00. 

Family Therapy. By JomNn ELDEREN BEL, "Jason 
Aronson. Price $20.00. 

From Sad to Glad. By Narsan 8S. Kume. Putnam. 
Price $7.95. 

Please Don’t Say Hello. By Prytus Goro. Human 
Sciences Press, Price $6.95. 

An MMPI Handbook. Volume I. Research Applica- 
tions. Revised edition. By W. Grant DAHLSTROM, 
Grorce SanuaceR Weran ahd Leona, E. Dan- 
strom. University of Minnesota Press. Price-$25.00. 


* 
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Many of these books will be reviewed at a later date.  .“. P 
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Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, W1M gLE 


PSYCHIATRY AND SECTARIANS 
DEAR Sir, 
The article by John Spencer on ‘The mental health 


of Jehovah’s Witnesses’ which was published in this. 
Journal (June 1975, 126, 556) may appear to have - 
made a useful contribution to the scientific under- - 


standing of phenomena which have remained largely 


unexplored. While the article is welcome as-a . 


pioneering attempt to introduce some conceptual 
rigour and some apparently objective facts into`a 
peculiarly ill-informed area of psychology, it contains 
some serious errors of fact and method. My object in 
correcting them is to lay the foundations for a more 


.` clear-sighted and methodologically sound approach 


to the study of mental health among religious sec- 


tarians. The topic is important enough and sufficiently . 


unexplored to warrant closer scrutiny. 


The factual errors are threefold. Firstly, Spencer is ~ 


wrong in saying that there have been ‘remarkably few 
studies correlating choice of religious belief with 
personality or mental disorder’. The literature in the 
psychology and sociology of religion is replete with 
references to studies of this kind. Secondly, Spencer 
misrepresents the beliefs of Jehovah’s Witnesses about 
the availability of eternal salvation. They do not 
deny that some non-Witnesses will attain this state: 
they merely affirm that only the Witnesses will pass 
unscathed into the allegedly impending 1,000 year 
reign of peace and perfection on earth. Thirdly, my 
` own research on Jehovah’s Witnesses in Britain has 
shown that it is mistaken to believe, as Spencer 
_ explicitly’ states, that the organizational structure of 


a the Watch Tower movement has no relevance to an 


“understanding of the Witnesses’ mental health. 
“Indeed, my findings showed that the complex 


structure of their social relations was an important 


determinant of their ways of thinking, feeling and 


_acting. To follow Spencer’s procedure of isolating 
` personality characteristics from their social context is 


to preclude the possibility that the aetiology of 
Jehovah’s Witnesses’ alleged mental ill health could 
ever be properly understood. 

More serious, however, are two methodological 
shortcomings of Spenoer’s study. On the one hand he 
never question’ the cate of the process whereby 
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the hospital staff who admitted his subjects also 
attributed to them full membership in the Watch 
Tower movement. But. given that the admissions took 


` place over a period of 36 months and that the staff 
‘concerned had: not been specially alerted to the 
importance of correctly categorizing religious affilia- 
. tions, thére are good grounds for being highly 
“suspicious of the statistics. Moreover, it is commonly 


found that anomalies and ambiguities cannot be 
tolerated by officials. whose tasks include repetitive 
form-filling. The attribution of Watch Tower 
membership is probably a more accurate reflection of 
the concern of admission staff to maintain tidy 
records than a true account of patients’ religious 
affiliation. 

On the other hand we cannot know whether the 
patients were being truthful about membership of the 
sect or whether they were lying, fantasizing or 
indulging in wishful thinking. If they really were 
suffering from psychiatric disorders, than even their 
self-reported religious affiliations must be suspect. At 
least, thei: claims to membership should have been 
checked by an independent researcher. The reason 
for insisting on this point is that for a variety of reasons 
I find it unlikely that Spencer’s schizophrenics and 
paranoid schizophrenics would have been allowed to 
remain in full fellowship with Jehovah’s Witnesses. 

These criticisms are offered in a positive spirit, for 
Spencer’s article has at least served to highlight the 
difficulties inherent in any study of sectarians. But 
one of the pre-conditions for improved knowledge in 
this area’ must be the correction of published errors. 
My ho ope is that with a more sophisticated method- 
ology the psychiatric study of sectarians can make 
significant advances. 

i James A, BECKFORD. 
University of Durham, 

Department of Sociology and Social Administration, 
Elvet Riverside, New Elvet, 

Durham, DH1 37T. 


DEAR Sir, 

In “The mental health of Jehovah’s Witnesses’, 
John Spencer (Journal, June 1975, 126, 556) suggests 
that Jehovah’s Witnesses are ‘more likely to be 
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admitted to a psychiatric hospital than the general 
population’. He bases this on the simple ratio of 
number of admissions to size of population, com- 


wearing Jehovah’s Witnesses to the general population. 


While interesting, the findings are questionable. 
Numerous other factors, not controlled for, could 
influence the results obtained. For example, one must 
consider whether Jehovah’s Witnesses tend to live 
primarily in urban areas or have different age and 
socio-economic status demographic characteristics 
from the general population; any of these could 
affect the results of this study. 

It is particularly important that research of social 


consequence should be carefully carried out. Ex- - 


perimenter-bias errors may serve the maintenance of 
social stereotypes. The tone of the article in this 
regard is a bit distressing: whether the founder of the 
Jehovah’s Witnesses sect ‘proved to be aman of 


doubtful integrity’ is clearly a hypothesis that shouid - 


be supported if proffered. For me, it served as a 
warning to scrutinize the methodology and results 
carefully. 
Meyer A. ROTHBERG. 
Depariment of Psychtatry, 

College of Medicine and Dentistry of New Fersep, 
Rutgers Medical School, 

Piscataway, N.F. 08854. 


BROMIDE INTOXICATION 
Dear SIR, : 

Bromides were for many years used extensively as 
anticonvulsants and anxiolytics. Today they are 
rarely used. Bromide intoxication may lead to ataxia, 
dysarthria and nystagmus (Morgan and Weaver, 
1969) and an acneiform skin rash; there may be 
irritability and emotional lability, a confusional state, 
and hallucinations (Levin, 1960). Granville-Grossman 
(1971) has well summarized the literature. 

Recently a 49-year-old married woman was 
brought to this hospital as an emergency admission. 
For two weeks she had been giddy and for thrée days 
she had been in bed; her speech was indistinct, and 
she had difficulty holding cups and had been in- 
continent on one occasion. She was found .to be 
disorientated for time and place, and for several days 
she was ataxic, dysarthric and dysphasic, with 
impaired attention and concentration. She had an 
acneiform rash on her back. At one period she was 
visually hallucinated. Her serum bromide level on 
admission was estimated and was found to be 528 mg 
per 100 ml. Urinary tests for barbiturate and amphe- 
tamine were negative. 

During World War II she had become panicky 
and had read a book which recommended a mixture, 
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containing 10 g bromide per 200 ml, as a ‘nerve 
tonic’. Her general practitioner had prescribed this 
for her, and she had taken it twice a day for ove 
twenty years. There was no family or personal 
history of mental illness. Her mixture was dis- 
continued and she was encouraged to drink a lot of 
water. Her serum bromide slowly fell and she was 
discharged after two months. No reason was found 
for the onset of her bromide intoxication to have 
occurred at this particular time. 
Lec Roy. 
The Maudsley Hospital, 
Denmark Hill, 
London, SE5 8AZ. 
REFERENCES 
GRANVILLE-GrossMAN, K. (1971) Bromides in symp- 
tomatic mental disorders. Chapter 7 of Recent Advances 
in Climeal Psychiatry, pp. 205-9. London: J. & A. 
Churchill. 
Levn, M. (1960) Bromide hallucinosis. Archives of General 
Psychiatry, 2, 429~33. 
Moraan, J. & Weaver, E. (1969) Chronic bromism 
simulating neurological diseases. Virginia Medical 
Monthly, 96, 262-4. 


SPEECH IN SCHIZOPHRENIC PATIENTS 


Dear SR, 

We would like to make a few comments concerning 
the paper by Rutter, Wishner and Callaghan 
(Journal, June 1975, 126, 571). The findings were at 
odds with those of Silverman (1972) in that they 
found higher Cloze scores for normal] subjects rating 
texts mutilated at every fourth word compared with 
every fifth word. But their study was in no way a 
replication of Silverman’s. In their experiment the 
total number of speech transcripts amounted to 
only four, each of 200 words; but in Silverman’s 
study (1972) there were, in all, fourteen 200-word 
speech transcripts. With the very small number of 
samples used by Rutter ef al. it is quite likely that 
their finding was due to chance. In fact their study 
was really the reverse of Silverman’s in that they, 
were testing the raters rather than the speakers. 

A careful examination shows that their *findings. ‘* 
actually support many of those in Silverman’s study ' 
in that: 

(a) they found consistently lower Cloze scores 
for the 4th deletion pattern rather than the 5th 
with their two schizophrenic texts, both with 
schizophrenic and with normal raters. 

(b) the gain in predictability from 4th to 5th 
deletion patterns was considerable for schizo- 
phrenic speech as against normal speech (as in 
Silverman’s study, the interaction between texts 
and deletion pattern was soy highlPsignificant). . 


’ 
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(c) for schizophrenic subjects the 4th deletion 

pattern was far more sensitive that the traditional 

5th word pattern, which was a major finding of 
Silverman’s study. 

We agree, however, that much more wark is 
required in examining the effect which the speech 
recording situation has upon the results of Cloze 
procedure. We would like to quote a finding from 
work in progress. Using 200-word speech transcripts 
with 5th deletion from 10 normal subjects of very 
different educational backgrounds, verbal IQ and 
personality, recorded in a standardized form for 
monologues on three different topics per speaker 
(Own Choice, Religion, Women’s Rights), we found 
no significant difference in Cloze scores due to topic, 
and virtually none due to speakers. There was 
however, a very significant difference among the six 
raters who have so far completed the task. 


GERALD SILVERMAN, 
VERA MARCUS. 
St. Bernard’s Hospital, 
Southall, 
Middlesex, UB1 3EU. 


REFERENCES 
Rutrer, D. R., Wisuner, J. & CALLAGHAN, B. A. (1975) 
British Journal of Psychiatry, 126, 5'71-6. 
SILVERMAN, G. (1972) Psycholinguistics of schizophrenic 
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UNILATERAL ECT 
DEAR Si, 

We welcome the study by Clyma (Journal, April 
1975, 126, 372-9) on unilateral ECT and the assess- 
ment of language laterality. d’Elia and Raotma 
(1975) have reviewed published work which on 
balance considers unilateral ECT to be as effective 
therapeutically as bilateral, while sparing memory 
(Halliday et al., 1968). Memory is also spared by 
reducing the dose of electricity (Ottosson, 1960). 

Clyma experienced occasional difficulty in esta- 
blishing language laterality and attributed this in 
part to the larger amount of electricity delivered by 
the Ectron machine used in her study.than that 
delivered by the Strauss-Macphail A.C. Transpsycon 
used in a previous valid study (Pratt and Warring- 
ton, 1972). 

There appear, therefore, to be three factors 
tending to spare meraory: the use of unilateral non- 
dominant ECT; the correct assessment of language 
laterality (when“unilateral ECT is given); and the 
employment of the minimum dose of electricity 
required to produce a grand mal (best achieved by 
using a maine such’ ; as the A.C. Transpsycon 
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administering a small and measured dose). The last 
of these applies everj if bilateral ECT is being used. 
We believe that because of the neglect of these 


considerations many patients at the present time are‘ 


being needlessly subjected to excessive memory im- 
pairment from ECT. 
A. M. HALLIDAY. 
H. Mersxry. 
R. T. C. PRATT. 
~ ELIZABETH K. WARRINGTON. 


National Hospitals for Nervous Diseases, 
Queen Square,- +. ps” 
London, WCIN 3BG. 
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Crys, E. A. (1975) Unilateral electroconvulsive therapy: 
how to determino. Which hemisphere is dominant. 
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+ DELIA, G. & Raorma, H. (1975) Is unilateral ECT less 
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may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 
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by the Royal Society (6 Carlton House Terrace, London, SWrY 5AG), 1974 edition. They should check the 
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The Parkinson syndrome is complex and 
often gives rise to considerable 

disagreement over its classification and 
treatment 
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internationally accepted 
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St. Andrew’s Hospital is only 65 miles from London and is easily accessible from all parts of the country 
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The Assessment of Social Breakdown in N ewly-Admitted 
Psychiatric Patients 


By ROBERT CLEMMEY, DAVID KENNARD and 
BERTRAM MANDELBROTE 


Summary. This paper presents a study of patients’ social and domestic - 
functioning preceding admission to'a psychiatric hospital. A method is described 
for the quantitative assessment of ‘social breakdown’ in the areas of work, - 
domestic performance and social group activity, based on reports from the 
patient and from another household member. Complementary changes in the 
domestic tasks carried out by other family members are also investigated. The 
sample consisted of 28 women and 17 men. Their usual level of functioning and 
their degree of breakdown are related to psychiatric diagnosis on admission, to 
the patient’s position within the family and to the social class of the household. 
Discrepancies between reports are also investigated in relation to these variables. 


+ 


‘The value of the person may be measured 
by his capacity. to accomplish chores.’ 
Pierre Janet 


_ [NTRODUCTION 

Admission to a. psychiatric hospital can be 

. seen as a particular stage in a process of pro- 
"‘gréftive social breakdown. Gruenberg (1969) 
has described a ‘Social. Breakdown Syndrome’: 
a sequence of stages beginning with the failure 
to fulfil social role expectations adequately and 
leading to increasingly disorganized attempts to 
‘meet such expectations. If unsuccessful, ‘extru- 

sion’ from home and society into a psychiatric 
' “hospital may follow, accompanied by the patient 
‘being labelled as ‘mentally ill’. If the syndrome 


. „is unchecked progressive institutionalization will 


-take place. 

Caplan and Goffman have outlined similar 
processes, Caplan (1961) focusing on the earlier 
‘Crisis’ phase, and Goffman (1961) on the 
‘Career’ of the -pérson who finds himself 
funnelled into a psychiatric hospital. 

Explicit er implict in the writings of these 
authors are certain assumptions: 


. 1. That a progressive failure to fulfil the normal 
F roles aie of a person, both by himself and 


- 


1 
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others, will be a frequent if not invariable 
precursor to admission to a psychiatric hospital. 

. That the part played by others who are closely 
involved with the patient will be important, if 
not crucial, in bringing about admission. 


ad 


g. That it is not always necessary to invoke the 
concept of ‘illness’ in order to understand the 
reasons for a person’s admission to a psychiatric 
hospital, Social .breakdown—and reactions to 
it—may be sufficient reason in itself. 


These assumptions reflect a growing aware- 
ness of the importance of environmental and 
interpersonal factors in the causation and 
treatment of ‘mental illness’. i 

Within psychiatric hospitals this awareness 
is often most in evidence in wards and units 
employing the Therapeutic Community 
approach (Clark, 1965). Staff working in 
such units usually place less -amphasis on 
diagnosis than those working in more orthodox 
units; emphasis is placed instead on the patent’s 
ability to function as a responsible member of 
the ‘community’, irrespective of: his particular 
problem or symptoms. Frequently, attempts are 
made to involve the patient’s relatives in the 
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The concept of Social Breakdown therefore 
provides a potentially useful basis for evaluating 
the difficulties of patients and their families, 
who come into contact with such treatment 
settings, and the outcome associated with this 
approach to treatment. The present study 
represents the first stage in such a project. The 
aims of this study are as follows: 


1. To assess the frequency and degree of breakdown 
during the three months prior to admission in 
the areas of work, domestic and social group 
activity, in a series of patients admitted from 
family settings. It was hypothesized that evidence 
of breakdown in each of these areas would be 
found in the majority of admissions. 

a.To explore the relationship between social 
breakdown in these patients and the reactions of 
other members of their households. In parti- 
cular, we were interested in how the relatives of 
housewives coped when domestic tasks were left 
undone. Caplan (1961) has described one aspect 
of a family’s failure to cope with a crisis situation 
within the family as lack of ‘role flexibility’. This 
occurs when, following one member’s failure to 
carry out his or her usual tasks, these remain 
undone by other family members. If the admis- 
sion of a housewife to mental hospital following 
her domestic breakdown can be viewed as an 
indication of the family’s failure to cope with this 
particular ‘crisis’, one would expect to find lack 
of role flexibility as an earlier sign of such a 
failure. It was hypothesized that this would be 
found in the majority of cases where domestic 
breakdown had preceded admission. 

g. To explore the relationship between social 
breakdown and two sociological variables which 
are known to influence normal social or family 
role expectations and attitudes towards mental 
illness (Hollingshead and Redlich, 1958; Young 
and Willmott, 1973): the social class of the 
patients’ household and the position which the 
patient occupies within the family—e.g. father, 
mother, son, daughter. 

_ 4. To relate the degree of social breakdown to the 
type of psychiatric illness. 

5. To explore the discrepancies between reports by 
patients and relatives. 


It should be noted that it is not within the 
scope of this study to take account of factors 
affecting thq decision by patients to seek 
admission, nor to investigate general practi- 


tioners’ decisions to request a psychiatric 
opinion. 


‘Tre SOCIAL BREAKDOWN INTERVIEW 


An interview schedule was developed to assess each 
patient’s participation in household tasks, social 
group activity and paid employment outside the home 
before admission to hospital. In each case inde- 
pendent accounts were obtained from the patient 
and from the member of his household most closely 
involved with him (the Closest Other Person or 
COP). Usually this was the nearest relative. Where 
there was some doubt, we chose the person who 
appeared to be most closely involved with the 
patient even if this was not the nearest relative. For 
example, in the case of one woman patient, her 
daughter-in-law who lived with her was chosen 
because both her husband and her son appeared to 
be less intimately atquainted with her day to day 
behaviour: | en a 

The interview:sthedule evolved through five pilot 
forms, each with between eight and twelve respon- 
dents, before meeting satisfactorily the requirements 
of the study. Bearing’in mind the points of interview 
technique reviewed and summarized by Brown and 
Rutter (1966), a good deal of attention was paid to 
definitions and rules of procedure. In approaching 
respondents, we aimed at achieving good motivation 
to recall material accurately by discussing the useful- 
ness of the research and assuring them, where it was 
felt to be appropriate, of the confidentiality of the 
interview and of the non-judgemental attitude of the 
interviewer (Pomeroy, 1963; Robins, 1963; Shackle- 
ton and Fletcher, 1973). 

The interview schedule was designed to meet the 
following requirements: 


om) 


. That it should be sufficiently sensitive to measure 
changes in the performance of domestic tasks 
which might be significant to the patient or other 
members of his household. Thus a measure of 
‘does’ or ‘does not’ do a particular task, as used. 
by Herbst (1952), would not reflect changes in 
the proportion of the task which the patient does. 

2. That the interview procedure and the coding of 
data should be sufficiently standardized to yield 
a high level of reliability (Guetzkow, 1950). 

3. That it should be sufficiently simple, brief and 
flexible in its administration to enable the inter- 
viewer to obtain adequate co-operation from 
respondents. 

4. That questioning should be sufficiently detailed 

and unambiguous to minimize the tendency 

towards a global response set and other distor- 
tions arising from the respondents’ attitudes 
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towards the people and events being rated 
(Hoffman & Lippit, 1960).* 
The final form of the interview comprised the 
following areas and dimensions of measurement: 


Work 

Ratings were made of the amount of time which 
patients had spent in paid employment during the 
three months and twelve months prior to admission. 


Household tasks 

The areas to be rated. Specific areas of household 
activity were chosen which (i) are common to all 
households (e.g. excluding car cleaning or gardening), 
(ii) are necessarily time consuming, and (iii) are 
daily or weekly tasks. The final selection was: cooking, 
washing-up, shopping, house- cleaning, laundry and 
(where applicable) child care. ° 

Persons to be rated. Ratings were made of the contri- 
butions of all household members over ten years of 
age. 

The rating scales. A seven-point scale was developed, 
as this seemed best to meet the above requirements. 

6: does all this task 

5: does most, other member(s) of household 

help(s) once or twice a week 

4: does more than half, but. other member(s) of 
household help(s) several times a week 
does about half 
does less than half—helps several times a week 
does a little—helps once or twice a week 
does none 

The time period to be covered. Our own experience, 
and the work of others (Rutter and Brown, 1966), 
showed that the more distant the events rated prior 
to hospital admission, the less satisfactory was the 
respondent’s ability to recall them accurately. In the 
final form of the interview we chose to rate only the 
usual weekly pattern over the previous three months 
and the pattern during the week immediately pre- 
ceding admission. If a patient had left home shortly 
before admission, his last week at home was rated. 
In addition we asked whether the patient had ever 
functioned at a consistently higher level than that of 
the past three months. 


Onno 


Social group activity 
A seven-point scale based on the work of Nelson 
et al, (1970) was devised in order to explore patient’s 


* The measurement of the attitudes of patient/COP 
pairs has been treated as a conceptually separate area of 
this research study, which has been assessed using the 
semantic differential technique. Some initial findings have 
been reported (Kennard, 1974). Results concerning the 
present series of admissions are in preparation. 
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participation in social group activity outside the 
home prior to admission. Social activity with relatives 
only was not included, as Nelson et al. have shown 
that this bears no relation to psychological health. 
The final scale comprised the following ratings: 
6: participated in structured group as organizer or 
committee member 
5: participated in structured group as a member 
4: attended gathering(s) on own initiative and 
participated in social activity 
3: taken by others to gathering(s) and participated 
while there 
2: attended gathering(s) on own initiative but did 
not participate 
1: taken by others to gathering(s) but did not 
participate 
o: did not attend any gathering 
Ratings were made for the patient’s best ever level, 
the usual level in a typical two-week period during 
the three months prior to admission, and the level for 
the fortnight immediately preceding admission. 


Assessment of mental illness 

The Present State Examination (P.S.E.) was used 
for this purpose (Wing, Cooper and Sartorius, 1974). 
One of the authors (R.C.) attended the recom- 
mended course of training in the administration of 
the P.S.E., which provides a reliable diagnostic 
instrument when used by trained interviewers 
(Kendal at al, 1968). The ninth edition of the 
P.S.E. was used. 


Selection of subjects 

Admissions to the Phoenix Unit, Littlemore 
Hospital, were monitored over a ten-month period. 
The general admission policy was to resist admission 
unless social and behavioural criteria made patients’ 
continued stay in the home situation unmanageable. 
Patients were initially seen cither in the therapeutic 
community unit or at domiciliary consultations, In 
cither case the ultimate decision to admit fell to the 
consultant psychiatrist in charge of beds in the unit 
(B.M.M.). Patients fulfilling the following criteria 
were eligible for the study: 

1. Age 65 or less. 

2. Had not been an in-patient in a psychiatric 
‘hospital for at least three months. 

3. Living in a shared private household with at 
least one other person for at least three months 
prior to admission. 

4. Admitted for treatment rather than for tem- 
porary ‘holding’ prior to manser to another 
treatment setting. 

The identity of the member of the ARN house- 

hold who was most closely involved with him was 
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TABLE I 
Derivation of final sample; admissions, exclusions and omissions 











Male Female Total 
Total number of admissions in ten-month i 
series re oe oe ste 50 67 117 
Cases excluded from study: 
Aged over 65 I 3 4 
Psychiatric in-patient during three months 
prior to admission 4 7 It 
Not living in shared household during three 
months prior to admission .. 20 18 38 
Transferred to other treatment setting 
immediately after admission .. 4 2 6 
Other (language problems etc.) Q — 2 
Total .. = a ps E 31 30 61 
Eligible cases omitted from study: 
Patient discharged or AWOL before seen . 4 5 
Patient too disturbed : 3 4 
Permission refused by COP —- I I 
COP not traced Žž . : —— I ~ =A 
Total .. Si i be isi 2 9 II 
Summary: 
Total exclusions 3I “abe 30 (45%) 61 (52°0%) 
Total omissions P ar ae ks 2 (4% g (13%) 11 9°5%) 
Final sample rr 17 (34%) 28 (42%) 45  (38°5%) 
Total admissions 50 (100%) 67 (100%) 119 (100%) 


established as the ‘closest other person’ (COP). A 
small number of patients and COPs who were eligible 
were omitted for a variety of reasons (see Table I). 


Interviewing procedure and assessment of inter-rater 
reliability 

AJl patients and COPs were interviewed, where 
possible, within a week of the patient’s admission. 
The interviewing was carried out by two of the 
authors (R.C. and D.K.). As a precaution against 
contamination, the patient and COP were, whenever 
possible, seen by different interviewers. In the few 
cases where this could not be done the standardized 
procedure and scoring appeared to yield satisfactorily 
independent ratings. Ideally, both respondents would 
have been interviewed at the same time in order to 
avoid the possibility of discussion between the 
respondents. In practice this was not always possible, 
since it was rfatively casy to see the hospitalized 
patient, but COPs had to be seen by appointment. 
Reliability between interviewers was developed 


initially through the use of practice interviews; in 
these the subject was interviewed by one of the 
authors who made his ratings during the interview, 
and an audiotape recording of this interview was 
rated independently by the other. In this way, 
scoring errors, omissions and differences of interpre- 
tation were noted and scoring criteria were refined 
before embarking on the main sample. 

To provide an ongoing check of interviewer 
reliability, an arbitrary selection of interviews was 
tape-recorded during the first three and final three 
months of the ten-month admission period. Half of 
these interviews were done by the first author and 
half by the second. It is worth noting that this 
procedure helped to maintain a high level of con- 
cern about interview reliability throughout the study 
(cf. Bobbitt, Gordon and Jensen, 1966). As Table IT 
shows, the level of interviewer agreement remained 
consistent from the first to the second series of 
assessments. 

This table refers to the ratings of domestic partici- 
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TABLE II 
Agreement between interviewers 

Difference Ist series 2nd series Total 
between ratings (8inter- (12 inter- (20 inter- 

on 7-point scale views) views) views) 

o 88:5% 89:5% 891% 

i 9°9% 9'1% 9:4% 

2 tg% 1.1% 1:2% 

3 o o2% e aA 

4 0'3% o or% 

5 or 6 re) o O 





pation of all household members and of patients 
social group activity, all of which were rated on 
seven-point scales. The results show a high level of 
agreement, less than 2 per cent of ratings differing 
by more than one point. 

We conclude that inter-rater reliability was high 
and remained so for the duration of the study. 


Sample characteristics 

The final sample comprised 28 women and 17 men. 
The men’s ages ranged from 23 to 64 years, mean 
age 42. The women ranged from 1g to 65 years, 
mean age 40. Nine of the men and 18 of the women 
had a record of previous admission to a psychiatric 
hospital. 

Social class was assessed according to the Registrar 
General’s Classification of Occupations (H.M.S.O. 
1966) and ascribed according to the type of job 
done by the ‘head of the patient’s household’ at the 
time of the patient’s admission. Eleven women (39 per 
cent) came from social class I and II households, 
9 (32 per cent) from social class III households, and 
8 (29 per cent) from social class IV and V households. 
The equivalent distribution for men was 3 (18 per 
cent), 9 (53 per cent) and 5 (29 per cent). 

The diagnostic distribution of the sample is shown 
in Table III. 


RESULTS 


Frequency of breakdown in work, domestic and 
social group activity 
Work 

Fourteen out of 17 male patients (82 per cent) 
had worked during the three months prior to 
admission: 10 of these had worked for more than 
two out of these three months. Three patients 
had not worked at all in the twelve months prior 
to admission. 

Thus work breakdown was not found in the 
majority of men. 
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Taste III 
Diagnostic distribution 
All 
Females Males patients 
Schizophrenic psychosis 7 10 17 
Paranoid psychosis .. 3 2 5 
Borderline and doubtful 
psychosis... a 2 — 2 
Manic and mixed 
affective psychosis .. 2 — 2 
Depressive psychosis .. 3 I 4 
Retarded depression .. 4 3 7 
Neurotic depression .. 4 — 4 
Anxiety state .. pi I 1 2 
Obsessional neurosis .. 2 —- 2 
Total p gy 28 17 45 


Only 6 out of 28 female patients (21 per cent) 
had worked during the three months prior to 
admission, three of whom had worked for over 
two months in this period. Twenty (71 per cent) 
had not worked at all during the year prior to 
admission. In view of the small number and 
proportion of women in our sample who had 
been in paid employment, no statistically valid 
assessment could be made of the frequency of 
work breakdown. 


Domestic participation 

This was rated on five seven-point scales, or 
six where child care was included, giving a 
possible range of scores of o~30 or 0-36. Break- 
down was defined as an overall loss of 5 or 
more points in the total score between the ‘usual’ 
period and the week before admission according 
to the report of either the patient or the COP.* 
Severe breakdown was defined as a loss of 4 or 
more points in at least three separate tasks, as 
reported by patient or COP. For the purpose 
of analysis, the patient’s usual degree of partici- 
pation has been divided into three levels: 
Level 1—patient usually does ‘more than half? 
of every task, as reported by both patient and 
COP; Level 2—patient’s total score is more 
than half the maximum possible, as reported by 
both patient and COP, but below Level 1; 
Level g3—patient or COP report patient’s total 

* Greater reliance was placed on a positive report of 
breakdown, since a report of ‘no change’ could more 


easily result from an informant’s lack of awareness of the 
true situation, or from poor recall. 
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as less than half the maximum. (This level 
includes those cases with the highest patient/ 
COP discrepancy between reports). 

Probabilities of significance were computed 
using the Fisher Exact Probability Test. 

Thirteen men (76 per cent) obtained a total 
‘usual’ score of less than 4 points, and were thus 
not eligible for a breakdown rating. Of the four 
who obtained a higher score, only one showed 
breakdown. This patient was the only man who 
obtained a usual score above 10 points. Ten 
males (59 per cent) were reported to have 
formerly participated more in domestic tasks. 

Thus, while recent domestic breakdown was 
negligible in male patients, an earlier reduction 
in participation had occurred in more than half 
the sample. 

Out of the 28 female patients, four could not 
be rated for breakdown. In two of these cases 
the discrepancy between the patient’s and COP’s 
report was so marked that they have been 
excluded from the analysis. In one case data for 
the week prior to admission could not be 
obtained, and in one case the usual level was too 
low for breakdown to occur. 

Of the remaining 24 patients, 18 (75 per cent) 
showed recent breakdown; six of these (25 per 
cent) showed severe breakdown. The relation- 
ship between breakdown and the patient’s 
usual level of domestic activity in the three 
months prior to admission is shown in Table IV. 


Tase IV 
Usual level of domestic participation and extent of recent 
breakdown in women 
Recent breakdown 
Usual 
participa- Not 
tion None Mode- Severe classi- Total 
rate fied 
Level 1 5 3 2 o 10 
Level 2 I 5 3 I 10 
Level 3 o 4 I 3 8 
Total 6 12 6 4 28 


Fewer Level 1 patients showed recent break- 
down. The relationship between a lower usual 
level and the occurrence of breakdown was 
significant at Sie p = :06 level, two tailed. 

Seventeen out of 23 women showed earlier 


loss of domestic functioning. Two thirds of 
patients showed both earlier and recent break- 
down. There was a significant relationship 
between the occurrence of earlier loss and recent 
breakdown (p = -:02, two tailed). Four 
patients showed no breakdown at either stage, 
all of whom were in the Level 1 group; this 
suggests that those who usually function at the 
highest level tend to be most resistant to 
breakdown. 

Four females left their usual households in 
the fortnight prior to admission to stay with 
relatives or friends. When we examined the 
domestic participation of these four patients, 
we found that they all functioned at Level 1. 
This is of interest since it suggests that deliberate 
abandoning of the usual domestic role is more 
likely to occur prior to hospital admission where 
this role is a particularly demanding one. 


Social group activity 

For the purpose of analysis the seven-point 
social activity rating scale was reduced to three 
levels: (i) participation in a structured group 
with a defined membership, excluding hospital 
ex-patient club; (ii) voluntary participation in 
unstructured social gatherings, e.g. pub, dance, 
social events; (iii) no self-initiated participation 
in any social group activity. 

Breakdown was defined as a drop from a 
higher level to a lower one. 

Table V shows the usual level of social group ac- 





Tase V 
Breakdown in social group activity 
Usual level in Best ever Recent 
3/12 before N level higher level lower 
admission than usual than usual 
Women 
Group activity 
Structured 4 O O 
Unstructured 10 7 I 
No self-initiated 14 13 Oo 
Total 28 20 I 
Men 
Group activity 
Structured 3 o I 
Unstructured ır 9 4 
No self-initiated 3 3 o 
Total 17 12 5 
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tivity of men and women in the three months prior 
to admission, and the corresponding occurrence 
of earlier and recent loss. As this table shows, 
82 per cent of men but only 50 per cent of women 
participated in a structured or unstructured 
group at least once a fortnight in the three 
months prior to admission. This difference is 
significant at the -o5 level (xy? = 4:91). 
Twenty (71 per cent) women and 12 (71 per 
cent) men formerly functioned at a higher level 
socially. Five men but only one woman showed 
a decline prior to admission. 

Thus in the three months prior to admission 
two thirds of both men and women functioned 
at a lower level than they had in the past. 
A greater proportion of women had no self- 
initiated social group activity in this period. 
Men were more likely to show a decline just 
before admission, but this occurred relatively 
infrequently in both sexes. 

Table VI shows that for men earlier loss of 
social group activity and domestic participation 
were the most frequent types of breakdown. 
Over half the men showed no recent loss of 
social functioning as measured in this study. 

In a majority of women earlier loss of 
participation was found to have occurred in 
the domestic and social areas of activity. Most 
female patients in our sample had not worked 
at all in the year prior to admission. While 
three-quarters of the female sample had shown 
a decline from their best ever level in both 
domestic and social areas, breakdown imme- 
diately prior to admission occurred almost 
exclusively in domestic activities. 
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We can conclude that social breakdown occurs 

immediately prior to hospital admission in most 

female patients but not in a majority of males. 


Housewives domestic breakdown: how relatives cope 

Eighteen women were identified as ‘domestic 
breakdown’ cases. In one case the patient was 
not a housewife. In another we were unable to 
obtain adequate information about the hus- 
band’s domestic participation. Thus for this 
aspect of our inquiry N = 16 families. The 
proportion of the patient’s loss of domestic 
functioning which was filled by other household 
members is shown below, according to the 
respondent reporting the greater breakdown 
where reports differed. 


Total loss filed by others 4 Cases 
More than three-quarters loss filled 4 cases 


Half to three-quarters loss filled 4 cases 
Less than half loss filled 3 Cases 
None of loss filled I case 


In most households it was the husband who 
filled the gap. It is of interest that, although four 
households included an adult son, in only one 
case, where the patient was a widow, did the 
son take over any domestic tasks. In two other 
households where someone other than the 
husband filled the gap, these were both female 
in-laws living with the patient’s family. 

Clearly the amount of domestic work that 
may be taken over by other household members 
is related to the extent of the patient’s domestic 
breakdown. Since we found varying proportions 
of compensation, the question arose whether this 


Tase VI 
Summary of breakdown in three areas of performance 


a ne 


Work 
Worked less 
Not worked than 2 
in 12 months in 
months 3 months 
before prior to 
admission admission 
Men 17 18% 4125 
Women 28* aO 89% 


i eee mt 


Domestic functioning 


Social group activity 





Earlier Recent Earlier Recent 
loss breakdown loss breakdown 
59% N/A T% 29% 

"78% 78% 71% 4% 


aaner an 





* Except in domestic activities: see text. 
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variation was related to the extent of breakdown. 
Table VII summarizes this relationship. 


TaBe VII 


Relationship between extent of domestic breakdown and 
compensation by other household members 


Domestic breakdown Loss filled Loss filled 


(difference between pt’s by more by less 
‘usual’ and ‘past week’ than three- than three- 
scores) quarters quarters 
Severe (>15 points) 5 I 
Moderate (10~15 points) 3 2 
Mild ` (5-9 points) o 5 
N=5 , 


There is a significant relationship between 
greater breakdown and a higher proportion of 
the loss being compensated for by other house- 
hold members (p = +025, two tailed). This 
suggests the existence of a threshold point, 
below which the loss is tolerated and roles 
remain unchanged, but beyond which the 
family’s resources for role flexibility are mobi- 
lized and another household member—usually 
the husband—takes over at least some of the 
domestic tasks. 

These results do not support our expectation, 
based on Gaplan’s work, of lack of role flexibility 
in the majority of housewives’ households. 

It is interesting to note that in those six 
households where breakdown was severe, initial 
contact with a general practitioner or other 
professional help (leading to hospital admission) 
was in every case sought by another member of 
the patients household. In only 8 of the 
remaining 17 cases was this initial contact made 
by a member of the patients household; in 
3 cases the patient herself sought help, and in 
6 cases someone outside the household did so. 
The relationship between severe domestic 
breakdown and help being sought by a member 
of the patients household was significant 
at the p = +06, level (two tailed). 


Relationship between social functioning and 
family positio® 

The male sample comprised g husbands and 
8 sons. No significant differences between these 


two groups were found in the areas of work or 
domestic participation, though fewer sons had 
worked for more than two of the three months 
prior to admission. 

In the area of social group activity, no 
difference was found between husbands’ and 
sons’ usual level of participation, but while all 
the sons participated in some form of social 
group activity in the fortnight before admission, 
fewer than half the husbands had done so 

= FO1): 
a female sample was divided into four 
groups. 

(i) wife living with husband only (N = 9) 

(ii) wife living with husband and one or 
more children aged ten years or leas 
(N = 9) 
wife living with husband (apart from 
one widow) and one or more children 
all aged more than ten years (N = 7) 

(iv) daughters (N = 3) 

No significant differences were found between 
these groups in relation to the number in paid 
employment before admission. 

In the area of domestic activity, no significant 
differences were found in relation to those 
patients with recent breakdown. In relation to 
the ‘usual’ level of participation, however, 
g of the rọ female patients who had usually 
functioned at Level 1 were mothers (groups (ii) 
and (11)). None were wives living with their 
husbands only.* This difference was significant 
at the -o1 level (two-tailed). 

In the area of social group activity the most 
Significant difference was found between the 
groups in their ‘usual’ Jevel. Of the 14 patients 
who usually participated in social group activity, 
7 were mothers of young children (p = +05, 
x? = 4'09). 

In summary, the position of the patient 
within his or her family appears to interact 
with specific aspects of social functioning. For 
husbands, social group activity is most likely 
to suffer in the period leading up to admission, 


ii) 


* A significant association was found between the 
‘wives only’ group and a high patient/COP discrepancy in 
reporting the usual level of the patient’s functioning. 
When the most discrepant cases are excluded the relation- 
ship between usual level and family position still holds 


(p = +03). 
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while for sons work may be more vulnerable. 
This makes sense in terms of role expectations. 
For husbands, bringing home a wage is more 
important than going out socially, while for 
sons the reverse is likely to be true. 

The position of the female patients, as we 
have defined it, appears to have little relation- 
ship to social breakdown. In terms of their 
usual level of functioning, however, those 
married women who live with husband and 
children appear to take on a proportionately 
larger share of the domestic tasks than those 
living with their husbands only. In addition, 
those who are mothers of young children 
appear to be the most active in social group 
activity. 


Relattonship between social functioning and 
social class 
Men 

No significant relationship was found between 
social class and any area of social breakdown, 
though there was some tendency for patients 
from social classes IV and V (N = 5) to differ 
from the rest in the area of social group activity: 
they had all maintained some participation 
until the time of admission, while only half the 
other patients had done so (p = -15, two tailed). 


Women 
Work 

There was a tendency, which did not reach 
statistical significance, for fewer women from 
social classes IV and V to have worked during 
the year before admission. Only one patient 
out of 8 had done so compared with 7 out of 
the 20 patients from social classes I-III. This 
difference is of interest, since it runs counter to 
the trend reported by Young and Wilmot 
(1973, p- 119) that, ‘at all stages of life the 
higher the class of the husbands, the lower the 
proportion of their wives who were working’. 
Thus patients in our sample whose husbands are 
in social classes [V and V appear to differ the 
most from the normal population in their lack 
of paid employment. 


Domestic participation 
Comparison of social classes I and II with 
social classes III-V indicates that, with only 
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one exception where the patient was a daughter 
living at home, all female patients from social 
classes I and II do more than half the house- 
hold chores (Levels 1 and 2), while in social 
classes III-V almost half the patients function 
at Level 3 (p = -15, two tailed). 

A striking feature of the relationship between 
degree of breakdown and social class was that 
the majority of patients from social classes 
II—V, showed domestic breakdown in the 
week prior to admission to a moderate degree, 
while patients from the higher social classes 
showed an ‘all or none’ pattern; they either did 
not break down at all domestically or did so 
severely. ‘This difference is statistically signi- 
ficant (p < ‘05, two tailed). Of the two patients 
in social classes I and II who showed moderate 
breakdown one had in fact left home prior to 
admission and may thus have avoided a more 
severe breakdown., 


Social group activity 

Among those patients who showed a decline 
from their “best ever’ level to their ‘usual’ level 
of social activity, all social classes are equally 
represented. In the ‘usual’ period however, 
more women in social classes I and II took part 
in some form of social group activity than did 
women. in social classes III-V (p < -10, x? = 
3°74). Only one woman showed a decline 
immediately prior to admission. 

In summary, these results suggest that social 
class is a more important variable in the social 
functioning and breakdown of women than in 
that of men. Wives of professional or semi- 
professional men are usually more active in 
work, domestic activity and social group activity. 
Wives of skilled and unskilled manual workers 
frequently break down domestically to a mode- 
rate extent prior to admission, whereas middle 
class wives either cope fully with their usual 
domestic role or more or less abandon it. 


Relationship between social functioning and 
mental illness 

The diagnostic distribution of patients in our 
sample is shown in Table IV above. For the 
purpose of diagnostic analysis, patients were 
divided into three groups as follows: 

Group.1. Schizophrenic-type psychoses (com- 
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prising ‘schizophrenic’, ‘paranoid’, and 
‘borderline and doubtful’ psychoses). 
N = 24; 12 women and 12 men. 

Group 2. Affective psychoses (comprising 
‘manic and mixed affective’ and ‘de- 
pressive’ psychoses). 

N = 6; 5 women and 1 man. 

Group 3. Neuroses (comprising ‘retarded 
depression’, ‘neurotic depression’, ‘anxiety 
state’ and ‘obsessional’ neuroses). 

N = 15; 11 women and 4 men. 


Men 

No significant relationship was found in male 
patients between these groups and measures of 
work or domestic functioning prior to admission. 
It is worth noting, however, that the three male 
patients who had not been in paid employment 
at any time in the year prior to admission were 
all diagnosed as having schizophrenic psychosis. 

In the area of social group activity, a decrease 
in functioning in the fortnight before admission 
was reported significantly more frequently 
among neurotic patients (Group 3) than among 
schizophrenic patients (Group 1); no neurotic 
men participated in social group activity in this 
period, while 10 of the 12 schizophrenics did so 
(p < +05, two tailed). 


Women 

Eight women in the sample worked at some 
time in the year prior to admission; it was 
interesting that these included the three patients 
diagnosed as suffering from paranoid psychoses 
(p = +03, two tailed). No other significant 
finding emerged in the relationship between 
work and mental illness. 

Significant relationships were found between 
diagnosis and usual level of domestic functioning 
(Table VIII). Patients from diagnostic Group 1 
had functioned at the highest level less fre- 
quently than those from the other diagnostic 
groups (p = <02, two tailed); while significantly 
more neurotic patients functioned at Level 1 
than patients from the psychotic groups 
(p = +04, two tailed). It was hypothesized 
that these results might be associated with more 
frequent carir breakdown among patients from 
the schizophrenic-type group (Group 1), re- 
flecting a residual deficit associated with pre- 


Taste VIII 
Relationship between diagnosis and usual level of domestic 
functioning in women 





Diagnosis 
Usual level 


of domestic Schizophrenic- Affective 





functioning type psychoses psychoses Neuroses 
(N=12) (N=5) (N=11) 
Level i .. I 2 7 
Level 2 .. 5 3 2 
Level 3 .. 6 O 2 





vious schizophrenic illness. This hypothesis 
received marginal statistical support; all patients 
diagnosed schizophrenic reported earlier loss, 
while only half of the rest did so (p = -11, 
one tailed). There was no significant difference 
between the diagnostic groups in the frequency 
of breakdown immediately prior to admission. 

No significant relationship was found among 
the female patients in the sample between social 
group activity and diagnosis. 


Discrepancies between informants’ reports 

In any research of this nature, where two 
informants are asked about the same activities, 
there arises the problem of discrepancies 
between reports. We attempted to minimize 
these by adopting various procedures described 
earlier in this paper. Nevertheless, discrepancies 
did occur, and as Rutter and Brown point out, 
there is finally no satisfactory means of deter- 
mining which is the truer figure. 

In the analyses presented so far, we have 
overcome this problem in various ways. In the 
areas of work and social group activity where the 
recall of specific events was required (such as 
when the patient left his most recent job, or 
when he last went to the pub) the patient’s report 
was used, except where his mental state was 
such that the COP could provide a clearer 
account. In the area of domestic activity, where 
ratings were based on the recall of a larger 
number of minor events, it was decided to 
analyse the data in ways which tolerated the 
absence of complete agreement between in- 
formants. It is, however, of interest to examine 
the discrepancies, both for a fuller appreciation 
of the data, and for the further light which it 
throws on differences between families. ° 
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TABLE IX 
Size and direction of discrepancies between patients’ and COP’s reports of patients’ domestic activity 
(all figures in %) 


LL aa aa EAT LER A hh A 0G Pre ——ere—er rutresanenennagemeenammmpenn 


Usual level in 3 months before 


Size of discrepancy 
on 7 point scale 


on 
(N = 45 cases x 5 tasks) 


Level in week before 
admission 
(N = 43 cases x 5 tasks) 








Total Pt higher COP higher Total Pt higher COP higher 
Q 54 == a 49 er =e 
I 29 20 9 23 13 10 
2 II 8 3 14 9 5 
3 I I o 5 2 3 
4 2 2 o 9 I 2 
5 I I o 4 4 Oo 
6 I I o 3 3 o 





Table IX summarizes the discrepancies over 
five household tasks for men and women com- 
bined. For the usual level, 94 per cent of ratings 
were within two points of each other, while for 
the week prior to admission this fell to 86 per 
cent. It is interesting to note that for the usual 
period all discrepancies greater than two points 
are in the direction of patients reporting a 
higher level of participation, but for the week 
before admission a third of such discrepancies 
are in the direction of COPs’ reporting the 
higher level. 

We were interested to discover whether these: 
large discrepancies were associated with parti- 
cular household tasks or with particular patient- 
COP pairs. 

Reports of each household task were ranked 
according to the average discrepancy occurring 
in each area. This was done for the usual and 
past week time periods. ‘The rank order correla- 
tion was +:90 (p < <05), indicating a con- 
sistent tendency for certain tasks to be reported 
more discrepantly than others. For both periods, 
house cleaning emerged as the most discrepant 
area and shopping as the least. 

Mean discrepancies between male patients 
and their COPs were all less than 1-o per task 
for both the usual and the week before admission 
periods. This is not surprising in view of the 
relatively small contribution to household tasks 
made by most male patients. 

In examining the discrepancies for female 
patients no differences between social classes 
were found, but family position emerged as a 


significant variable. For married women the 
absence of children in the household was asso- 
ciated with a higher discrepancy between 
reports of the usual amount done than that 
which occurred for women with children at 
home (p = -07, two tailed). This difference 
disappeared for the week before admission, 
entirely as a result of an increase in discrepant 
reports among the latter group (Table X). 
This suggests that there is a tendency for some 
patients to report themselves as functioning at a 
higher level of domestic activity than COPs 
report, and that this occurs mainly in house- 
holds comprising only a wife and her husband. 
The increase in the number of large discrepan- 
cies in the week before admission arising from 
households where the patient 1s both a wife and 
mother, appears, on the other hand, to occur in 
either direction. 

We were interested to explore further those 
four cases which displayed the largest discre- 
pancies in reporting the ‘usual’ level of domestic 
participation (see Table X). In the two most 
extreme of these cases, both of which were 
excluded from the analysis of social breakdown, 
the COP reported a virtual absence of any usual 
participation by the patient, while the patient 
herself reported a moderate or high level. In all 
four cases the patient had been previously 
admitted at least four times, while only five of 
the rest of the female sample had had this 
number of previous admissions (p = -O1, two 
tailed). This indicates a link between frequent 
psychiatric admissions and strongly discordant 
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TABLE X 
Relationship between discrepancy in reports of domastic participation, and family position of female patients 





For usual level in 3 months 


For the level in week 





before admission before admission 
Mean discrepancy for 
all household tasks Wife only Wife/mother Wife only Wife/mother 
(N = 9) (N = 16) (N = 9) (N = 14)* 
o—0:'9 2 II 3 3 
I*O-1°9 4 3 6 
2°0-+- 3 I 3 5 





* Incomplete data for two cases. 


perceptions of the patient’s contribution to the 
household routine. 


DISCUSSION 


This paper represents the first stage in a study 
of the Social Breakdown Syndrome (Gruenberg, 
1969) and its response to treatment in a thera- 
peutic community. Social breakdown was de- 
scribed retrospectively as patients were seen for 
the first time after they had been admitted to 
hospital. Measurements used to delineate fea- 
tures of social breakdown were in some respects 
more appropriate for female subjects, as the 
ratings for domestic functioning were much 
more detailed than those for work performance. 
The validity of the methods of measurement 
used was discussed earlier in this paper. 

The initial hypothesis of the study, that in a 
majority of admissions evidence would be found 
of the patients’ progressive failure to fulfil 
normal social role expectations prior to ad- 
mission, has received qualified support. In the 
female sample a majority of the patients had 
shown domestic breakdown immediately prior 
to admission, and this was significantly associa- 
ted with earlier breakdown in this area. An 
interesting finding was the association between a 
high usual level and the absence of recent 
breakdown. ‘This may be partly explained by the 
fact that several of those who usually functioned 
at a high level left home shortly before admission 
and thus avoided a potential situation of break- 
down in the home setting. Recent loss of social 
group activity occurred in only one female 
patient, although a majority had shown a loss 
in this area” at some stage prior to the present 
admission. No statistically valid comment could 


be made about women’s recent loss of capacity 
for paid employment, as only one fifth of the 
sample had been at work in the three months 
before admission. It is worthy of note, however, 
that only 30 per cent of married women without 
pre-school children had been in paid employ- 
ment in the year before admission. This pro- 
vides an interesting contrast with Young and 
Willmott’s (1973) findings, which showed that 
in a comparable normal sample 69 per cent of 
women were in some kind of paid employment. 
If we assume that this represents a real difference 
between normal and psychiatric groups, two 
possible interpretations are (i) that previous 
psychiatric illness may have reduced the 
capacity to maintain outside employment, and 
(ii) that not working outside the home increases 
the likelihood of psychiatric illness. It is in- 
teresting in this respect, however, that the three 
female patients in the sample who were diag- 
nosed as having paranoid psychoses had in fact 
worked in the year prior to admission. 

No evidence of recent breakdown in work was 
found in a majority of men. The meaning of this 
is not clear, and may reflect the need for finer 
measurements of work efficiency to pinpoint 
deficits. occurring in the chief breadwinner. 
Since all but one of the 17 men did very little 
domestic activity in the three months before 
admission no recent breakdown in this could 
occur. Recent breakdown in social group 
activity was found in only five males. Evidence 
of earlier breakdown was, however, found for a 
majority of males in both domestic and social - 
group activity. This suggests that in these areas 
breakdown tends to be chronic, and that 
admission is not associated with a recent 


BY ROBERT CLEMMEY, DAVID KENNARD AND BERTRAM MANDELBROTE 


exacerbation. Support for the existence of 
chronic breakdown in domestic participation 
is provided by the work of Collins et al. (1971), 
who found that male neurotics participated 
significantly less in such tasks than normal 
controls. 

The hypothesis that evidence of lack of role 
flexibility would be found in the other members 
of the female patient’s household was not 
supported. Greater breakdown was associated 
with greater compensation by relatives. It is of 
interest that it was more common for the COP 
or another household member to have initiated 
outside professional involvement in cases of 
more severe breakdown than in cases where 
breakdown was less severe, when the patient or 
a neighbour tended to be the first to seek such 
help. Two complementary interpretations of 
this are possible: (i) that calling in outside help is 
part of a competent coping pattern of behaviour 
shown by the patient’s family; and (ii) that both 
calling the general practitioner and ‘taking over’ 
the patient’s usual domestic tasks represent a 
change from a tolerant to an intolerant attitude 
towards the patient. 

The level of domestic functioning of female 
patients during the three months before admis- 
sion was found to be related to diagnosis, the 
schizophrenic patients’ usual level being signi- 
ficantly lower than that of non-schizophrenics. 
Reports of earlier loss of functioning suggest 
that this continuing lower level of domestic task 
performance was associated with a residual 
deficit in functioning following earlier schizo- 
phrenic illness; though our data show no such 
distinction between schizophrenic and other 
groups in the area of social group activity. 

In men, however, there is clear evidence that 
while most schizophrenic admissions continued 
to function at their usual moderate or high level 
in this area until they came into hospital, 
breakdown was significantly more common 
among the neurotics (diagnostic Group 3—see 
Results section) in the fortnight before ad- 
mission. This finding was supported by the 
fact that symptoms of social unease and with- 


. drawal, as rated on the PSE, were more 


common among the neurotics. Since earlier 
breakdown had occurred equally frequently 
in both neurotic and schizophrenic males, it 
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would appear that among men the concept 
of residual deficit is less applicable in the 
area of social group activity than it is in that of 
task performance; the only men in the sample 
who had not been in full-time employment at 
any time during the year prior to admission 
were diagnosed as schizophrenics. 

Recent domestic breakdown in women was 
equally evident among different diagnostic 
groups, indicating that psychosis and neurosis 
are equally liable to be associated with a 
disturbance in domestic functioning. 

The relationship between social breakdown 
and the sociological aspects of the study were 
quite different for the male and female sample. 
In the female sample breakdown prior to 
admission was unrelated to role position occu- 
pied by the patient in her household but showed 
an unexpected relationship with social class. 
Patients from higher social class either held to 
their usual domestic level or broke down 
severely, while patients from working class 
households tended to break down moderately. 
This raises the possibility that the ‘middle class’ 
housewife’s expectations of herself are higher 
and that she ‘hangs on’ until all her coping 
resources are exhausted, while the ‘working 
class’ housewife is able to accept a reduced level 
of efficiency in herself and to continue function- 
ing at that lower level. This accords with the 
argument put forward by Freeman and Sim- 
mons (1963) that middle class families are less 
tolerant of failure to fulfil normal roles than are 
working class families. 

In the male sample, recent breakdown 
occurred only in the area of loss of social group 
activity prior to admission. This was closely 
associated with the patients position in his 
family, but not with social class. While husbands 
tended to drop out of any social group activity 
prior to admission, sons kept up their usual 
level but tended to be unemployed for longer 
than husbands in the three months before 
admission. As commented earlier, this difference 
accords with the difference in role expectations 
for husbands and sons. The poorer work per- 
formance in sons is consistent with Freeman and 
Simmons’ finding that re-admission to hospital 
from a parental home is associated with low 
performance, but admission from a conjugal 
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setting is not. (Too few of the women were 
admitted from a parental home to enable us to 
examine this difference among women in the 
present study.) 


Methodological note 

The problem of discrepancies between pa- 
tients and COP’s reports of functioning has 
been discussed in the final section of our 
Results. 

It is worth noting that the direction of dis- 
crepancies in reports of how much female 
patients usually do in the home is consistent with 
Stevens (1972), who observed that relatives of 
schizophrenics perceived more impairment in 
sharing household tasks than did patients. 
Rutter and Brown (1966) found that the 
direction depended more on the level of dis- 
satisfaction of the respondent than on whether 
this was a patient or a relative. 

Our own findings indicate that for married 
women the larger discrepancies occur signifi- 
cantly more often in childless households. This 
is surprising, since one might have expected 
that task divisions were simplest and clearest 
in such households. One interpretation is that 
these households generate greater dissatisfaction 
between spouses than do households with 
children, and hence that reports of ‘who does 
what’ are more discrepant. The most extremely 
discrepant cases were found among those 
patients with the largest number of previous 
admissions. ‘This suggests either that repeated 
admissions may lead to an increasing estrange- 
ment between the perceptions of the patient 
and her husband, or that such divergence itself 
provides a fertile setting for extrusion from home 
on psychiatric grounds. 

It should be noted that among the variables 
we have investigated, inter-relationships may 
exist which we have left unexplored—for 
example, the possible inter-relationship between 
ig class, mental illness and social function- 

While such patterns undoubtedly exist, 
their elucidation is beyond the scope of the 
present study, in view of the limited size of the 
sample. Even within these limits, several in- 
teresting ręjationships have emerged which 
illustrate the diversity of factors which may 
determine events prior to hospital admission. 


CONCLUSION 

Social breakdown, defined as a loss of func- 
tioning occurring within the three months prior 
to hospital admission, was found to occur in a 
majority of female patients in the area of 
domestic tasks. 

Most of those women who displayed. such 
recent breakdown were also reported to have 
at one time functioned at a higher level than 
that of the three months before admission, 
while a small group of women had functioned 
at a consistently high level both in the past and 
prior to the present admission. This suggests 
that breakdown in the area of domestic task 
performance may be a characteristic feature of 
certain patients—occurring cither repeatedly 
or not at all. 

Social breakdown prior to admission was 
not found in a majority of men in domestic or 
social activities. The former may be explained 
by the low level of usual domestic activity in the 
male group. No major work loss was found in 
the three months before admission for most 
males. 

Our expectation of lack of role flexibility in 
families of housewives who broke down domes- 
tically was not supported by our findings. What 
appeared to emerge was a kind of tolerance 
threshold: where the degree of breakdown was 
small, little effort at coping was made by the 
rest of the household; but where it exceeded a 
certain point the family’s coping resources were 
mobilized. 

The relationship between breakdown and 
role position within the family was explored. 
The presence of children in the household did 
not appear to influence the degree of break- 
down. of female patients. Among males it was 
found that sons were less likely than husbands 
to show a recent loss of participation in social 


‘group activities. Possible reasons for this have 


been. discussed. 

Examination of the relationship between 
social class and breakdown showed an interesting 
difference between social classes I and II wives 
and others. While those from the lower social 
classes tended to break down domestically to a 
moderate extent, the higher social class wives 
showed an all-or-none pattern: either they did 
not break down or they did so severely. 
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Recent domestic breakdown in women was 
equally severe in all diagnostic groups. Thus loss 
of effective functioning immediaiely prior to 
admission appears in the present sample to be 
unrelated to the nature of the patient’s illness. 
This does, however, leave open the possibility of 
a relationship between breakdown and severity of 
illness, which will be explored in a further paper. 

The methods used at this stage of the study to 
assess breakdown were designed to test hypo- 
theses relating to aspects of family interaction 
which have previously remained relatively un- 
explored in British psychiatry. It is hoped that 
the evidence produced from these measurements 
may encourage others to look in more detail at 
the family and social dynamics associated with 
the admission of one family member to a 
psychiatric hospital. 
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Impact of Psychosocial Factors on the: Conduct 
of Combined Drug and Psychotherapy Research 


By WALTER N. STONE, BONNIE L. GREEN, GOLDINE C. GLESER, 
ROY M. WHITMAN and BERNARD B. FOSTER 


Summary. The effect of attitudes of therapists, side and researchers on the 
conduct and outcome of combined- drug and ‘psychotherapy research was 
examined in a brief crisis-oriented psychotherapy clinic, Seventy-seven con- 
secutive patients were given one of two anti-anxiety drugs or a placebo in 
conjunction with the typical psychoanalytically-oriented treatment used in the 
clinic. The therapists’ attitudes favouring psychotherapy over drug therapy (and 
psychotherapy research) were clearly conveyed to the patients. Indicative of this - 
are the following: (a) 82 per cent of the patients dropped out of drug taking, 
although a similar percentage remained in tréatment; (b) only a third of the 
patients perceived it as being important to their therapists that they should take 
medication; (c) 87 per cent of the patients were rated as improved; and 75 per 
cent of patients completing forms considered that-most or all of their improve- 
ment was attributable to talking. 

The research team, made up of members of the same department who 
therefore had similar values as the therapists, diligently. collected outcome data, 
but ignored its responsibility to enforce drug-related portions of the protocol. 

a Overall, patients remained in therapy, improved and participated in completing 
forms, so that only the research goals of combined therapy were thwarted, 
while traditional clinic service and training goals proceeded as usual. 


INTRODUCTION bined approach to treatment, very little research 


ý a The impact of attitudes and values on the 
“7 conduct of psychotherapy research is widely 
one x acknowledged, but is often not appreciated or 
_ ‘Investigated when a specific project is under- 


taken. This paper presents data about attitudes 
of therapists and patients during a study of 
combined psychotherapy and pharmacotherapy. 
These data will be related to the outcome of the 
research project and the results discussed in the 
_ light of a behavioural and psychosocial analysis 
of the systems in which the research took place. 

Initially, in the hope of demonstrating the 
efficacy of an eclectic approach to treatment— 
our research team undertook an evaluative study 
of combined drugs and psychotherapy in a 
psychoanalytically-oriented crisis intervention 
clinic. Despite-the widespread use of the com- 


- E NN - a 
k g ‘ * 
ae AM 5 23 432 
ae ts š $ aa 
* 


rr 
~ 


evidence exists to document its value. In part, 
this dearth of research reflects the traditional 
and deep ideological schism in American 


psychiatry between psychological and biological .. 


models for psychiatric illness. Innumerable ` 
methodological problems have plagued psycHd:. 

therapy research and have .resulted in an 
inability to establish clearly the relative merits 
of any given treatment approach (Malan, 1973). 
In contrast, psychopharmacological . studies, 
often conducted in settings structured to mini- 
mize interpersonal contact, have been relatively 
more successful in demonstrating treatment 
effectiveness, although so-called nonspecific , 
factors have often confounded the-. dings A 
(Rickels, 1968). Overall, the current’ stte ‘of > 
knowledge of combined pharmavotherapy and 
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psychotherapy arises primarily from clinical 
practice. Armchair reasoning as to ‘optimal 
anxiety’, a concept based on psychodynamic 
thinking, supports the use of drugs combined 
with psychotherapy, but the paucity of well- 
documented researh ‘studies is very apparent. 

We were aware of studies by Rickels and 
others (e.g. Uhlenhuth, Rickels, Fisher, Park, 
Lipman and Mock, 1966; Honigfield, 1964; 
Koegler and Brill, 1967) on the effects of 
attitudes, expectations and social milieu on 
outcome research, and hence made provision 
for measurement of some of these factors so 
that we could evaluate their role in this study. 
But we made what.seems_in-retrospect a rather 
naive assumption that we could successfully 
superimpose our research: “design: on the clinic, 
provided we explained -the.nuturd of the research 
to the residents doing the therapy and that we 
controlled the drug distfibution and outcome 
evaluation. . 

The setting of this study was the out-patient 
clinic of a psychodynatnjc-psychoanalytically- 
oriented department of psychiatry. Crisis inter- 
vention was delegated to a portion of the clinic 
called the Special Services Project (SSP). SSP 
has been in existence for about ten years, 
and was organized and functioned effectively 
for service to the community. It also provided 
residents with an opportunity to learn psycho- 
dynamics and to understand the intricacies of 
the doctor-patient alliance in the treatment 
process. Naturalistic research, reporting thera- 
peutic outcome of the clinic, had been conducted 
on two previous occasions (MacLeod and 
Tinnin, 1966; Gottschalk, Mayerson and 
. Gottlieb, 1967). In both studies it was empha- 
sized that the patients were treated within 
the usual SSP structure. In contrast, the present 
study imposed an altered format. The conse- 
quences of interfering with important values and 
attitudes which were embedded m the SSP 
structure are demonstrated in this report. 


PROCEDURE 
The subjects of this study were 77 consecutive 
non-psychotic patients assigned to SSP. ‘These 
individuals were undergoing acute stress reac- 
tions, usually manifested by anxiety, depression 
and a variety, of somatic complaints. The 
2B a * 
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patients were assigned sequentially to second 
and third year psychiatric residents on a three- 
month rotation in SSP. Seven residents from 
three rotations treated patients in the study. If 
the patient agreed to participate in the study, 
a variety of initial evaluations were carried out 
by a research psychiatrist. The patient then met 
with the resident therapist, who had been 
instructed to start the patient on three capsules 
per day of the research drug. The dosage could 
be increased to a maximum of 12 capsules per 


day, or reduced, if clinically indicated. Neither 


the residents, the research psychiatrists, nor the 
patients knew which drug was administered, 
although they did know it would be either one 
of two ‘minor tranquillizers’ or a placebo. 

Patients, therapists, and the research psychia- 
trists all completed a number of evaluation 
instruments to assess changes during treatment. 
Details of these procedures and outcomes will 
be reported elsewhere (Green, Gleser, Stone 
and Seifert). In this report, we will focus on the 
attitudinal questionnaires filled out by residents 
and patients. Residents were asked to complete 
a semantic differential form tapping their 
attitudes toward brief psychotherapy, drug 
therapy, expressive-insight psychotherapy, psy- 
chotherapy research, combined therapy (drug 
and psychotherapy), psychotherapists, and re- 
search investigators. These forms were given at 
the beginning and end of the three-month SSP 
assignment. 

At the end of six weeks of treatment patients 
were asked to complete a questionnaire assessing 
attitudes about taking an unknown medication, 
their estimate of how important their taking the 
medication was to their physician, and the 
relative proportion of treatment outcome attri- 
buted to medication versus talking. Patients not 
completing therapy were encouraged to return 
for a final interview. These data were examined 
in the context of actual behaviour in taking 
medication, attrition rates and global outcome 
as rated by the therapists.* 

* Therapist ratings are reported here because they 
were available on all patients. Interrelationships among 
the various outcome measures are presented in another 
communication (Green et al.). Significant positive corre- 
lations were obtained among the thegapists’ global 
ratings, patients’ sclf-assessments, and the research 
psychiatrists’ ratings. 
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Tase I 
Demographic comparison of three SSP samples* 


Age 18-29 .. 
30-39 .. 
40-49 .. 
50-59 .. 
60+ 


Female 
Male 


Sex 


White .. 
Black .. 


Race 


Marital status Single .. 
Married 
Separated 
Divorced 


Widowed 


Socio-economic status... I 
II 
III 
IV 
V 
Dropout rate Completed 
Dropped out .. 
Hospitalized .. 


Improved 
Unchanged 
Worse .. 
Unknown 


Improvement PE Ga T. 
or Therapist) . . 


MacLeod Gottschalk Stone 
(1966) (1967) (1974) 
N = 150 N = 53 = 77 
49 - 49 66 
33 f 26 20 
6 13 13 
3 6 I 
7 6 O 
66 74, 78 
34 26 22 
— 62 84 
— 38 16 
= 32 23 

38 36 

— 13 18 
_ 13 18 
= 4 5 

O O 

5 9 13 IV 
29 25 21 III 
39 40 38 II 
27 26 29 I 
65 68 ai 
28 32 23 

7 O 
76 77 87 

8 10 8 

2 13 5 

I4 


* All numbers in the table are expressed in percentages. 


RESULTS 

In general, the SSP patients in this study were 
demographically similar to those from two 
previous studies conducted in the clinic (see 
Table I). However, there was a higher propor- 
tion of white patients in the present study 
(p < -:o1r) as compared to the 1967 study, and 
the present patients were slightly younger. 

Atintion and improvement. In this study, 71 per 
cent of the patients remained in therapy, while 
23 per cent dropped out without the consent of 
the therapist and 6 per cent required hospitaliza- 
tion. Eighty-seven per cent came for at least 
three visits. Of all patients in the study, 64 per 
cent were rated by therapists as markedly or 


moderately improved, 23 per cent slightly 
improved, 8 per cent no change, and 5 per cent 
worse. The slightly higher ‘improved’ percent- 
age in this study, when contrasted with the two 
earlier reports, may be attributed to different 
rating criteria or simply to chance. 

Fifty-five patients filled out the final attitu- 
dinal questionnaire. Of this group, 74 per cent 
felt they had ‘changed’ at least somewhat, as 
opposed to 26 per cent who felt they had 
changed very little or not at all. Almost all 
(95 per cent) felt they had ‘benefited’ at least 
to some extent from their therapy. The corre- 
lation between ‘change in general’ and ‘bene- 
fited from treatment’ in this sample was 49 


BY W. N. STONE, B. L. GREEN, G, C. GLESER, R. M. WHITMAN AND B, B. FOSTER 


(p < -‘oor). Strupp, Fox and Lessler (1969) 
found a correlation of -72 between these two 
items, which constituted a portion of their total 
global estimate of the benefit the patient felt he 
derived from therapy. 

Drug taking. On the whole, patients did not 
take drugs in therapeutic dosages as would have 
been required to assess adequately any differen- 
tial drug effects. Therapists were instructed to 
start patients at a standard of three capsules per 
day, and to increase or decrease as it became 
clinically necessary. Fig. 1 shows the cumulative 
frequency of patients remaining on drugs at any 
dosage level. A major drop in the number of 
patients taking any medication occurred by the 
end of two weeks. In fact, 13 (17 per cent) 
stopped medication before having taken even 
ten capsules. Only 39 patients (51 per cent) 
were taking any medication at the end of four 
weeks. Of these, 14 patients took at least three 
tablets per day, the minimum dosage needed to 
evaluate the therapeutic value of the drug. ‘Thus, 
82 per cent of the subjects ‘dropped out’ of 
therapeutic drug-taking before four weeks, 
which was the minimum time required by the 
research protocol. 

Residents’ attitude. Residents’ attitudes con- 
cerning psychotherapy research and different 
types of therapy were obtained at the start of the 
research project by use of the semantic differen- 
tial scale (Osgood, Suci and ‘Tannenbaum, 
1957). Analysis of variance of the evaluative 
dimension (see Fig. 2) indicated that treatments 
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Fic. 1.—Number of patients remaining on drugs— 
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Fic. 2.—Semantic differential ratings by SSP therapists. 


were indeed rated differently (F = 4-8 df = 
6/36, p < -oor), and that brief therapy, 
expressive-insight therapy and psychotherapists 
were evaluated more highly than drug therapy 
and psychotherapy research (p < -05). The 
potency dimension looked very similar (F = 3-1, 
df =: 6/36, p < +05), but the differences were 
not as marked. Only expressive-insight therapy 
was seen as more potent than drug therapy and 
psychotherapy research (p < -05). No signifi- 
cant changes in these attitudes occurred for 
residents in the three-month period between the 
initial and final administration of the question- 
naire. 

Patients’ attitudes after therapy. Of the 55 patients 
who filled out the final questionnaire, 49 per cent 
reported positive and 42 per cent neutral atti- 
tudes when asked how participating in the 
project had affected their treatment. Only g per 
cent reported negative reactions. A slight 
majority of patients (52 per cent) indicated that 
they were not concerned about taking an un- 
known medication. The remaining patients 
were slightly (24 per cent), moderately (13 per 
cent), or a great deal (11 per cent) concerned. 
Concern was not related to the amount of 
medication taken. 

Inquiry about how much the patient thought 
it mattered to his therapist whether he took his 
medication showed that nearly a third of the 
patients (31 per cent) believed the therapist did 
not care. Slightly more than a third (36 per cent) 
saw it as very important. The remafning patients 
said that it was slightly (11 per cent) or mode- 
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rately (21 per cent) important. Therapists were 
ranked according to the percentage of their 
patients saying that it did not matter or was 
only slightly important; they were also ranked 
according to the percentage of their patients 
taking less than 50 capsules. The correlation 
between the two rankings was -67 (p < -10), 
with social class partialled outf indicating that 
those residents who were perceived as un- 
concerned about whether the patient took 
medication tended to have a higher number of 
patients who took less than 50 capsules. How- 
ever, the patient’s perception of his therapist’s 
attitude about the importance of drug-taking 
was not significantly correlated with the 
improvement ratings by either the therapist or 
the patient. 

Patients were also asked to what extent they 
felt their treatment results could be attributed to 
talking as opposed to medication. Answers 
could range from 100 per cent medication to 
100 per cent talking in 25 per cent increments 
and decrements. No patient attributed all of his 
treatment results to the medication. Six per cent 
of the patients attributed more of their results 
to the medication, 20 per cent felt it was 
approximately half and half, and 74 per cent 
_ indicated that most or all of their treatment 
results were due to talking. The active drug 
groups, however, were less inclined to attribute 
100 per cent of their treatment results to talking 
(15°6 per cent) than were the placebo or non- 
drug-taking groups (60 per cent), suggesting 
that the drug may actually have had some 
noticeable effect. 

In summary, results showed that the patient 
population was demographically similar to that 
from two previous SSP samples and that a great 
majority of this population was rated as im- 
proved. Only 18 per cent of these patients took 
medication in therapeutic doses as required by 
the protocol, although most were not concerned 
about taking an unknown medication. Three- 
quarters of the patients attributed most of their 
treatment results to talking, although this 
happened less often in the active drug groups. 


t There was a negative relationship (r —-42, p < -o1) 
between patieny social class and perceived importance to 
the therapist of medication-taking, so that the lower 
classes saw it as of greater concern to their therapist. 


Residents before and after their rotation in 
SSP valued the dynamic therapies more highly 
than they did drug therapy or psychotherapy 
research. 


DISCUSSION 

These results demonstrate some of the 
problems in conducting an outcome study of 
combined psychotherapy-pharmacotherapy in 
a department with a commitment to dyna- 
mically-oriented therapy. While the basic 
research protocol seemed simple and easy to 
follow, difficulties arose at many different levels. 
A detailed analysis will help to clarify some of 
these difficulties. 

In order to aid in this analysis, a framework 
proposed by Newton and Levinson (1973), with 
a socio-psychological approach to understanding 
interactions among work groups within an 
organization or institution, will be utilized. 
In this model the goals, culture and social 
structure of the groups are conceptualized and 
delineated in order to provide the background 
for a discussion of the unfolding social process 
(and outcome) of the study. 


Goals 

As noted above, the SSP had a well established 
set of goals and a history of providing service to 
the community as well as a learning opportunity 
for psychiatric residents. The goals of service and 
education were not in conflict, but educational 
goals were accorded slightly higher status. 
The resident was to care for the assigned patients 
and to utilize this as a basis for learning psycho- 
dynamic psychotherapy. By carefully controlling 
the intake procedures and limiting the number 
of new patients seen by each resident, caseloads 
were maintained at a level at which each 
patient could be discussed in the supervisory 
conference. The SSP structure was highly 
concordant with other departmental training 
experiences: learn by doing with supervision. 

The Research Team (RT) of five members 
was newly formed to conduct this particular 
study. The three senior members of the RT were 
experienced researchers whose initial interest 
in the project stemmed more from a need to 
generate funds than from enthusiasm about drug 
research per se. Consequently, individual goals 
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were incorporated into the research design, 
and priorities were never clearly established. 
However, the implicit end point was that of 
scientific generalization of findings, typical of 
most research (Newton and Levinson, 1973). 
All of the goals, both for SSP and for RT, 
were embedded in the culture of the psychiatry 
department in which the study took place. 


Culture 


The culture of this psychiatry department has 
been previously described by Stone, Stein and 
Green (1971). That report, based on faculty 
and resident response to semantic differential 
questionnaires and the Strauss ideology scale, 
indicated the high value placed on psycho- 
dynamic-psychoanalytic ideologies. The present 
results with the semantic differential indicate 
that the residents continue to reflect these 
departmental attitudes, placing a low value on 
drug therapy and a high value on psycho- 
analytically-based treatments. In addition, 
‘psychotherapy research’ is evaluated like ‘drug 
therapy’ and ‘psychotherapists’ like ‘expressive- 
insight therapy’. 

The value system also accords a lower status 
to experimental research. This devaluation by 
the analytically-committed department affected 
attitudes not only in the SSP where the study was 
conducted but also in the individuals on the RT 
who felt they were interfering by imposing a 
low-valued procedure on a more highly- 
esteemed structure. 

The culture of the department further 
emphasizes autonomy, both in a supervisor’s 
conduct of his teaching conferences and a 
resident’s conduct of his therapy. These two 
factors, in particular, resulted in a reluctance on 
the part of the RT to force compliance with the 
research protocol. 


Structure 


Authority issues were a critical part of the 
SSP and the RT structure and role function. 
The SSP supervisor was a training analyst and 
a full professor with major responsibility in SSP 
for control of the staff social worker and the 
resident team. He clearly transmitted his own 
and departmental values to the SSP social 
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worker responsible for initial screening of 
patients. Previously, patients who might need 
medications had been excluded, and patients 
who were taking medication had been urged to 
discontinue. Thus the role expectations for the 
residents were heavily weighted in favour of 
using the doctor-patient relationship as the 
sole therapeutic tool, a role which reaffirmed 
the residents’ own ideology. 

Within the RT, mectings ostensibly proceeded 
as if equalitarianism existed. Various tasks were 
agreed upon and accepted by the members of the 
RT, leading to specific role assignment. In 
actuality, power was related to academic rank 
and professional status, rather than to role and 
task assignment. When problems arose in 
effectively communicating with SSP, these roles 
were rather rigidly and defensively adhered to 
instead of being flexibly redefined to meet new 
needs. 

Intergroup relations were exclusively hori- 
zontal. The SSP supervisor had contact only 
with the senior research psychiatrist. The two 
other research psychiatrists and the junior 
research psychologist had contact with the 
social worker and the resident therapists. No 
power was available to influence anyone at a 
higher level in the intergroup transactions. 


Process 

There were several points during the progress 
of the research study at which the goals, sub- 
culture and structure of the two groups involved 
had a definite influence on the course of events. 
The major starting point was the negotiation 
between the leaders of the two groups and the 
subsequent ‘contract’ for the study. Since the 
research goals were in conflict with departmental 
ideology, the RT leader approached the SSP 
supervisor somewhat apologetically. He em- 
phasized that the RT was not imposing a 
change on SSP. Psychotherapy would not be 
replaced; medication would simply be added, 
thus leaving undisturbed the SSP goals of 
psychotherapy training and service. Because the 
RT felt grateful for the use of SSP for the study 
it accepted a superficial agreement, in which no 
provision was made for a person of appropriate 
rank to conduct effective ongoing negotiation 
between the two systems, and no understanding 
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was reached on the need for modifications in SSP 
procedures to operationalize the research. 

The addition of medication to psychotherapy 
resulted in more conflict within SSP than was 
anticipated. Residents working with patients in 
crises often feel anxious and uneasy, particularly 
when they constantly expose themselves to both 
supervision and peer evaluation, as occurs in 
SSP. Normally, the SSP structure reinforces 
and fosters the resident’s reliance on his psycho- 
therapeutic skills in this situation, even if he is 
pressured by the patient for medication. How- 
ever, during this study drugs were not only 
readily accessible to the resident but their use 
was actively encouraged by the RT. Since the 
psychotherapeutic approach is an ideal for 
which residents strive, rather than one they 
have already attained, the introduction of 
medications probably posed a threat to their 
unconsolidated identity. 

Rice (1969) notes than when there is un- 
certainty about the strength of organizational 
boundaries, a potential for chaos exists within 
that organization. The SSP responded to a 
threat to its system by closing boundaries 
through which effective communication could 
occur. This took the form of some residents 
‘forgetting’ to send patients to the research 
office to complete forms of interest to the RT. 
In addition, both residents and supervisor 
colluded in failing to discuss medication in 
supervision. The research psychologist, who 
attended many of the supervisory sessions, 
heard no mention of medications by residents, 
no inquiry about medications by the super- 
visor, no reports of drug side-effects, nor 
material concerning therapeutic effects. Many 
months after the study was completed, when the 
SSP supervisor was informed that in the main 
patients had not taken their medication, he 
responded with genuine surprise. 

Patients quickly adopted the SSP value 
system, 74 per cent attributing most or all of 
their treatment results to talking. However, it 
is clear that some drug effects were being 
experienced, since a significantly smaller per- 
centage of patients on active drugs, in com- 
parison with the placebo group, attributed all 
of their treatment results to talking. From an 
adaptational point of view, such an interaction 


makes considerable sense: the patients can 
adopt the ideology and still benefit from any 
treatment provided. When this adaptation does 
not occur, the potential for high attrition rates 
exists (Rickels, 1968). While initial expectations 
for combined therapy were conveyed, patients 
evidently perceiyed little ongoing institutional 
conflict, since the low dropout rate for this study 
was not appreciably different from that reported 
in the two previous SSP studies. 

A different perspective on the effects of 
commitment and authority on compliance with 
a research project is described by Koegler and 
Brill (1967). They offered drug treatment with 
brief contact as an alternative to psychotherapy 
in a setting where the major commitment was 
to psychodynamic psychotherapy. Initially, a 
marked reduction in referrals to the clinic 
occurred as a reflection of the concern of the 
referral sources about the change in treatment 
procedures. Concurrently, the resident thera- 
pists also complained about having to provide 
medications without psychotherapy. The study, 
which originally had been planned for one year, 
took three years to complete. The eventual 
success of the project can be attributed to the 
lack of ambivalence on the part of the senior 
researcher, who possessed real power as the. 
department chairman, and who believed in the 
need to determine whether or not drug therapy 
was helpful. Such power, and persistence to 
press for drug-related goals, was absent in our 
current study. 

In summary, psychosocial factors were much 
more far-reaching in their influence on the 
conduct of this study than was initially anti- 
cipated. Generally, negative attitudes were 
conveyed to patients about medication and 
positive attitudes conveyed about remaining 
in psychotherapy. The SSP clinic ignored the 
research and rejected any new opportunity for 
learning. The research team diligently collected 
outcome data, but ignored its responsibility to 
enforce drug-related portions of the protocol. 
Patients, indeed, remained in therapy, improved, 
and participated in completing forms, so that 
only the RT goal of combined therapy research , 
was thwarted. Traditional service and training 
goals of the clinic proceeded as usual. 

In conclusion, while investigators under- 
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taking research on combined psychotherapy 
and drug therapy may be advised to assess 
cultural and psychosocial factors in an institu- 
tion where such research is anticipated, there 
are cases where they may be better advised not 
to attempt research at all. When resistance to a 
particular type of model seems high, meticulous 
care must be given to eliciting complete co- 
operation in dealing with unexpressed resistance, 
opening lines of communication before and 
throughout the project, and continuously moni- 
toring cultural value effects. This includes not 
only scrutiny of these values in the treatment 
team, but also careful self-scrutiny by the 
members of the research team. Unless this is 
possible, the design should probably be re- 
formulated. 
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Parental Characteristics in Relation to Diagnosis and 
Neurological Status in Childhood Psychosis* 


By ©. NETLEY, LINDA LOCKYER and G. H. C. GREENBAUM 


Summary. Twenty-six psychotic children were examined by means of psycho- 
logical tests and EEGs. The parents of these patients were also tested with the 
EPI and the Grid Test of Thought Disorder. The mothers of children with the 
symptom of autism tended to have some cognitive disorganization, which was less 
common in the mothers of children without the symptom. The extraversion and 
neuroticism scores of all parents were not markedly different from population 
statistics. 

The incidence of EEG abnormality in the children was high and not related to 
diagnosis or other criteria. 

These findings are interpreted as providing suggestive evidence for a two-factor 
theory of childhood psychosis. It is postulated that a neurological disorder is a 
necessary condition for the development of such a disorder; and that a second 
process related to parental characteristics is also involved, which has the effect 


of determining the particular symptomatic manifestations seen in the psychotic 


child. 


This study examined the relationship between 
three classes of variables: the symptomatic state 
of psychotic children, their neurological status 
and the psychological characteristics of their 
parents. Each of these has been investigated by 
others (Kolvin, 1971a; Cameron, 1958), but no 
studies have examined the inter-relationships 
between all three. We studied the parents in 
two ways: personality traits as assessed by a 
questionnaire, and their conceptual consistency 
and coherence by means of the repertory grid 
technique. 


METHOD 
One hundred families with a psychotic child, 
seen between 1950 and 1970 by the principal 
treatment centre for preschool children in 


* From the Departments of Psychology and Psychiatry, 
The Hospital for Sick Children, Toronto, Ontario, 
Canada. 

Reprint addgess: C. Netley, Ph.D., Department of 
Psychology, The Hospital for Sick Children, 555 Univer- 
sity Avenue, Toronto M5G 1X8, Ontario, Canada. 
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Toronto, were selected for study. All children 
were less than 5 years old at first assessment. 
Their files were reviewed, and basic bio- 
graphic, behavioural and medical data obtained 
at their initial assessment were transcribed to a 
research protocol. The families were then con- 
tacted by mail and asked to participate in the 
study described as being ‘concerned with the 
neurological and psychological characteristics of 
families with a disturbed child’. Twenty-six 
families agreed and came to the hospital for 
assessment. Parental assessments consisted of 
the Grid Test of Thought Disorder (Bannister 
and Fransella, 1967), the EPI (Eysenck and 
Eysenck, 1968), and a standardized interview 
covering the clinical history, current placement 
and status of the child. The patient wg’ tested 
with the Wechsler Intelligence Scale for 
Children (WISC) or Stanford-Binet and if the 
parents agreed was examined electroencephalo- 
graphically. The EEGs were done at an inde- 
pendent laboratory and interpreted in a largely 
blind way, the only information available to the 
consulting neurologist being the child’s age and 
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the unelaborated diagnosis of a psychotic 
disturbance. Fifteen of the children were 
examined by EEG. 

A review of the research protocols permitted 
us to classify the patients in terms of Rutter’s 
(1968) diagnostic criteria for autism, viz.: (1) 
symptomatic onset before 24 years (since all 
children were younger than 5 years when first 
seen all could be considered autistic in a less 
rigorous diagnostic system); (2) ‘autism’ exem- 
plified by interpersonal aloofness, eye gaze 
avoidance, etc.; and (3) ritualistic and com- 
pulsive phenomena, including stereotyping and 
preservation of sameness. Children showing all 
three were called autistic (A), the remainder 
non-autistic psychotic (NAP). 

Table I presents the major clinical and 


TABLE I 
Characteristics of the sample: numbers of subjects 
Non- 
Autistic autistic 
psychotic 
Sex 
Male be a ie 6 14 
Female .. Di sà I 5 
Age (years) 
Mothers, mean .. T 41 43 
Fathers, mean... 41 46 
Patients, mean .. 3 12 13 
Patients, range g to 18 6 to 19 
Social class 
Professional or executive (1) I 5 
Semi-professional or mana- 
gerial (11) : I 4 
Skilled artisan or clerical (111) 5 8 
Semi-skilled (rv) .. o 2 
I 
Untestable I 4 
<49 2 6 
50 to 69 2 3 
70 to 8g I 2 
go+ es es es I 4 
Mean .. Js ie 65 JI 
Range . 42 to 103 31 to 112 
Placement 
Regular school ; I 5 
Retarded day school 3 7 
Special school 3 
Home (no school) I o 
Institution Q 4 
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descriptive characteristics of the total sample, 


which appears similar to others reported (Kolvin 
et al., 1971c, 1971d; Rutter and Lockyer, 1967). 


RESULTS 

Grid test 

Each parent’s consistency and intensity scores 
were interpreted in terms of the normative data 
given in the test manual for non-thought- 
disordered subjects. From this we derived a 
percentile score which indicated the degree of 
cognitive disorganization. Using the 5th per- 
centile as a cut-off for normality we found that 
15 of the 48 parents (31 per cent) were below 
normal limits. Of the 26 familes, 13 (50 percent) 
included at least one parent who would be 
considered cognitively disordered on the basis 
of the test results. Ten of the 26 mothers and 5 
of the 22* fathers had scores below normal limits. 

The distribution of the mothers’ grid scores 
(Fig. 1) is positively skewed, with the modal 


ened 


= 
O 
r 
a m 
rri 
7 
wn 
—NWhAAON DOO 





10 15 20 30 40 50 6070 8090 


0 5 
GRID SCORE PERCENTILES 


Fig. 1.—Distribution of grid score percentiles for mothers. 


score below the 5th percentile, rather than 
Gaussian, and normal scores are under- 
represented. This suggests that we are dealing 
with an atypical population. A similar though 
less extreme picture is characteristic of the 
fathers (Fig. 2). 

Five of the 7 mothers of autistic children 
were cognitively disordered, whereas only 5 of 
the 19 mothers of non-autistic children were. 
This difference in proportions was significant at 
the 0-045 level (Fisher Test). Further analysis 
in terms of the presence or absence of our 


* One father refused to complete the fests, one was not 
living with the family, and two had died. 
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Fira. 2.—--Distribution of grid score percentiles for fathers. 


diagnostic criteria (onset before 2} years, 
‘autism’ and rituals) and the mothers’ grid 
scores was done by means of median tests. 
Only the relationship between ‘autism’ and 
maternal grid score was significant (p = 0°03, 
Fisher Test). If the child had been ‘autistic’ at 
first assessment the mother now tended to show 
looser construing than in the case of mothers of 
children without this symptom. Onset before 
24 years and rituals at first assessment were not 
related to maternal grid scores. 

A similar series of analyses were performed 
on the data for fathers. No significant association, 
emerged between their grid scores and any of 
the diagnostic or symptomatic variables. 

The grid scores of both mother and father 
were examined in relation to the family’s social 
class and the patient’s IQ. Both analyses were 
non-significant. 

Following the procedure devised by Bannister 
ct al. (1971), social deviancy scores were calcu- 
lated from the grid protocols of each parent. In 
the absence of data for normal subjects, the 
overall significance of the findings is indeter- 
minate. However, tests between maternal scores 
for the A and NAP groups (1°57-+1°81 and 
1°68+2:24 respectively) were insignificant as 
were the paternal scores for the A and NAP 
groups (2°50-+3:11 and 1:06-41:63 respec- 
tively). In contrast to our other findings with 
the Grid Test, social deviancy was not related 
to any parameter of the patient’s pathology. 


Eysenck Personality Inventory (EPI) 

Table II shows the results of Form A of the 
EPI scored in the standard way for both mothers 
and fathers. 


PARENTAL CHARACTERISTICS IN RELATION TO DIAGNOSIS IN CHILDHOOD PSYCHOSIS 





Tas IT 
EPI scores 
Ameri- 
EPI British can Mothers Fathers 
norms norms (N=26) (N=22) 
Extroversion 
Mean ..  IZ'I I3'I 10'909 10°0 
SD TE «4°4 4'1 4°0 4°9 
Neuroticism 
Mean g'o 10°9 10°5 10°5 
SD 4:8 4°7 4°0 6:7 
Lie scale 
Mean .. 3°8 3'5 3'0 
SD 1:7 1'8 1°6 


In general the EPI scores were not much 
different from either the British or American 
norms, though both the mothers and fathers 
tended to be more introverted than average. 
A similar finding has been reported by Kolvin 
et al. (1971b) for the mothers of patients with 
psychosis of late onset but not for the mothers 
of infantile psychotics. The EPI scores were 
further analysed in relation to the child’s 
diagnosis and to our classification criteria, but 
no significant relationships were found. 


Neurological status of children 

Five of the 15 EEGs were classified as normal 
and 10 as abnormal; 6 of the 10 were considered 
severely abnormal. These findings indicate a 
high incidence of EEG abnormalities in child- 
hood psychosis, a finding reported by others 
(Brown, 1963; Rutter and Lockyer, 1967; 
Kolvin etal., 1971e; Gittelman and Birch, 1967). 
EEG status was not related to overall diagnosis, 
nor was there a significant relation between 
abnormal EEG and individual diagnostic 
criteria. 


Discussion 

Three principal findings emerged from this 

study: 

1. The mothers of psychotic children who 
presented with the symptom of ‘autism’ on 
first assessment showed a greater tendency 
for atypical ways of thinking than mothers 
of psychotic children without ‘autism’. 
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2. Parental personality as measured by the 
EPI was not unusual. 

3. Both A and NAP groups were characterized 

by a high incidence of EEG abnormality. 

The first finding might be interpreted as 
indicating that the cognitive dysfunction of the 
mother is aetiologically significant in psychotic 
children who show the symptom of ‘autism’. 
Alternatively, as Schopler and Loftin (1969) 
have pointed out, the cognitive disorders of 
such parents may be the result of the anxiety, 
guilt and confusion elicited by discussion of 
their deviant child. However, the two groups 
of parents Schopler and Loftin studied in 
reaching this conclusion were not homogeneous 
—one group was receiving family psychotherapy 
and the other was not—and their argument is 
therefore weakened by this lack of matching. 
In our study the parents were homogeneous 
with respect to set, so that any interpretation of 
the difference between parents with an autistic 
child and parents with a non-autistic psychotic 
child must be in terms of some other variable. 
We failed to establish that this variable was 
either the child’s IQ or his EEG status, since 
these did not correlate with the presence of a 
parental cognitive disorder. 

We cannot rule out the possiblity that the 
unusual grid scores found in the parents are the 
result of coping with a difficult child. However, 
this hypothesis is perhaps less likely than either 
of the two alternatives of (a) the parent affecting 
the child or (b) both being affected by some 
third factor such as a genetic or biochemical 
mechanism. We have several reasons for saying 
this. Firstly, the personality traits of the parents 
are essentially normal, and it is only a cognitive 
disorder which is demonstrable; secondly, 
although all the parents in the study have a 
psychotic child, cognitive disorder is more 
common in those cases in which symptomatic 
autism exists. In addition, in the six families 
where the child has been treated as an in- 
patient for a number of years and so has not 
been a direct stress on the family cognitive 
dysfunction is still present in one or other 
parent, provided that the child is autistic. 
This was not found for the four non-autistic 
children. 

We suggest that psychoses of childhood may 
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have as a necessary aetiological factor the pre- 
sence of some form of as yet undefined neuro- 
logical disorder which exists at that child’s 
birth or possibly soon after. Some evidence for 
this hypothesis lies in the fact that the psychotic 
subjects tended to have an EEG abnormality. 
The particular form of psychotic disorder shown 
by the child, however, appears to be associated 
with parental characteristics. If the mother in 
particular has an inconsistent and poorly 
organized conceptual system of the kind 
measured by the Grid Test, then autism appears 
the most likely abnormality. 

This association could be mediated psycho- 
logically, as has been suggested for some 
adult psychoses (Bannister, 1963, 1965). Alter- 
natively, the mother could be showing a milder 
form of the biologically determined defect 
responsible for her child’s autism (Kreitman 
and Smythies, 1968). 
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Disturbed behaviour — whether 
the cause is epilepsy, E.E.G 
dysrhythmias, hyperkinetic 
syndrome, mental subnormality 
or psychotic disorders -is 
readily controlled by Ospolot 

in a recent double-blind trial, 
‘(Ospolot) was significantly 
effective in reducing disturbed 
behaviour in general, and 
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treats disturbed behaviour 
im children and adults 


aggressiveness and 
hyperactivity in particular." 
Ospolot's safety margin is so 
high that even overdosage has 
done little harm.? It is non- 
barbiturate and well tolerated, 
side effects being minimal. 
Important advantages which 
make Ospolot ideal for treating 
the behavioural component 
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over-sedation and helps to make them more co-operative, alert and active, 


parine calms and controls elderly, agitated patients 


Furtheginformation available on request: John Wyeth & Brother Ltd., Taplow, Maidenhead, Berks. 


Wyeth 
*trade mark Sp 36 AA 
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A Survey of Female Patients in Carstairs State Hospital 


By GEOFFREY MITCHELL and J. B. MURPHY 


Summary. The characteristics of the female population in Carstairs State 
Hospital are described. The patients were predominantly young, single and 
physically fit, with a history of'significantly more previous psychiatric admissions 
' than their male counterparts.:‘They showed a greater degree of violence towards 
both themselves and others before their admission to Carstairs; and their length 


% 


e 
. 

mou aa ¢ T INTRODUCTION ie 

The State Hosgjtal, Carstairs Junction, 
Latiarkshire, was first opened in 1948, when 
mentally defective patients requiring secure 
treatment were transferred from Perth prison, 
which had provided this service since 1846. 
Mentally ill persons with similar requirements 
were transferred from Perth prison in 1957. 
Although male patients have greatly out- 
numbered the females, female numbers have 
increased, and between the years 1968 to 1972 
have doubled. A new 30-bed unit was opened in 
1971, housing female patients of all diagnostic 
categories, including those with mental re- 
tardation. 
” Rte the referral sources and the treatment 
programmes for male and female patients in 
the State Hospital are similar, it was thought 
that male patients could form a useful reference 


group. 


MATERIAL AND METHOD 


.. Each female patient in the ward at the time 
of the study was matched: with a male patient 
` resident in the hospital who had the same year 
of birth and the same psychiatric diagnosis. 
‘Information on the patient’s psychiatric history 
came from the case record. The case record of 
State Hospital patients is particularly detailed, 
data being recorded in a structured uniform 
order by the consultant in charge of the patient. 
Precognitions, criminal records, and relevant 
cage files from other psychiatric hospitals are 
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“^. sa of stay was much shorter. One. third of the patients have an IQ of less than 7o. 


made available before the patient’s history is 
taken. Data were collected concerning the 
patient’s previous psychiatric and other institu- 
tional care, along with information concerning 
previous recorded behaviour. 


RESULTS 


Age, diagnosis and Section of Mental Health 
(Scotland) Act, 1960 


The average age of the 28 female patients at 
the time of the study (January, 1973) was 31:4 
years, with an age range from 18 to 50 years; 
13 were in the 25 to 35 age group. The majority 
had more than one psychiatric diagnosis 
(Table I). 

Fourteen of the female patients are detained 
under Section 24 (Part IV) of the Act, com- 
pared with 6 males. Thus half of the female 
population have been transferred to the State 
Hospital from other hospitals and half have been 
admitted via the Courts under Part V of the Act. 


Length of stay and previous psychiatric care 

Female patients have a much shorter stay at 
the State Hospital than corresponding males, 
and have also had significantly more previous 
psychiatric admissions (Table II). They have 
also spent longer in institutional care, though 
the difference here is not significant statistically 
(institutional care kingls of institu- 
somes, List D 
vapeychiatric in- 
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TABLE I 
Diagnosis of female patients (matched) 


Diagnosis Number 
Hebephrenic schizophrenia .. sci 4 
Paranoid schizophrenia T så 2 
Residual schizophrenia .. 

Manic-depressive psychosis... T I 
Epilepsy and personality disorder 4 
Antisocial personality disorder 6 
Hysterical personality disorder 1 
Mental retardation and schizophrenia . . I 
Mental retardation and psychosis as I 
Mental retardation and epilepsy ats 6 
Mental retardation and TERI dis- 
order .. I 
Total as pi oy .. 28 
TABLE II 


Psychiatric and other institutional care 


Females Males 
Mean length of stay (months) s<. 32 72 
Mean number of aaa a as 
tric admissions... 6-6 2'1 


Mean length of stay in previous 
institutional care (months) ; 





patient care). These findings are a reflection of 
the larger number of female patients transferred 
from other hospitals. Such patients have usually 
had a good deal of psychiatric in-patient treat- 
ment before admission to the State Hospital is 
sought. 


Violence 


There weře two main findings. Firstly, the 
female patients were more self-injuring than the 
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males: 18 of the females had more than one 
episode of self injury compared with 3 of the 
males, and this was statistically significant 
(p < o-or). Secondly, the female patients had 
shown more violence towards the staff of 
other institutions, 21 of the females exhibiting 
this compared with 12 males (p < 0-05). This 
second finding may again reflect the fact that 
the female patients had spent more time in 
institutions than the males and so had more 
opportunity to display violent behaviour. 

Violent behaviour within the State Hospital, 
although carefully documented, is not recorded 
in a form which allows of accurate measurement 
of either the number or direction of violent 
episodes. A pilot survey, comparing arbitrarily 
defined sub-groups of patients, suggests that a 
mentally retarded epileptic group exhibits 
persistent violence. 


Physical health, intelligence and other 
demongraphic data 

Both the female and the male groups showed 
a high incidence of central nervous system 
abnormality, but not of other disabling physical 
illness. Nine of the 28 male patients had a 
previous history of head injury, compared with 
only one female. Seven patients from each 
group had grand mal epilepsy, and 4 females 
and 3 males had temporal lobe epilepsy. One 
third of the female patients had an Intelligence 
Quotient of less than 70, and only one patient 
in the female group had completed a formal 
further education course. Twenty-one females 
and 24 males were single. 


Discussion 

A ready solution to the problem of increasing 
demand for female accommodation does not 
emerge from this study. A reduction in the 
length of stay may not be feasible, especially if 
an increasing proportion of institutionalized 
and chronically violent patients are referred for 
admission. 

Brooks and Mitchell (1975), in their 15-year 
review of female admissions to the State Hospi- 
tal, draw attention to the importance of factual 
surveys of patient populations in planning for 
future needs. This is relevant both for develop- 
ment of the services within an institution such 
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as the State Hospital and for the planning of a REFERENCE 


forensic psychiatric servi - 
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passing penal esta ishments, Special Hospitals review of female admissions to Carstairs State Hospi- 
and ordinary mental hospitals. tal (1975). British Journal of Psychiatry. 
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A Fifteen-Year Review of Female Admissions to 
Carstairs State Hospital 


By PATRICK W. BROOKS and GEOFFREY MITCHELL 


Summary 

A survey was made of all female admissions to the State Hospital, Carstairs, between the time of 
the first female admissions in 1959, and 31 December 1973. There were 66 female admissions, 
constituting 7:1 per cent of the total admissions over the same period. The females fall into 
two separate sub-groups. The first consists of persistently violent patients transferred from 
other hospitals, suffering from mental subnormality or personality disorder; they have a poorer 
prognosis than the second group, who are sent from Courts or prison because of single serious 
acts of violence often directed at a member of the family, and who suffer from a personality 
disorder or from schizophrenia. Some features of the two groups are compared and contrasted. 

There may be an increase in the proportion of patients in the first gup being admitted to the 
State Hospital, and some implications of this trend are discussed. ` 


INTRODUCTION 

The State Hospital at Carstairs, in Lanark- 
shire, is the only Special Hospital in Scotland. 
Its history has already been briefly outlined 
elsewhere (Mitchell and Murphy, 1975). This 
paper presents the findings of a survey of all 
female admissions to the State Hospital since 
the first five female patients were transferred 
from the Criminal Lunatic Department of 
Perth Prison in 1959. Male patients have always 
outnumbered female patients by approximately 
1r to 1, At present all female patients in the 
hospital are treated within a purpose-built 
30-bedded unit opened in 1971. Since this is 
the only female Special Hospital unit in 
Scotland, it cannot, of necessity, exercise the 
same degree of selection of admissions as can 
the three Special Hospitals in England, where 
mentally subnormal patients are customarily 
sent to Rampton or Moss Side. 

Surveys of female admissions to Special 
Hospitals are scarcely reported in the literature, 
and no such study has so far been carried out in 
the State Hospital. Yet such studies are surely 
essential in planning for future needs. 

The aims oF the study were four-fold: (1) To 
carry out a factual survey of the patients 
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treated in the State Hospital since 1959; (2) To 


see if there had been any change in the role of- 


the female unit over the period under study; 


(3) To see what has happened to those female ` 


patients who have left the hospital, and to 
identify any features in their case histories 
which might be of prognostic significance in 
predicting outcome after transfer or discharge; 
and (4) to examine the future role of the State 


Hospital female unit in the light of, these’ ~~ 


4 


findings and in relation to recent recommenda- : 


tions regarding the setting up of ‘Secure. Units’ 
in district hospitals. 


METHOD 
All female admissions to the State Hospital 
were initially identified by a search through 
the hospital admission register, which lists all 
patients in chronological order according to 
date of admission and determines the patients’ 
hospital number in sequence. The hospital 


number was then used to trace all the patients” n 


State Hospital case records; in one case, how- 
eyer, no records could be traced. The records 


were used to obtain data about age, marital . 
status, source, reason for admission, section of ` 


Mental Health Act, and psychiatric diagnosis, 
? ` din 
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enses ofli iving, 
blake the physician of the present day at a 
great pecuniary disadvantage compared with 
his predecessors: 
























g y require up to 30 days to 
= obtain benefit. Lack of response may occur occasionally. 
- Depressive reactions and associated anxiety accom- 
panying chronic iliness may be relieved by ‘Tryptizol: 


-> Contra-indications 
”. Hypersensitivity to amitriptyline, concomitant use with a 
. monoamine oxidase inhibitor (see ‘Precautions’), during 
os, the acute recovery phase following myocardial infarction. 
a See ‘Usage in Pregnancy’ under ‘Precautions. 






































recautions 
ombined use of antidepressants having varying modes 
of activity requires thorough knowledge of pharmacology 
of all agents. Allow minimum of 14 days to elapse 
following discontinuation of MAO inhibitors and intro- 
‘duction of ‘Tryptizol: (Hyperpyretic crises, severe 
convulsions and deaths have occurred when tricyclic 
depressants and MAO! drugs were given simultane- 
roduce ‘Tryptizol’ cautiously and gradually 
e until optimum response is achieved. 
en amitriptyline is used to treat the depressive 
mponent of schizophrenia, psychotic symptoms may 
aggravated. If used in manic-depressive psychosis a 
ards. the manic phase may occur. Paranoid 
th or without associated hostility may be 
exa ted. {in such circumstances either reduce dose 
‘of amitriptyline or add major tranquillising drug.) 
The possibility of suicide in depressed patients remains 
during treatment and until significant remission occurs. 
This type of patient should not have easy access to 
large quantities. of the drug. 
- Concurrent adr ration of amitriptyline and electro- 
~ convulsive the increase the hazards of therapy 
~~ and therefore id be limited to patients for whom it is 
~ essential. ne 








lar disorders should be 
lic antidepressant drugs have 
juce arrhythmias, sinus tachy- 
igation of the conduction time, 
rection and stroke. 

ay block the antihypertensive action o 
ilarly acting compounds. * 





fe üše during pregnancy has not been established 
Weigh benefits against possible hazards to mother a 
child when administered to pregnant or possibly 
pregnant women and to nursing mothers. 


Side effects 

Note: Included in the listing which follows are a few 
adverse reactions which have not been reported wi 
this specific drug. However, pharmacological similar 
among the tricyclic antidepressant drugs require the 
each of the reactions be considered when amitripty 
is administered. 

Cardiovascular: Hypotension, hypertension, tachyci 
palpitations, myocardial infarctien, arrhythmias, hear 
block, stroke. 

CNS and neuromuscular: Confusional states, distur 
concentration, disorientation, delusions, hallucinatio 
excitement, anxiety, restlessness, insomnia, nightme 
numbness, tingling, and paraesthesiae of the extren 
peripheral neuropathy, incoordination, ataxia, tremo 
seizures, alteration of EEG patterns, extrapyramidal 
symptoms, tinnitus. 

Anticholinergic: Dry mouth, blurred vision, disturbai 
of accommodation, constipation, paralytic ileus, urir 
retention, dilatation of urinary tract. 

Allergic: Skin rash, urticaria, photosensitisation, oe 
of face and tongue. 


Haematological: Bone-marrow depression includin 
agranulocytosis, leucopenia, eosinophilia, purpura, 
thrombocytopenia. | 
Gastro-intestinal: Nausea, epigastric distress, vom 
anorexia, stomatitis, peculiar taste, diarrhoea, paro! 
swelling, black tongue. 

Endocrine: Testicular swelling and gynaecomastia | 
male, breast enlargement and galactorrhoea in the 
female, increased or decreased libido, elevation or 
iowering of blood sugar levels. 

Other: Dizziness, weakness, fatigue, headache, we 
loss or gain, increased perspiration, urinary freque 
mydriasis, drowsiness, jaundice, alopecia. 
Withdrawal symptoms: Abrupt cessation of treatm 
after prolonged administration may produce nause 
headache, and malaise. These are not indicative of 
addiction. 
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certainty of patient compliance: 





days he could be smiling 


‘Parnate’/‘Parstelin’can lift 
depression faster than almost 
any other drug. In many 
casesimprovementcan be 
observed intwotothree days. 

‘Parnate'’ is indicated for 
serious reactive depression, 
intractable depression 
and patients who have 
failed to respond to other 
drug therapy. 

For atypical depression, 
particularly associated with 
phobic anxiety, ‘Parstelin’ is 
likely to be unsurpassed. 


PARNATE’/"PARSTELIN 
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together with information about the patient’s 
previous social, psychiatric, and forensic history. 
Where relevant the case records also yielded 
information regarding date of transfer, discharge 
or death. For those patients transferred to other 
hospitals or to prison before 31.12.73 we sought 
information by requesting access to the relevant 
case records from the hospital or prison to 
which the patient had been sent (and here it is 
gratifying to record a 100 per cent response to 
requests for such information). For all patients 
who had left the State Hospital a subjective 
rating of their progress was made, based upon 
evidence as to their subsequent psychiatric 
condition, behaviour in and out of hospital 
or prison, work record, history of further 
appeararices ‘before the Courts, re-admissions 
- tò hospital, etc. All these data were recorded 
on a standard pro-forma for each patient and 
subsequently transferred to Cope-Chatterton 
punched cards. 


RESULTS 
Since the hospital opened in October 1957 
there have been a total of 934 admissions up 
to 31 December 1973. Of these, there were 66 
female admissions, the first five being transferred 
from Perth in 1959. Of these 66 admissions 61 
were first admissions and 5 were re-admissions. 


E 

*~TFhe commonest age range of the group was 
between 20 and 30 years; half the total group 
(33 patients) came within this age range. There 


_were 8 patients over 40 years of age and 10° 


patients under 20, the youngest admission being 
16 years. 


_ Marital status 

- F orty-nine of the admissions were single, 
1o*were ‘married, 6 were divorced or separated, 
and one was a widow. 


Source 

Over half the group came from other hospi- 
tals, 10 coming from mental subnormality 
hospitals, and 25 from psychiatric hospitals. 
Twenty-five were sent by the Courts, 5 came 
from prison, and one directly from home. 


3 
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Reason for admission 

Initially, reasons for admission were broken 
down into two major categories: violence in 
hospital, usually directed towards staff and/or 
other patients (but also towards self), which 
accounted for 36 cases; and other reasons, 
which comprised mainly acts of violence 
towards children and adults, especially within 
the patient’s own family, this group accounting 
for 30 cases. 


Psychiatric diagnosts 

The two commonest psychiatric diagnostic 
groups were the personality disorders, which 
accounted for 27 cases, and mental subnormality 
which accounted for 19 cases. There were 13 
cases of schizophrenia, 3 cases of affective 
psychosis, and 3 of neurotic illness. (In many 
cases more than one diagnosis was applied, but 
the above figures relate to the chief diagnosis 
in each case, i.e. the diagnosis felt to be pri- 
marily implicated in the admission.) 


Section of Mental Health Act 

The - commonest Section of the Mental 
Health (Scotland) Act, 1960, used was Sections 
24/37 to transfer patients under detention from 
other hospitals; this group accounted for 31 
cases. A further 17 were admitted under 
Section 63 of the Act (or its equivalent before 
1960), while the remaining 18 were admitted 
under other Sections, most commonly Sections 
55 and 60, from a Court. Table I shows that 
Sections 24/37 are most often applied to patients 
admitted because of violence in hospital, while 
Sections 63 or 55 and 60 are most often applied 
to patients admitted because of serious acts of 
violence towards the family or towards others 
outside hospital. 

Of the 8 cases listed under ‘Other reasons’, 
3 were for theft, 3 were for repeated self-injury 
in prison, one was for violence towards self and 
family at home, and one was on remand 
awaiting trial. 
Reason for admission according to diagnosts 

Table II shows the breakdown of reasons for 
admission according to psychiatric diagnosis, 
and shows that of 11 murders or serious assaults 


-upon children, 6 were carried qat by schizo- 


phrenic patients and 2 by patients suffering | 
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E TABLE I 
Reason for admission with section of Mental Health Act 
Assault/ Assault/ Assault/ Assault/ 
Violence Assault} murder murder murder murder 
Section of Mental Health Act in murder childin adultin other other Other 
hospital spouse family family child adult 

63 (Insane in Bar of Trial) .. I 3 5 2 3 2 I 
55 and 60 (S.O.S. from Court) 4 2 2 I I I 
66 and 67 (S.O.S. from Prison 

etc.) Ki i m I 3 
55 (Non S.O.S. from Court) I I 
24/37 (Non 5.0.5. transfer from 

Hospital) .. es sf 30 I 
54 (Remand) .. I 

Tase II 
Reason for admission with diagnosis 
Assault/ Assault/ Assault/ Assault/ 
Violence Assault/ murder murder murder murder 
Diagnosis in murder childin adultin other other Other Total 
hospital spouse family family child adult 

Mental subnormality 16 I I I 19 
Personality disorder 14 to 3 I 2 6 27 
Schizophrenia .. 4 I 9 I 3 I 13 
Affective psychosis 2 I 3 
Organic psychosis I I 
Neurotic illness .. I I Í 3 


from other psychoses. Out of ro assaults or 
murders involving adults, 6 were carried out 
by patients suffering from personality dis- 
orders; 3 of these involved the patient’s mother. 
The bulk of patients admitted because of 
violence in hospital suffered from either mental 
subnormality or a personality disorder. 

With one exception (a patient charged with 
assaulting a nurse and sent by a Court) all 
patients admitted because of violence in hospi- 
tal came directly from the hospital concerned, 
whereas all but one of the group charged with a 
serious crime of violence outside hospital were 
sent by order of a Court. 


Sectton of the Mental Health Act according to 
diagnosis 

Of the 31 cases admitted under Sections 24/37, 
26 suffered either from a personality disorder 
(1r cases) or mental subnormality (15 cases). 
Of the 17 cases admitted under Section 63, 9 
suffered from schizophrenia. Of the 11 cases 
admitted under Sections 55/60, 7 suffered from 
a personality disorder. 

Thus two separate groups of patients appear 
to be defined. Group (1) consists of 36 patients 
admitted because of violence in hospital, coming 
directly from other hospitals under Sections 
24/37 of the Mental Health Act and suffering 
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mainly from mental subnormality or personality 
disorder. Group (2) consists of 30 patients, 
admitted mainly because of acts of violence 
towards other people, often members of their 
own family, commonly being sent from the 
Courts under Section 63 or Sections 55 and 60 
of the Act, and suffering from a personality 
disorder or schizophrenia. Table III shows that 
these two groups differ significantly in respect 
of age and intelligence. 


Previous history 

Using the case histories, a number of features 
in the patients’ background and previous 
medical and psychiatric history were identified. 
Table IV gives a list of these features, with the 
number of patients in whom these features were 
identified as significant, in the two groups. 
Group (1) has a significantly greater length of 
time spent in previous institutional care. 
Although they also appear to have a higher 
incidence of epilepsy and family history of 
criminality, these differences just fail to reach 
statistical significance. 


Outcome 

At 31.12.73 there were 30 patients still 
remaining in the State Hospital. Of the re- 
mainder, 30 had been transferred to a local 
hospital (psychiatric or mental sub-normality), 
one had been given an outright discharge, 2 had 
been transferred to prison and 3 had died in the 
State Hospital. 

Table V shows the length of stay. 

It was only possible in this brief study to 
make a subjective assessment of the progress of 


Tase III 
Age and intelligence of the two groups 


Group Group 
(1) (2) 


Age Under go*** .. 28 15 
Over 30 os 8 5 
Intelligence 50~-70** ss | EO 4 
71-90 .. iu AS 7 
QI-+-+ .. aie 7 1g 

mee x) = 4°43 P < 0°05 

** at = 11°69; p < o-o1 
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those patients who had been transferred from 
the State Hospital, using local hospital case 
records. Outcome was classified as simply 
either ‘poor’ or ‘good’, using the criteria 





TABLE IV 
Previous history 
Group Group 
History of (1) (2) 
Family history of mental disorder 13 I2 
Family history of criminality .. n 4 
Serious physical illness .. ag 6 4 
Epilepsy .. st és eo 5 
Separation from parents in child- 
hood .. 5g i ce Da 12 
Illegitimate pregnancy .. er 7 9 
Alcohol abuse .. bi ai 7 9 
Self injury .. $ a ae 25 19 
Previous offences: 
Persons o Ss a 8 5 
Other as a .. 10 1I 
Previous prison sentences 8 10 
Previous Bye admissions: 
oor! pa A 12 
2-4 .. ig he ee, A 10 
5 or more .. — an we 8 
Total time in institutional<g years 6 1g 
Care prior to admission>g years* 30 II 
* 3 = 19°23; p < 0°00! 
TABLE V 
Length of stay in state hospital 
Patients Patients 
still in transferred, 
state hospital dead, etc. 
(30) (36) 
Less than I year .. 8 6 
1—5 years .. . 18 20 
6-10 years Si 3 4 
Over 10 years I è 
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described under ‘Methods’. Eighteen were 
judged to have a poor outcome and 14 to have 
a good outcome. 

Of the 30 patients transferred to a local 
hospital, 3 had died in that hospital before 
31.12.73. In two of these there had been little 
or no improvement before death. Of the same 
30 patients, 5 were subsequently re-admitted to 
the State Hospital, while 11 were still in their 
local hospital. Eleven had been discharged from 
the local hospital, but this was not necessarily 
an index of good outcome, since of this group 
one had in fact been discharged by escape and 
2 were in further trouble with the law. 

With regard to the two groups of patients 
already delineated, Table VI shows that 
although there is no difference in the length of 
stay Group 1 appears to have a less successful 
outcome. 

No clear relationship was found between 
diagnosis and length of stay in hospital, nor 
between length of stay and outcome. 

Table VII shows outcome related to some 
admission characteristics. Although it would 
appear that the younger age group, admitted 
from hospital because of violence in hospital, 
have a poorer outcome, the differences in 
distribution do not reach statistical significance. 
For psychiatric diagnosis, if mental deficiency is 
compared with all other diagnoses together, the 
‘good outcome’ group has a lower proportion of 
mentally subnormal patients, but this difference 
fails to reach significance. 

An attempt was also made to see if any of the 
features of the patients’ clinical history listed in 
Table IV appeared to be related to outcome. No 
such relationship was observed for family 
history of criminality or mental disorder, 
previous serious physical illness, illegitimate 
pregnancy, alcohol abuse, self-injury, nature 
and number of previous offences, previous 
prison sentences, or number of previous psychia- 
tric admissions. Table VIII shows that there 
appears to be a larger number of epileptic 
patients with a history of separation from 
parents, more than three years in previous 
institutional care, and lower intelligence, in the 
‘poor outcome’ group. 

However, these differences in distribution 
do not reach statistical significance, apart from 


Taste VI 
Length of stay and outcome ; 
Group I Group 2 

Length of stay (for transfer 

or discharge group): 

Under 1 year 2 3 

I-5 years .. 12 6 

6-10 years 2 I 

Over 10 years 2 4 
Outcome (for transfer or 

discharge group): 

Poor 13 5 
Good 5 9 
Taste VII 
Characteristics of patients transferred or discharged 
according to eventual outconve 

Poor Good 
outcome outcome 
A. Age on admission: 
Under go 14 7 
Over 30 4 7 
. Source: 
Hospital .. 1I 5 
Other 7 9 
Reason for admission: 
Violent in hospital 12 
Other reasons 6 
. Psychiatric diagnosis: 
Mental deficiency 9 2 
Personality disorder 6 x 
Schizophrenia I 4 
Affective psychosis I I 
Organic PaRaS I — 
Neurosis .. — 2 
Taste VIII 
Outcome related to factors in clinical history 
Poor Good 
' History of outcome outcome 
Epilepsy 6 2 
Separation from parents 7 4 
Total time in previous 
institutional care: 
<3 years .. 6 9 
>93 years .. 12 5 
Intelligence; 
50-70 9 3 
71-90 5 í 
gi-+ 4 10 
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intelligence, in which the loading towards 
higher intelligence in the ‘good outcome’ group 
is barely significant ( x? = 5:25, p just > 0-05). 


Re-admissions l 
There were 5 re-admissions. All of these had 
originally been admitted from hospitals because 
of violence in hospital on their first admission, and 
all were re-admitted from the same source for the 
same reason. All were single; 4 of them had a 
diagnosis of mental subnormality and 4 had a 
previous history of more than three years in 
institutional care prior to their first admission. 


Discussion 

Female admissions make up 7:1 per cent of all 
admissions to the State Hospital, a figure which 
corresponds exactly with that recommended by 
the Harper Report from the Scottish Home and 
Health Department (1969). Reports on female 
admissions to Special Hospitals are hard to find. 
McKerracher e? al. (1966) reported on the 
female population of Rampton, and found that 
the bulk (83 per cent) of female admissions 
came from other hospitals, with subnormality 
and severe subnormality accounting for 47 per 
cent of cases, personality disorder for 13 per 
cent and mental illness (various diagnoses not 
categorized) for 40 per cent. Their mean IQ, 
was 70, and their offences before admission were 
characterized by primary rage, childish out- 
bursts of aggression, described as ‘aggression as 
an end in itself rather than a means to an end’, 
and masochistic features. The present study 
shows a higher incidence of personality disorder 
and a somewhat lower incidence of mental 
illness and subnormality in the State Hospital. 
The difference may reflect the selective ad- 
mission policy of Rampton compared with the 
State Hospital which has to take almost all 
patients referred. 

The previous histories of the female patients 
admitted to the State Hospital show some 
similarities with and differences from the 
histories of a group of female prisoners, whose 
offences are not specified, and who were 
remanded, after conviction, for social and 
medical reports. Mental health figured as a 
‘major problem’ in 29 per cent of cases, and 
28 per cent had had previous psychiatric 
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admissions, though how often and for how long 
is not specified. Woodside (1962) found that 
58 prisoners, out of a total of 139, in Holloway 
Prison, had evidence of psychiatric illness, 
and half of these had had previous psychiatric 
admissions. In the State Hospital group only 
11 (16 per cent) had had no previous psychiatric 
admission. In keeping with this is the finding 
that 66 per cent of State Hospital patients had a 
history of a previous suicide attempt, or gesture, 
compared with 23 per cent in Gibbens’ group of 
female offenders (Gibbens, 1971). Cowie, Cowie 
and Slater (1968) drew attention to the im- 
portant aetiological role of parental deprivation 
and the ‘broken home’ in delinquency in girls, 
and this is reflected in our findings of separation 
from one or both parents in childhood in 50 per 
cent of the State Hospital female patients. 
Gibbens’ study noted serious physical illness in 
16 per cent of remanded prisoners, a figure 
which corresponds with the findings in the 
study in the State Hospital. Female prisoners 
had a history of alcoholism in only 3 per cent of 
cases: we found ‘alcohol abuse’ in 24 per cent 
of State Hospital females, but a clear diagnosis 
of alcohol addiction was not made in any of 
our cases, and alcohol was found to be directly 
implicated in the admission in only one case. 
Woodside (1962) found that 29 per cent of her 
prisoners had had an illegitimate pregnancy, 
compared with 24 per cent in the State Hospital. 

This study shows that the State Hospital 
female patients can be divided into two sub- 
groups: Group 1 consists of persistently violent 
patients coming from other hospitals, suffering 
predominantly from Mental Subnormality or 
Personality Disorder. Group 2 consists of 
offenders sent from Courts or Prison, because of 
a single, often serious, act of violence, often 
directed at a member of their own family. 
They suffer predominantly from a Personality 
Disorder or Schizophrenia. Group 1 differs from 
Group 2 in being younger, with a higher inci- 
dence of criminality in their family history, 
separation from parents in childhood, and 
epilepsy. They are of lower intelligence and 
have spent longer in institutional care. Both 
groups spend equal lengths of time in the State 
Hospital. Group 1 has a poorer grognosis than 
Group 2. 
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At 31 December 1973, of the 30 patients still 
in the State Hospital, 17 were in Group 1 and 
13 in Group 2. Of the 17 Group I cases, 12 had 
been admitted in the two years since the new 
female unit was opened, compared with 6 out 
of 13 in Group 2. This suggests that the pro- 
portion of patients admitted in Group 1 has 
increased in the last two years, but this difference 
in the proportion does not quite reach signi- 
ficance. 

These findings raise important questions 
regarding the role of the State Hospital in the 
management of female patients. There is an 
impression that the number of persistently 
violent patients coming from other hospitals may 
be increasing, yet at the same time our results 
suggest that our ability to change their beha- 
viour, cither while in the State Hospital or 
subsequently after transfer, may be limited 
under present conditions. At present the hospital 
appears to be offering these patients a tem- 
porary, albeit more secure, place of asylum, at 
the same time thus providing a period of relief 
and respite for the staff of the ordinary psychia- 
tric and subnormality hospitals, whose thera- 
peutic efforts on behalf of the majority of their 
patients can be so seriously disrupted by such 
persistently violent patients. 

A recent report from the Scottish Division of 
the Royal College of Psychiatrists (1973) recom- 
mended the setting up of secure in-patient 
forensic units, based upon large district psychia- 
tric hospitals within areas of major urban 
population and closely linked to penal establish- 
ments, and these recommendations have been 
reinforced very recently by the Interim Report 
of the Butler Committee (1974) on Mentally 
Abnormal Offenders. It seems at least a possi- 
bility that if such units can satisfy the Courts 
and the public as to the degree of security and 
protection they can afford, some mentally ill 
offenders found guilty of serious acts of violence, 
and at present sent to the State Hospital by the 
Courts or from prison, might be treated in these 
local secure units instead, just as local psychiatric 
and subnormality hospitals already treat a 
large proportion of Part V female patients in 
their ordinary wards, according to the Harper 
Report (1969)¢ Such hospital-based secure units 
have the advantage over the State Hospital in 
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being able, by virtue of their geographical loca- 
tion, to provide a more gradual process ‘of 
rehabilitation into the community and subse- 
quent community-based follow-up care. Whe- 
ther or not the local secure units will also be 
able to deal effectively with persistently violent 
patients from other hospitals remains to be seen. 
Factors which are likely to be of importance in 
this respect include the structural design and 
lay-out of the units, the staff-patient ratios, and 
the particular therapeutic interests and skills 
of the staff. One point for further consideration 
is whether or not the two sub-groups of female 
patients identified in this study should be 
treated together as a mixed group in one unit, 
or whether each has its own specific therapeutic 
needs. The State Hospital, the secure units, and 
the ordinary wards of the local hospitals should 
be able to play complementary roles, with 
specific treatment roles developing in each kind 
of unit but also with reasonable facility of 
transfer between each coniponent of the in- 
patient forensic service. 
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An Empirical Classification of Psychopathic Personality 


By R. BLACKBURN 


Summary. Personality profiles of 79 non-psychotic male offenders admitted 


to a security hospital were subjected to a cluster analysis. Four profile types were 
generated, classifying four-fifths of the sample, and differences were found 


between the types in previous antisocial behaviour. Two of the types were 
identifiable as. primary and secondary psychopaths, while the remaining two 
showed little resemblance to the concept of the psychopathic personality. ‘The 
primary psychopaths were extraverted but not neurotic, while the secondary 
psychopaths were neurotic, but not extraverted. Both were highly impulsive but 
distinguished by a dimension of sociability-withdrawal. 


Although the term ‘psychopath’ continues 
to be used widely in clinical practice and 
research, doubts are frequently expressed as to 
whether the concept has a substantive referent. 
As the history of the concept indicates, it 
has gradually come to be used to identify a 
class of antisocial individuals by reference to 
psychological abnormality, but difficulties have 
arisen since the necessary and sufficient condi- 
tions of membership in the class have not been 
made explicit. As a result, consistency of usage 
has not been attained, and the classification of 
‘psychopathic’ has tended to include a hetero- 
geneous group, having in common only a 

history of antisocial behaviour (Karpman, 
- 1948 

) se authors have attempted to specify 
criteria by which the psychopath may be 
identified. McCord and McCord (1964), for 
example, describe the psychopath as ‘an 
asocial, aggressive, highly impulsive person, 
who feels little or no guilt, and is unable to 
form lasting bonds of affection with other 
` human beings’, and similar criteria have been 
proposed by’ Cleckley (1964) among others. 
In these terms, it is the association of un- 
socialized behaviour with a constellation of 
certain personality traits that is held to distin- 
guish the at eager However, definitions of 
this kind arethe result of subjective impression, 
and hence répresent a hypothesis of trait covaria- 
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tion. Such a trait pattern may occur with 
sufficient frequency to warrant attention, but 
it may on the other hand "be no more than a 
fictitious stereotype embracing a variety of anti- 
social persons. This is an empirical ‘issue, 
demanding the use of multivariate methods. 
Relevant studies have, however, been remark- 
ably few and such evidence as there is has come 
mainly from investigations of juvenile popula- 


tions (e.g. Hewitt and Jenkins, 1946; oie 


1964). 

In the present study, a further test of the 
hypothesis has been made by means of an 
empirical taxonomy of abnormal offenders, 
using tests which sample the domain of per- 
sonality deviation and undersocialization. 
aims of the investigation were: (a) to establi 
the occurrence of a personality type approxi- 
mating to that proposed by such writers as 
Cleckley or the McCords; and (b) to determine 


which personality dimensions contribute to its | 


identification. 


METHOD 


Subjects for the investigation were all those 
male offenders admitted to Broadmoor Hospital 
over a period of three years who were classified 
under the Mental Health Act of 1959 as suffer- 
ing from Psychopathic Disorder. Since the 
Act specifies no criteria for identifying this 
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catégory other than ‘abnormally aggressive or 
seriously irresponsible conduct’, it was assumed 
that the sample represents a heterogeneous 
population -of antisocial individuals showing 
"some form. sof non-psychotic personality devia- 
tion. All*'subjects were examined with the 
WAIS ‘and. MMPI within a week of admission. 


Ther Fe 79 subjects, mean age being 27-9 
r 
a 





-6), and mean Full Scale IQ, 97-9 
11°5). 
_“Pwelve scales were scored from the MMPI 
* protocols, special scales being selected to avoid 
the psychometric deficiencies of the regular 
clinical scales. Seven of the scales are described 
by Stein (1968), these being: I (Shyness), 
B (Bodily symptoms), S (Suspicion), D (De- 
pression), T (Tension), Au (Autistic thinking), 
and R (Aggression). ‘The remaining scales were: 
IM (Impulsivity; rane 1971a), Pd (Psy- 
chopathic Deviate), L (Lie), A. (Welsh Anxiety), 
and Ex (Giedt and Downing Extraversion). The 
latter two scales have been shown to be adequate 
markers for the neuroticism and introversion- 
extraversion dimensions (Blackburn, 19714). 
‘Scale scores were first standardized in z-score 
form and a matrix of profile intercorrelations 
was obtained, using the coefficient of congru- 
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ence The Lorr-McNair cluster analysis pro- 
cedure (Lorr, 1966) was employed to sort the 
personality profiles into mutually exclusive 
classes or profile types. 


RESULTS 
The initial analysis yielded four profile types, . 
accounting for 44 subjects. When unclassified 
profiles were correlated with the mean profiles 
of the four basic types it was possible to add a 
further 19 subjects whose profile correlated 
significant (p < -05) with only one profile 
class. This permitted the classification of 80 per 
cent of the sample. Raw scores of the four types 
are shown in Table J. F-ratios indicate that 
there are significant differences between the 
groups on all scales. To assist in interpretation, 
mean profiles of the groups on the regular 
MMPI scales are shown in Fig. 1. 
Type 1 (N = 15) scores highly on Ex, IM, R, 
S and Pd, lowest scores being on I, T, A and D. 
This group is therefore undersocialized, im- 
pulsive, aggressive, extrapunitive, and relatively 
lacking in anxiety or other subjective distur- 
bance, and corresponds to the psychopath as 
described by the McCords. The mean MMPI 
profile is the ‘49’ configuration usually asso- 


TABLE I 


age “Mean raw score profiles of four types, and between group F-ratios. All F-ratios are significant (p < > 001) 


Le A 





1 (N = 15) 2 (N = 21) 
a | Scales $$ a$$ 

tn > M SD M SD 
I 2'903 2'19 12°04 3°44 

B 1:79 I.I 6-71 3°14 

S 10°86 2°99 13°42 2°77 

D 5'93 1°99 13°90 2°42 

oo. . ae 4°66 2°67, I9*l4 1°99 

| Auer, 4°86 2:70, 12°66 2°61 
R CE a, 8-80 2°60 11°19 2'9I 
ERT 4°33 i45 2°38 . 1°50 
Pa. 25°60 3°42 29°38 4°00 
“ii. 20°46 3°27 21:52 4°58 

A n 13°80 4°71 = 31°33 5°04 
Ex. 29°40 4°15 19°28 7°26 


? 
a 
ea 
dt 
z ab 
Aad 


3 (N = 19) 4 (N = 8) . 
ees «= Bg tig 
M SD M SD 
2°57 2°01 14°12 1°75 71:37 
1°42 1'54 2°37 1'60 23°46 
4°84 3:70 9°25 ° 3°54 24°62 
2°73 Q°1I 712 3°45 78°22 
3°63 grt 6-50 1°85 56-49 
3°63 2'12 3°75 3°68 62°83 
2:89 1'94 5'87 1:56 39°14 
6-68 Q+14 5°75- 2°05 20'90 
20°42 4'30 20°25 4°56 20°02 
10°57 3°44 14°25 4°53 Breit 
6:94 4°76 16-00 4°14 92°91 
è 
24°26 5°06 11°25 3°99 21:05 
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Fig. 1.—-Mean MMPI profile of four types of abnormal offender. (Reproduced from the Minnesota Multiphasic 
Personality Inventory. Profile and Case Summary by permission. Copyright 1948 by the Psychological Corporation, 
New York, N.Y., U.S.A. All rights reserved.) 


ciated with psychopathy by clinicians. R. D. except Ex and L, and has a very abnormal 
Hare (1970) found this to be the mean profile MMPI profile. The high level of anxiety, 
of a sample of prisoners classified as psychopaths depression, social avoidance and other subjective 
by Cleckley’$ criteria. disturbance suggests that this group is guilt- 

Type 2 (N = 21) scores highly on all scales prone and hence would not comply with the 
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concept of the psychopath. However, the 
members of this group are somewhat more 
hostile, aggressive, impulsive, and under- 
socialized than those in Type 1. They may 
therefore represent a class of secondary psycho- 
paths (R. D. Hare, 1970). 

Type 3 (N = 19) scores at a uniformly low 
level on all scales except L and Ex. The pattern 
suggests defensive denial of psychological pro- 
blems and a high degree of control. Although 
apparently lacking anxiety, the members of 
this group do not otherwise display those 
attributes held to typify the psychopath. 

Type 4 (N =8)is characterized mainly by social 
shyness, introversion, and depression, and 
although moderately hostile (S) is not notably 
aggressive or impulsive. This type shows little 
resemblance to the notior of the psychopath. 

A multiple discriminant function analysis 
was performed on the raw scores of the 63 
classified subjects. This yielded three significant 
canonical variates, the first accounting for 
73°6 per cent of the trace. The variates do not 
lend themselves to any simple psychological 
interpretation. However, the I scale contri- 
butes substantially to all discriminants, while 
IM and T contribute to the first variate and 
one other. Neither A nor Ex contribute to the 
first variate, suggesting that they are not of 
major significance in discriminating between 
groups. 

A comparison of the groups indicated no 
significant differences in intelligence, age at 
admission, or number of convictions, but 
Types 1 and 2 are significantly younger at 
first offence than Type 4 (p < -05). In terms 
of type of offence committed, as determined 
from Criminal Records Office files, there are 
differences between groups in history of 
aggressive offences (x? = 11°36; df = 3, 
p < -o1), and destructive offences ( x? = 9:50; 
df = 3; p < ‘o5) more members of Type 1 
having been involved in such offences. There 
are no overall differences between groups in 
history of sexual or acquisitive offences. 


DISCUSSION 
The emergence of Type 1 vindicates the use 
of the term psychopath. At the same time, Type 
2 has several characteristics in common with 
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Type 1 and appears to comply with the 
McCords’ criteria in all respects except lack of 
guilt or anxiety. It is consistent with the logic 
of classification to regard both Types 1 and 2 as 
a broad class of psychopaths, distinguished 
from other antisocial groups by impulsivity, 
agpressiveness, and extrapunitive hostility, but 
distinguished from each other by anxiety and 
social-approach-avoidance tendencies. This, of 
course, follows the primary-secondary psycho- 
path distinction made by several authors. By 
the same token it is inappropriate to classify 
Types 3 and 4 as psychopaths. 

Eysenck (1964) has proposed that the psycho- 
path is a neurotic extravert. This is not borne 
out by the present results. Type 1 is highly 
extraverted (Ex), but not neurotic (A). Type 2, 
however, is highly neurotic, but not extra- 
verted. These two groups have in common a 
high degree of impulsivity (IM), but occupy 
opposite locations on a sociability-withdrawal 
dimension (I), and the discriminant function 
analysis indicated that I and IM are more 
important discriminators between the groups 
than A or Ex. Impulsivity may therefore be a 
more significant dimension in psychopathy than 
is extraversion. 

Although the present sample is relatively 
small, the analysis has generated profile types 
which are virtually identical to those obtained 
in a previous study of homicides drawn from the 
same institution (Blackburn, 1971b). The 
taxonomy therefore appears to be reliable. 
There also seems to be some resemblance 
between the present types and those identified 
among young offenders by Quay and others. 
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Assessment of Intent—an Approach to the Preparation of 
Court Reports 


By O. V. BRISCOE 


Summary. In a minority of persons interviewed for the purposes of a court 
report it will be found impossible to determine retrospectively their intention at 
the material time with any exactness. This in itself is an indication of an abnormal 
mental state when the alleged crime was committed, irrespective of how the 
accused may appear when interviewed later. As well as issues arising under the 
McNaughton Rules or Diminished Responsibility to which intention is relevant, 
many offences require a specific intention to be proved so that the reporting 
psychiatrist should enquire into the accused’s intention when preparing a court 


report. 


+ 


The preparation of court reports is a familiar 
part of the work of many experienced psychia- 
trists so that a paper on the subject requires to 
break new ground if it is not to be superfluous. 
There follows an attempt to suggest a conceptual 
approach which may already be followed by 
some colleagues but may be worth stating 
nevertheless. 

What questions should the psychiatrist ask 
himself when seeing an accused person for the 
purpose of making a psychiatric report? An 
opinion will be required about the present 
mental state. Is it abnormal? Is it a recognized 
syndrome or illness? How does it relate to the 
offence charged and to the mental state at 
the time? What other information should the 
report or testimony supply? Such information 
will often be required to include an opinion 
about the accused’s legal responsibility for what 
is alleged and what psychiatric recommenda- 
tions can be made. The McNaughton Rules, 
and the Diminished Responsibility test of the 
Homicide Act (1957) both direct attention to 
the accused’s acts and his mental health as 
this relates to them. Logically this seems the 
wrong emphasis, though supported by tradition. 
The common law requires a specific mens rea to 
be proved before an actus can be reus for a 
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particular offence. This seems a more appro- 
priate sequence of inquiry and one that, it is 
suggested, the examining psychiatrist might 
follow with better results than at present. 

Let us therefore imagine that the inquiry 
starts with the mens rea. What was the accused 
attempting, or what undesired result was he 
willing to cause or risk in order to bring about 
what he wanted? Immediately a difficulty is 
encountered. Intention is wholly private to the 
individual forming it. Only he can know it. 
No one else can know it, however thorough the 
inquiry, though it may be inferred. It has no 
necessary or logical relation to the actions it 
brings about, as words have with their mean- 
ings. Therefore, though no one other than the 
accused himself can be certain of what the 
accused was intending, the psychiatrist may 
decide first whether he believes the accused 
knew at the material time without equivocation 
what he intended, and if so whether this intent 
can now be inferred beyond reasonable doubt. 
Some philosophers hold that this is the distinc- 
tion between consciousness and unconsciousness, 
so that they say the conscious person must always 
know what he was intending at any moment. 
Only he can know it, and, they sy, he always 
does. 
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1. Factors making intention sometimes uncertain or 
unknown at the material time 

On psychiatric grounds the above con- 
tention seems very dubious. There are many 
intermediate states during which the subject 
would be described as conscious but which 
interfere with intention formation. The psychia- 
tric factors which support this conclusion can be 
stated as follows: 


(i) Multiple intention 

In any complex and emotionally laden 
situation it is often difficult to state afterwards 
precisely what one was intending, and this 
sometimes accounts for the accused’s difficulties 
in telling us. He picked up a knife. Was he 
really intending to kill, or to warn, or to frighten, 
or to injure himself? Was one of these his initial 
intention? Did it change to another one during 
the incident? When did it change? How can the 
accused be sure when charged? These are some 


of the difficultiey under this heading. 


(ui) Unconscious intention 

It is generally held in psychodynamic theory 
that one can carry out a particular action, and 
believe it be for a particular reason, whereas 
more subtle enquiry will show that a more 
probable reason was concealed from conscious- 
ness. Sometimes it is only partly concealed, so 
that one may appear to have more than one 
purpose; at other times it is totally concealed 
so that we find ourselves saying ‘why did I do 
that?’ 


(iil) Intention formed at an earlier time and 

forgotten 

‘If this happens then I will do that” might be 
such an intention formed. Some time later, that 
particular thing does happen and we find our- 
selves acting without thinking in accordance 
with the earlier expressed intention, but with- 
out recalling it specifically. 


(iv) Intention compounded of components from 

several levels of consciousness 

This sometimes seems to be the cause of 
intention t is unclear or confused. The 
concept of levels of consciousness is difficult to 
define precisely, but analytical treatment offers 
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the concept of penetrating further and further 
back in the subject’s temporal experience. 
Events, objects or people assume different 
degrees of importance or have different symbolic 
meanings as analysis proceeds. A source of 
confusion is when conflicting meanings or 
purposes deriving from different times in the 
subject’s life experience make an appearance 
simultaneously in consciousness, and in some 
people this seems to occur under stress. 


(v) Changing intention 

During the commission of a crime, the 
intention formed at the outset may change, so 
that it is not clearly known to the accused 
exactly what was being attempted at any 
particular time. 


(vi) Alten intention 

The ideas passing through the accused’s mind 
may have been so strange as to be indescribable. 
He may simply say they were ‘terrible’. This 
experience is sometimes found in schizophrenic 
disorders and may be felt to be imposed from 
outside by one or other agencies. 


(vii) Tension and frustration 

The idea uppermost may simply have been 
an intolerable sense of tension or frustration. 
The act may have been to relieve this without 
more details being planned. Sometimes the 
mental defence mechanisms may shield the 
accused from facing what he is really intending, 
so that it looks to an abserver as though the 
act is directed whereas the accused genuinely 
does not know his own intention beyond a very 
general idea of ‘stopping something’ happening, 
or ‘shutting her up’. 


(vu) Overwhelming sensory input 

Something similar to the above occurs when 
the amount of sensory information temporarily 
overwhelms the subject’s capacity to process it. 
An irrational act may then follow, and no 
account of a defined intention can be given. 


All these states are more likely to be found if 
they are searched for and if the event with 
which they were concerned happened rapidly, 
in complex circumstances, and when passions 
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were aroused. At the end of this stage of inquiry, 
as well as being able to reach some conclusions 
about legal insanity in the McNaughton sense, 
and about diminished responsibility, the psy- 
chiatrist will have covered ia logical sequence 
several other important states of mind com- 
monly overlooked or subsumed under the 
unsatisfactory rubric of ‘motiveless’ offences. 
The psychiatrist must surely do better than that. 
If the accused has behaved in a bizarre or 
perhaps extremely violent manner, legal counsel, 
quite correctly in the author’s view, sometimes 
ask the psychiatric expert witness if such beha- 
viour is not itself evidence of madness. The 
psychiatrist, if he has concentrated mainly upon 
the present mental state and if he finds this 
normal, often answers in the negative. The 
lawyer, or layman, can find this very surprising. 
They know that normal people do not behave 
as the accused has been proved to have behaved. 
If that is not madness, or what the psychiatrist 
calls madness, then psychiatry appears to them 
to be overlooking significant areas of abnormal 
and legally important mental states. The pre- 
sent author argues that where it appears that 
no clear intent was formed because of (i) to (viii) 
above, and where behaviour with certain 
characteristics occurred, this brings the accused 
into the area where positive psychiatric disposal 
recommendations can be made. Madness begs 
the question; and all kinds of definitional 
problems then obscure the real issue. Counsel 
may not know how to phrase his question so as 
to get from the psychiatrist the response that 
the behaviour in question was mentally abnor- 
mal and of the sort of abnormality that psy- 
chiatry recognizes and about which it can make 
suggestions for disposal. The psychiatrist, on the 
other hand, if he focuses purely upon a history of 
bizarre behaviour, and especially if the mental 
state is now ‘normal’, may feel justified in 
saying the accused is not mad. Neither expert is 
meeting the other’s point. Disorders of per- 
sonality can cause abnormal mental states, 
and can be quite as dangerous, quite as un- 
predictable, and often more transitory than the 
better recognized psychotic illnesses. Some 
psychiatrists even wish to absolve themselves 
from therapeutic responsibility for personality 
disorders, apparently on the grounds of their 
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poor treatment prognosis. Nor can we be sure 
that very transitory psychotic illnesses do not 
happen. Diagnoses of these conditions usually 
depend, apart from detailed observations of the 
patients behaviour, upon certain symptoms. 
The state could conceivably last for too short a 
time for these symptoms to be elicited by a 
competent observer, but this is not an argument 
for saying they were not there. In the limit, as 
the duration of a putative psychosis approaches 
zero the diagnosis cannot be made positively or 
negatively. The behavioural characteristics to 
which I have referred above, and which should 
arouse suspicion are: 


(a) where the response is grossly inappro- 
priate to the stimulus; 


(b) 
(c) 


(d) 


where no prior warning was given; 


where the accused continues afterwards 
as though nothing had happened; 


where the behaviour is quite out of 
keeping with the accused’s usual de- 
meanour; 


(e) 
(£) 


where the behaviour is explosive; and 


where it appears as though jealousy or 
lengthy frustration or provocation has 
been experienced. 


At this point the psychiatrist can be in a 
position to state that he believes that no intent 
or no clear intent was formed in full conscious- 
ness at the material time. It cannot be said, 
therefore, how far the actus was reus; the lack of 
clarity of intent betokens significant emotional 
abnormality. 


2. Other factors making intention uncertain—recall 
of intention once known 

In the psychiatric inquiry, it is not always 
remembered that it is only memory of intent 
about which we can ask and not intent itself. 
Memory is known to be subject to many in- 
fluences making it unreliable. We may think 
that the accused knew at the time what he was 
intending, but he now says he does not remem- 
ber. A blow on the head, drug or alcohol abuse 
or some serious emotional shock may have that 
effect if it occurs at the time of or*just after the 
alleged offence. 
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Secondly, the accused may be simply unable 
to describe what he remembers trying ‘to do. 
These recollections come from several levels of 
consciousness. The material is therefore con- 
flictng and contradictory, and he may be 
uncertain how much of his recollection preceded 
and how much followed the event charged. Also, 
the perceptions upon which his recollections are 
based are for what was then the present, but this 
spans a period of time greater than an instant, 
and the duration is uncertain. Of course, low 
intelligence makes such selective description 
more difficult. 

For these sets of reasons we may be prevented 
from knowing much about the accused’s inten- 
tions at the material time. It is suggested that if 
this is so then there is psychiatric abnormality. 
It is the psychiatrist’s duty, the present author 
submits, to bring this matter to the court’s 
attention, especially if the alleged offence is a 
serious one. It may make rational sentencing 
difficult unless only the actus reus is to be con- 
sidered for that purpose. The argument for 
that view might be that if a man is proved to 
have raped he should be sentenced for rape 
irrespective of what he might have been in- 
tending. It is suggested that such an argument 
pays much too little regard to the possible 
variety of rehabilitative disposals that a know- 
ledge of the accused’s actual intention or its 
inaccessibility allows the Court to consider. 


3. Where the intent seems clear—aets or intents 
abnormal in themselves 

Proceeding so far in this way, the psychiatrist 
has considered absent or retrospectively un- 
certain intention, and he will have reached an 
impression of the accused’s mental state at the 
material time and in the present. He may have 
concluded, as is most usual, that a reasonably 
clear intention was present at the material time, 
that the accused knows now what it was then, 
and that he can relate it. 


(a) Abnormality of known intent 

Was that intent indicative of an abnormality 
of mind ? why was he intending that particular 
course of action? This inquiry should reveal 


whether it was because of delusions, gross 
mental handicap, abnormal suspicions, con- 
suming jealousy, intolerable frustration or pro- 
vocation, or some perceptual abnormality arising 
perhaps from organic disease or chemical 
intoxication. These singly or in combination 
will suggest one or more psychiatric entities, 
and their severity and form will be the guide 
to whether the McNaughton rules or the 
criteria for diminished responsibility are ful- 
filled. This part of the inquiry process is the one 
most familiar, so that little space is given to it 
here. 


(b) Abnormal actions 

There may occasionally be some abnor- 
mality of action that has taken place when no 
intention can be discerned, or that is incon- 
sistent with what is believed about the intention. 
Here some supervening organic condition such 
as epilepsy or hypoglycaemia may be the cause 
letting in the possibility of automatism. Also, of 
course, some schizophrenic subjects may show 
behaviour grossly at variance with their stated 
intentions. It is more usual, however, for abnor- 
mality of action to be referable to some abnor- 
mality of intent. 


We are sometimes too preoccupied with the 
presence or absence of ‘madness’ as diminishing 
responsibility. It is surely the intensity of 
emotional feeling that is the issue, and whether 
this is outside the generality of normal experi- 
ence and the accused’s control. If this means 
that many more homicides would be ‘dimi- 
nished’ than at present, that is not an argument 
against the hypothesis if the hypothesis is sound 
logically. A conviction of manslaughter still 
allows a life sentence to be passed. Surges of 
extreme fear, anger, jealousy or frustration can 
be quite as capable of overpowering the 
accused’s resources for control, and are quite 
as much disorders of mind as the kinds of 
‘mental illness’ usually considered as within 
the definitions in S5 of the Mental Health Act 
(1969). “The notion of prevention, through the 
medium of the mind, necessarily assumes mental 
ability adequate to restraint’ (Criminal Law 
Commissioners, 1833). A study of the accused’s 


BY O. V. BRISCOE 405 


biased in their direction. This is to call attention 


intention allows all abnormal emotional states 
to them, as they tend to be overlooked. 


to be considered in logical sequence both in the 


present and at the material time. Cases in Perua 
which intent is in serious doubt are of course in CRrmanar Law COMMISSIONERS (1833) 7th Rep. (1843) 
the minority, and this article is admittedly Parl. Pap. XIX, 26. 


O. V. Briscoe, M.R.C.P., M.R.O.Psych, Institute of Psychiatry, De Crespigny Park, Denmark Hill, London, 
SE5 8AF 
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The Social Setting of Hysteria 


By RICHARD MAYOU 


Summary. Previous reviews of hysteria have emphasized the most severe and 
disabling forms and ignored evidence from a wide variety of sources. It is 
argued that hysteria is more prevalent in medical settings than is usually 
recognized, that the same psychological mechanisms are of wide occurrence, 
often being accepted as normal for the culture. Discussion of the social factors 
affecting prevalence suggests that there is a universal potential for the hysterical 
reaction, with individual variation in susceptibility in appropriate circumstances. 


INTRODUCTION 


Reviews of hysteria are characteristically 
concerned with attempting to redefine narrowly 
the boundaries of that most unsatisfactory of 
psychiatric syndromes. In contrast to anxiety 
and depression, which are most frequently seen 
as being part of normal experience, the pejora- 
tive overtones of the term hysteria have led to 
its use being restricted to particularly abnormal 
behaviour among psychiatric patienis. The 
resulting confusion is such that textbooks give 
widely various, but equally inadequate accounts, 
and there is no agreement about diagnostic 
criteria (see Chodoff, 1974). It is here argued 
that this approach has led to neglect of im- 
portant and common psychological mecha- 
nisms, and that there is a need for a re-examina- 
tion based upon a comprehensive review of the 
occurrence and nature of phenomena which fall 
within an operational definition of hysteria. 

At the outset I shall take hysteria to be a 
reaction rather than a syndrome or a per- 
sonality type, and to include all the phenomena 
covered in the two broad, and admittedly 
vague sections of the British Glossary to the 
I.C.D., that is to say the dissociative and 
conversion reactions, and including all the 
casses of symptoms conventionally listed in 
textbooks (e.g. Freedman and Kaplan, 1968). 

At this stage it is unhelpful to complicate the 
definitions with any of the broad theoretically 
derived criteria which feature in many accounts. 
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PREVALENCE 

Hysteria has been particularly subject to 
diagnostic fashion in the manner described by 
Hare (1974), both in a reluctance to avoid the 
pejorative overtones of the word itself and in 
the differing outlooks of previous writers. It is 
evident that published psychiatric series are 
based upon such widely varying experience as 
private psychotherapy, wartime medical prac- 
tice (Carter, 1972) and neurological hospitals 
(Slater, 1965). Psychiatrists who work in general 
hospitals consistently report hysterical symp- 
toms as being more common than do their 
colleagues with a more limited specialist ex- 
perience. While most agree that the dramatic 
and bizarre syndromes of the type described 
by Charcot are now rare in this country and 
the United States, there is considerable evidence 
of the very frequent occurrence of minor and 
often transient somatic symptoms. Many of 
these never receive any formal diagnosis but 
there are also syndromes in which by con- 


‘vention, a possible hysterical mechanism is 


rarely mentioned, such as writer’s cramp, some 
non-organic pain symdromes and compensa- 
tion and post-traumatic neuroses. 

As well as the high prevalence of minor 
symptoms about which doctors are consulted 
and which are rarely classed as hysteria, there is 
also abundant evidence of a frequent occurrence 
in the general population of a variety of similar 
reactions which are not usually considered as 
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ulness, such as some features of crowd behaviour, 
mystical experience or acute reactions to stress. 
Considerable evidence about phenomena which 
psychiatrists might classify as hysteria can 
therefore be taken from sources outside tradi- 
tional psychiatric experience, from general 
practice, from sociology and from anthropology 
and history. 


DETERMINANTS OF HYSTERICAL REACTIONS 


Table I lists factors which can be shown to 
affect the occurrence and nature of hysterical 


TABLE I 
Psychosoctal factors and hysterical reactions 


A. Diagnosis 
Diagnostic fashion 
Social context of the psychiatrist’s clinical 
experience 
B. Individual 


Psychodynamie (personality, coping ability, 
past illness experience) 

Acute stress: 
Organic and psychological illness 
Life events, e.g. trauma, bereavement 


C. Social context 

Social structure and beliefs 

Social change 

Situational factors: 
Groups and crowds 
Adjuvants (e.g. music, drugs, meditation) 

Effects of culture on individual development 
or liability to hysterical mechanisms 


reactions. Individual determinants are already 
extensively if inconsistently covered in the 
literature, though there has always been a 
relative neglect of the usually transient symp- 
toms which appear to be reactive to severe 
stress. Social factors, on the other hand, 
although frequently mentioned in passing, 

have received no thorough examination, and 
= much the best evidence comes from outside 


psychiatry. 


Soctal structure 

Analyses of social structure and beliefs in 
witchcraft (Evans-Pritchard, 1929) and of 
possession experience (I. M. Lewis, 1969) show 
clear, though highly complex, social deter- 
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minants of the occurrence of what Western 
psychiatrists might term hysteria. I. M. Lewis 
(1969) distinguishes two classes of behaviour: 
(a) Peripheral possession amongst an under- 
privileged section of the society, usually women, 
often uncontrolled, and being a means of 
expressing aggression to those of high status; 
(b) Central possession, in which the cult is 
official rather than deviant, controlled and of 
high status. Most possession cults are led by 
inspired priests or shamans, who are particularly 
prone to ecstatic experience. Examples come 
not only from anthropological field work but 
also from history, for instance mediaeval 
England (Thomas, 1971) or classical Greece 
(Dodds, 1951). 

Possession experiences are evidently wide- 
spread; individual societies may regard cults 
as being deviant or normal, desirable or repre- 
hensible, and such judgments may vary 
considerably with time. For the shaman, and 
indeed for the individual participant, the line 
between affliction and ecstasy may be very 
vague. Even in central cults where the priest 
is highly respected, he may have been pre- 
viously regarded both by himself and by others 
as having suffered affliction or illness. Some of 
these phenomena have been well described in 
psychiatric series, particularly those concerned 
with cultural aspects, for instance Yap’s account 
of possession experiences in Hong Kong (1960), 
Lambo’s description of hysteria in Nigeria 
(1960), and perhaps most dramatically in 
syndromes such as latah and amok (Murphy, 
1973), which whilst many of their features 
clearly fit our operational definition are but 
rarely considered as hysterical. The most pain- 
staking and impressive psychiatric account is 
however Loudon and Rawnsley’s description 
(1964) of somatic symptoms in Tristan da 
Cunha in which it appeared that women of 
high status who were particularly prone to 
headache had been similarly liable to dizzy 
spells 30 years previously. 


Social change 

Not only does anthropological field work 
relate ecstatic experience to social structure, but 
it also demonstrates a particular Ssociation with 
social stress and change, most extensively 
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revealed in Worsley’s account (1957) of mille- 
narian cargo cults in Melanesia. In history, 
notable examples are mediaeval millenarianism 
(Cohn, 1957), the European witch craze of the 
sixteenth and seventeenth centuries (Trevor- 
Roper, 1967) and the brief but dramatic flower- 
ing of religious and political cults during the 
English revolution (Hill, 1972). Hecker (1849) 
‘ compared the dancing manias to the spread of 
an infective agent, and Penrose (1952) expressed 
this mathematically. There is scattered but 
supporting evidence from many psychiatric 
gOurCES. 


Sttuational factors 


Sargant’s graphic and well-known account 
(1957) of situational factors is purely descriptive, 
but there are a number of more painstaking 
observations. McEvedy and Moss (1965), in 
describing an outbreak of hysteria in a Black- 
burn school, related it clearly to a number of 
predisposing social factors, noted its occurrence 
in a psychologically vulnerable section of the 
girls, and concluded: ‘Whereas it is true that 
sporadic cases of hysterical disability often 
have disordered personalities, the hysterical 
reaction is part of everyone’s potential and can 
be elicited in any individual by the right set of 
circumstances.’ In their most recent re-examina- 
tion of the Royal Free Hospital epidemic, in 
which they maintain their belief in its hysterical 
nature, McEvedy and Beard (1973) write: ‘It is 
reasonable to regard the threshold for hysterical 
behaviour as a characteristic that is distributed 
in a Gaussian way. The stress of everyday 
living cuts off the bottom few per cent of the 
female distribution. ‘This small minority supplies 
the medical profession with its classical (patho- 
logical) hysterics. The 8 or 10 per cent just above 
this line may intermittently behave hysterically 
under stress. The remainder of the population 
will be able to inhibit emotional reaction so that 
the behaviour remains within the limits of the 
society they live in’. 


CONCLUSION 
From the diverse evidence it is possible to 
-draw together broad conclusions (Table II) as 
to the occurrence of hysteria as operationally 
defined. This approach covers a much wider 
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Tasu I] 
Classification of hysterical reactions 





A. Deviant (socially approved) 
Controlled 
Voluntary 
Brief 
Group 
Especially ‘psychological’ symptoms 
Low or high arousal 


B. Normal 
Minor somatic 
Group ecstatic 
Acute stress 


C. Deviant (socially undesired, e.g. illness) 
Involuntary 
Uncontrolled 
Ghronic 
Handicapping 
Especially somatic 
Isolated occurrence 
(a) Acute: acute stress 
normal arousal 
good prognosis 
long term coping problems 
high arousal 
' poor prognosis 


(2) Chronic: 


range of experience that it is usual to consider 
and arrives at a very different perspective. 
The mechanisms of hysteria appear to be both 
universal and probably various, and indeed it is 
difficult to separate them from other aspects of 


human behaviour and symptomatology. Much - ° | 


hysteria is in any society accepted as being 
normal and appropriate and only a proportion 
as being illness and undesirable. There seems 
no reason to view hysteria differently to anxiety 
or depression, that is to say, as a psychological 
state which may be either normal or abnormal., 
and there is no reason to dissent from Slater’s 
conclusion (1965) that ‘the concept of hysteria 
fragments as we touch it’. 

Doubtless many will argue against the opera- 
tional approach in favour of narrower and 
precise criteria, yet the concept of the syndrome 
rather than the reaction leads one back either 
to vague aetiological notions or to an absurdly 
arbitrary subdivision of chronic neurosis (Wood- 
ruff, Clayton and Guze, 1971). Critical exami- 
nation of the traditional diagnostic criteria 
confirms their vagueness and lack of reliability, 
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and casts considerable doubt on their specificity 
to ‘hysteria. “Belle indifference’ has never been 
consistently discovered in any psychiatric series, 
and Lader showed high arousal in patients with 
chronic hysterical symptoms. His more recent 
work (1973), and that of Meares and Horvath 
(1972), have distinguished between high arousal 
in chronic hysteria and low or normal arousal 
in acute stress reactions of good prognosis. The 
mechanisms of dissociation and conversion have 
been variously described, yet whilst they have 
had their use as clinical labels they defy any 
clear and meaningful analysis that could be a 
generally accepted basis of definition. Secondary 
gain is frequently difficult to determine and is 
probably only a particular example of the 
advantage of the sick role, advantages which are 
perhaps more clearly evident to the onlooker in 
non-organic somatic symptoms than in organic 
or more obviously distressing mental states. 
Lastly symbolization is again an aetiological 
concept difficult to establish or refute (Chodoff, 
1974). It is reasonable to conclude that all these 
suggested mechanisms, even if they have 
theoretical value, are without practical applica- 
tion, especially as there is unlikely to be any 
agreement between. observers. 

A broader view of diagnosis, while un- 
satisfactory to compulsive taxonomists, avoids 
and encompasses the fruitless passionate argu- 
ments about suggestibility, mental illness or 
aetiology, and exposes misconceptions which 
have led to elaborate and imaginative over- 
generalizations. Psychodynamic theories should 
be directed not as describing the mechanism of 
symptoms, but rather at why certain people in 
certain situations use these psychological mecha- 
nisms in an inappropriate manner. 
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A Comparison of EMG Feedback and Progressive Muscle —- 
Relaxation Training in Anxiety Neurosis 


By ARTHUR CANTER, CHARLES Y. KONDO and JOHN R. KNOTT 


Summary. Two similar groups of adult psychiatric patients carrying the 
diagnosis of anxiety neurosis were compared in their response to different 
methods of training in deep muscle relaxation. One group received EMG 
feedback and the other a modification of the Jacobson Progressive Relaxation 
method. The frontalis muscle was chosen as the target for feedback training and 
for the measurement of tension reduction in both groups, for the reason that this 
muscle has been shown to reflect the general muscle tension level in anxious 
patients. Training was carried out under controlled laboratory conditions, and. 
objective muscle tension levels were obtained. Overall changes in the status of 
the anxiety symptoms, as determined by global ratings from patients and from 
primary therapists, were also compared in the two groups at the end of training. 
The results of the study indicated that both EMG feedback and the progressive 
muscle relaxation training produced significant reductions in frontalis tension 
levels. However, EMG feedback was found to be generally superior in producing 
larger reductions in muscle activity, with a concomitant relief in anxiety 
symptoms, for a greater number of the patients. 


INTRODUCTION 

Muscle relaxation training is a prominent 
feature in various behaviour therapies such as 
systematic desensitization (10, 12) and covert 
reinforcement (4). The relaxation itself, apart 
from the goals of the behaviour therapy, is 
considered to be beneficial for the tense, 
anxious person and in this sense may have 
general applicability to many psychiatric and 
medical patients. A non-drug method of 
inducing relaxation has little if any risk and 
therefore may be preferred over drug methods. 
The typical method of inducing relaxation by 
instruction and suggestion follows the guideline 
set forth years earlier by Jacobson (6) in his 
‘progressive relaxation’ technique. The ad- 
vantages of the progressive relaxation methods 
lie in the ease with which most persons can 
follow the instructions which are simple and 
direct. Eventually the person is able to learn 
self-inductior# of relaxation to meet individual 
needs by simple rehearsal, first with and later 
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without the therapist. In addition, the therapist 
does not require long periods of specialized 
training, education or technical skills to learn 
to become proficient. The efficacy of progressive 
relaxation is dependent upon those skills of the 
therapist which enhance his power of suggestion 
and help him keep rapport, as well as upon 
the motivation of the subject to co-operate. 
However, in psychiatric practice one is often 
faced with the problem of the unusually anxious 
patient who finds it difficult to co-operate with 
relaxation instructions despite the motivation or 
desire to do so. This state of affairs has led 
Wolpe and others to recommend the use of 
fast acting barbiturates or hypnosis to facilitate 
deep muscle relaxation (5, 7, 12). 

The electromyographic (EMG) feedback 
technique lends itself to training subjects to 
control specific muscle groups. The technique 
is based upon the information-feedback prin- 
ciple which, simply stated, indicates that 
behaviour is altered or redirected by receiving 
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continuous information about the consequences 
of ‘actions and by making the appropriate 
adjustments. In the instance of EMG feedback, 
the subject has electrodes recording impulses 
from specific skeletal muscle groups which are 
processed by an electronic system so that an 
auditory or visual signal gives the subject 
continuous information about muscle tension 
levels. All that is required for the subject to 
‘learn to relax’ is for him to pay attention to the 
pitch of a tone, for example, and do whatever 
he can to keep it low (representing relaxation). 
The EMG signal provides an objective index of 
muscle tension which can be conveyed to both 
therapist and patient without equivocation. 
In contrast, therapist-induced relaxation by 
verbal instruction and suggestion may be con- 
founded by misinterpretations on the part of 
patients regarding their own assessment of 
relaxation and tension, or by the desire to give 
reports of their condition that are more in 
accord with their therapist’s expectations than 
with the state of tension in the muscles. 

EMG feedback has been used successfully in 
treatment of various anxiety-related symptoms 
such as tension headaches and ‘test’ anxiety (1, 
2, I1), but very little work has been reported 
on its use with psychiatric patients having 
generalized anxiety symptoms and complaints 
(3, 13). Budzynski and Stoyva (3) have indi- 
cated that subjects trained to reduce frontalis 
tension by EMG feedback tended to report that 
relaxation was generalized to other muscle 
groups. Also, the frontalis muscle, which is 
frequently tense in anxious patients, is difficult 
to relax voluntarily (9); reducing its activity by 
EMG feedback training has been carried out in 
chronically anxious patients by Raskin et al. (8) 
with promising results. Despite the demonstra- 
tion of effectiveness of EMG feedback for 
frontalis relaxation, the possibility of achieving 
similar results by progressive relaxation methods 
has not been fully explored. 

The purpose of the present study was to 
contrast the frontalis muscle tension reduction 
achieved by EMG feedback with that achieved 
by a progressive relaxation technique, and to 
determine if there would be a concomitant 
reduction in the symptoms of psychiatric 
patients having high anxiety, 
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METHOD 

Subjects 

Subjects for the study were drawn from psychiatric 
patients referred from the in-patient and out-patient 
services of Iowa Psychopathic Hospital and county 
mental health centre for relaxation training. They 
consisted of 28 patients (13 women, 15 men), of age 
range 19 to 48 years with a mean of 34°6, diagnosed 
as anxiety neurosis, with a high degree of anxiety 
and complaints of muscular tension and insomnia. 
Half the patients were reported to have acute panic 
episodes associated with their condition, and the 
remaining 14 were more typically chronic anxiety 
cases without acute panic episodes. Eleven of the 
patients were from the in-patient service and 17 from 
the out-patient facilities. All patients had been on 
various tranquillizer medications without ameliora- 
tion of the anxiety symptoms. By the time they were 
accepted for the study the patients had ceased taking 
medications as part of the treatment plan. 


EMG feedback apparatus and technique 

The EMG recording was done on a Grass Model 78 
Polygraph. Muscle tension was initially amplified 
by a 7P511 wide-band A.C. Preamplifier-Amplifier 
module adjusted to less than 1 microvolt noise, peak- 
to-peak, at maximum sensitivity with inputs shorted. 
Low and High frequency filter settings were at 30 Hz 
and 30 KHz, respectively, Output from Je of the 
7P511 was filtered using a Khronhite Band-pass filter 
(Model 330B) set at 80 Hz (low frequency cut-off) 
and 600 Hz (high frequency cut-off). Full wave 
rectification (i.e. conversion to D.C. potential) of the 
filtered EMG was performed by means of a Grass 7P3 
Integrator preamplifier. The rectified EMG was fed 
into the VCO input of a Wavetek (Model 136) 
function generator which produced a tone whose 
frequency was directly proportional to the EMG input. 
The Wavetek was set to yield a 300 Hz toneat zero input 
with no theoretical high limit. The tone was amplified 
and delivered to the patient via an audio speaker. 

Filtered EMG was integrated by a Grass 7P10 
preamplifier which was adjusted to reset automatic- 
ally each time 100 micro-volt-seconds of EMG was 
accumulated, The reset time, combined with this 
quantity, produced a measure of average amplitude 
of EMG in microvolts for any given time period. 

Beckman Bipotential miniature (11 mm.) elec- 
trodes were applied with adhesive collars to the 
frontalis. The skin surface was prepared with ‘Redux’ 
paste, and the electrodes were filled with ‘EKG Sol’. 
These recording (EMG) electrodes were attached 
2 cm. above the nasion and 3 cm. to ejther side of the 
midline. A ground electrode was faced 3°5 cm. 
above the nasion. 


472 A COMPARISON OF EMG FEEDBACK AND PROGRESSIVE MUSCLE RELAXATION TRAINING 


Training was done in a sound-attenuated chamber 
equipped with a comfortable reclining chair, inter- 
com, audio speaker and closed circuit TV camera. 
Temperature was maintained at 22°-+1° G; illumi- 
nation level was 10 lumen/square met. 


Biofeedback relaxation technique 

At the initial training session the subject, after 
having the electrodes attached, was seated and made 
comfortable, and was told to close his eyes and to 
‘listen to the pitch of the tone’. Any explanation 
needed to make sure what was meant by ‘pitch’ was 
given at this point. He was then told that the pitch 
would vary directly with the amount of muscle 
tension; the higher the pitch, the more tense he was. 
The task was to try to find a way (mentally or 
physically) to make the tone lower and to keep it low. 
He was asked not to fall asleep. He was also advised 
to try different things or responses in the effort to get 
the tone pitch lower because one would never know 
what might work. Each training session lasted 
approximately 40 minutes, the first 20 minutes of 
which were used to allow the patient to adjust to the 
situation, including stabilization of skin temperature 
and condition, and the second 20 minutes, devoted to 
relaxation training. 


Progressive relaxation techniqus 

The relaxation technique used in this study is a 
modification of the Jacobson progressive relaxation 
technique. In the traditional method the subject 
goes through a routine of progressively tensing and 
relaxing muscles from small to large groups (e.g. 
hand, forearm, to arm, etc.). In the modified method, 
the subject is not asked to tense any muscle group to 
provide a contrast for the relaxed state; instead, the 
subject is asked to concentrate on the different areas 
of the body progressively (e.g. right arm, left arm, 
forehead, etc.) with repeated suggestions that he 
should relax the area. Thus the therapist suggests to 
the patient that he should ‘relax’, ‘let the tension 
out’, ‘try to let it go’, etc. while concentrating upon 
the particular muscle group. This procedure had 
been adopted in the clinic in preference to the tense- 
relax method, as it allowed simpler home training 
sessions, without the risk of muscle cramping, for 
patients via playback of audiotape containing the 
therapist’s instructions. In the conduct of relaxation 
training sessions for this study, the subject was 
seated in a comfortable recliner chair in the darkened 
quiet setting of the Feedback Laboratory. Electrodes 
were attached to the patient, as described earlier to 
permit recordings of EMG levels at different periods 
of the training session, but no feedback signal was 
given. When training was begun he would be asked 


to concentrate on the therapist’s instructions to relax, 
with eyes closed. Then the therapist would proceed 
with suggestions to relax, using various phrases as 
above, working progressively from arms to legs, head, 
shoulders, forehead, etc. Each session lasted approxi- 
mately 40 minutes, the first half being used to allow 
adjustment to the environment, as with the EMG 
feedback session, before the instructions were given. 


Procedure of study 

Patients were assigned randomly to either one of 
the two conditions or groups (Feedback, FB and 
Progressive Relaxation, PR) in such a manner as to 
equate the number of patients with acute panic 
episodes in each group, i.e. to have seven patients with 
a history of panic episodes and seven without such a 
history in each condition. Group FB received EMG 
Feedback training by the procedures described 
above, and group PR received the modified pro- 
gressive relaxation training described above. Both 
types of training experiences were carried out by the 
same person. The number of training sessions ranged 
from 10 to 25, the number determined by the length 
of stay in the hospital in the cake of in-patients, or by 
the indication by the patient or his primary therapist 
(a psychiatric resident) that no further sessions were 
needed, which was usually the case for out-patients. 
Six sessions were given in the first ten days, with 
subsequent sessions at one week intervals for out- 
patients. In-patients received from three to four 
training sessions per week during their stay in 
hospital. 


Measures 

The integrated EMG amplitude per minute, 
averaged for a five minute block of time, was used as 
the basis for measuring muscle tension level in all 
patients. For the purposes of this study, several periods 
of tension level were evaluated: (1) the first five 
minutes of each training session to serve as the EMG 
Baseline measure; (2) the last five minutes (ie. 
minutes 16-20) of the training session which when 
contrasted against the EMG Baseline provides a 
measure in muscle tension level for the particular 
session; and (3) the difference between the EMG 
Baseline of the first training session and the EMG 
Baseline of the very last training session, to provide 
measures of the change in general muscle tension 
level after the completion of training. 

The measures of improvement in the anxiety 
symptoms were provided by patient self-rating and 
independent ratings by their primary therapists. 
Both were asked to make global ratings of the major 
anxiety symptoms as having: (1) largely decreased 
over pre-treatment levels, (2) largely increased over 
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pre-treatment levels, or (3) shown only slight or 
no-change from pre-treatment levels. 


RESULTS 


The subgroups of patients with and without 
acute panic episodes assigned to either Feed- 
back or Progressive Relaxation training were 
highly comparable (Table I). There were no 
marked discrepancies among them with respect 
to source of referral, age and number of training 
sessions experienced as part of the study. The 
ratio of men to women was slightly discrepant 
in favour of men for the Feedback-Panic 
Episodes (FB-A) subgroup. A check of the 
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medications prescribed for the patients in the 
course of the study revealed that only one 
patient assigned to EMG feedback (FB-A sub- 
group) was prescribed tranquillizers, whereas 
two patients in each subgroup in Progressive 
Relaxation training were taking tranquillizers 
or sedatives. All five patients who received 
medication did so on a p.r.n. basis. 

The means and the standard deviations of 
the integrated EMG amplitude scores for the 
patients in the different subgroup categories 
and according to training mode are presented 
in Table II. It may be seen that the EMG levels 
generally decreased after training in relaxation, 


TABLE I 
Sample characteristics of patients assigned to EMG feedback (FB) and progressive relaxation (PR) training sessions 


Males/ Out-patients/ Mean no. 
Group Females In-patients Mean age training sessions 
FB-A .. we ee 5/2 5/2 32°4 I5'0 
FB-NA 3/4 4/3 35°4 13°8 
PR-A 3/4 4/3 33°8 1471 
PR-NA 4/3 4/3 36-4 15'1 
A = Patients with acute panic episodes. 
NA = Patients with acute panic episodes. 
N = 7 for all subgroups. 

Tase IT 


Mean integrated EMG amplitude of anxiety patients during first and last relaxation training sessions 


First training session 


. First 5 minutes Last 5 minutes 


Last training session 


First 5 minutes Last 5 minutes 











Mean (S.D.) Mean (S.D) Mean (S.D.) Mean (S.D. 
FB-A 32°6 (7:5) 276 (7:9) 1953. (6:2) 14h (5'2) 
PR-A 342 (9°8) 32°4 (3°7) 279 (3:8) 263 (4'3) 
FB-NA 2554 (11°2) 18:9 (13:3) 2ņ50o (gg) rrr (34) 
PR-NA .. ius wn Et (3-0) agri (5°5) 24°74 (5:7) 224 (7:2) 
All FB 29°0 (9'4) 23°53 (10:6) 2052 (Bt) 12:8 (4:3) 
All PR 32:7 (6-4) 308 (46) 26-2 (4-8) agg (5:8) 
FB = EMG feedback training. ; 


PR = Progressive relaxation training. 
A = With acute panic episodes. 
NA = Without acute panic episodes. 
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whether by EMG Feedback or Progressive 
Relaxation. The significance of the changes in 
EMG level for all groups and the significance 
of the differences in EMG level between Feed- 
back and Progressive Relaxation were examined 
by the ¢ test and are summarized in Tables III 
and IV. Considering the effects upon muscle 
tension level during the very first training session 
of FB and PR groups, it can be seen that only 
the FB groups showed significant drops in 


tension level during the initial training session. 
By the final training session all groups showed a 
significant drop in muscle tension level during 
the last session itself. However, when the changes 
in EMG Baseline readings from first to last 
session are considered, all Progressive Relaxa- 
tion subgroups showed significant reduction in 
muscle tension, whereas only the ‘panic epi- 
sodes’ subgroup of the Feedback group (FB-A) 
showed such a significant drop. It is interesting 








Tase HI 
Significance tests (t) of changes in EMG amplitude levels during baseline and final periods of feedback and progressive 
relaxation training sessions 
Period examined Group t* pt 
First session FB-A 2:73 "025 
(1st 5 min. to last 5 min.) 
FB-NA 2°86 "O25 
PR-A 0°47 N.S. 
PR-NA 1-07 N.S. 
Comb. FR 4°16 "OOI 
Comb. PR 1-17 N.S. 
Final session FB-A 8°17 ‘OO! 
(1st 5 min. to last 5 min.) 
FB-NA 2°78 025 
PR-A 2°42 "05 
PR-NA 3'05 or 
Comb. FB 3:96 "005 
Comb. PR 4°00 ‘005 
Baseline FB-A 3°66 “OI 
(1st to final session) 
FB-NA 0-84 N.S. 
PR-A 2°75 +025 
PR-NA 3°30 OI 
Comb. FB 1:07 N.S. 
Comb. PR 4°61 "005 + 


* tfor paired (repeated) observations method. 
t p value for one-tailed test. 


A = With panic episodes; NA = without panic episodes. 


A and NA subgroups, N = 7 each. 
Combined FB and PR groups, N == 14 each. 
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to note, however, that the NA subgroup of the 
Feedback training group had the lowest mean 
baseline EMG level and the highest initial 
variability of all the groups. 

Comparing mean EMG levels between FB 
and PR groups (Table IV) reveals that by the 
final training session the FB groups as a whole 
showed significantly lower muscle tension levels 
than did the PR group. This was also the case 
for comparisons by subgroup categories at the 
last five-minute period of the very last training 
session. Baseline EMG level differences at the 
last training session also showed superior effects 
for the FB group as a whole, but when the 
subgroup categories were considered the no- 
panic episode (NA) groups of FB and PR did 
not differ significantly. This is somewhat con- 
sistent with the findings on baseline changes 
within each group as indicated above. 
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The ratings of change in the level of major 
anxiety symptoms by the Feedback and Pro- 
gressive Relaxation groups are summarized in 
Table V. Of the 14 FB patients, 12, or 85:7 per 
cent, reported improvement, in contrast to 7, 
or 50 per cent, of the PR group. The samples 
are too small for a reliable determination of the 
significance of the differences in these propor- 
tions. It may be seen from Table V that ratings 
of symptom change obtained from the primary 
therapists yielded almost identical distributions 
to that obtained from patient self-ratings. 


Discussion 
It is apparent from the results that psychiatric 
patients considered to be highly anxious by their 
primary therapists can and do learn to reduce 
frontalis muscle tension levels either by EMG 
feedback technique or by a modified pro- 


. Tase IV 
Comparisons (t-test) between mean EMG amplitude of feedback (FB) and Progressive relaxation groups (PR) during 
first and last training session 
Groups compared and 
Session direction of differences t p* 
in means 
First session FB-A > PR-A O'gI N.S. 
(ist 5 min.) 
FB-NA < PR-NA 1-20 N.S. 
Comb. FB < Comb. PR I*l7 N.S. 
First session FB-A < PR-A 1°34 N.S. 
(last 5 min.) 
FB-NA < PR-NA 1°73 N.S. 
Comb. FB < Comb. PR 2°34 "O02 
Final session FB-A < PR-A 2'90 ‘Ol 
(1st 5 min.) 
FB-NA < PR-NA 0'72 N.S. 
Comb. FB < Comb. PR 2'30 "05 
Final session FB-A < PR-A 4°32 ‘OOI 
(last 5 min.) 
FB-NA < PR-NA 3°48 OI 
E Comb. FB < Comb. PR 5-80 -001 





A = with panic episodes; NA = without panic episodes. 


A and NA subgroups, N == 7 each. 
Combined FB and PR groups, N = 14 each. 
* p values for two-tailed test. 
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TABLE V 
Changes in anxiety symptom status of patient following EMG feedback and progressive relaxation training 


Symptom change 


Patient self-rating... Reduction 
No change 
Increase 
Primary stats sald Reduction 
rating .. 
No change 
Increase 


gressive relaxation procedure after 10 to 25 
training sessions (14 to 15 on the average) 
which last about 20 minutes each. However, the 
differences in effectiveness of the two techniques 
becomes clear only toward the end of the 
training, at which point EMG feedback is 
superior to the verbally induced technique in 
reducing frontalis muscle tension. 

Enduring muscle tension level reduction (as 
measured by EMG Baseline changes) would 
appear to be accomplished significantly in all 
groups except the chronic anxiety patients 
(those without acute panic episodes) who were 
given. Feedback training. However, the effects 
of Feedback Training upon the baseline EMG 
levels of the chronic (FB-NA) patients may be 
obscured by the fact that they were more 
variable as a group and on the average showed a 
lower muscle tension level before training began. 
By the beginning of the last training session, the 
mean EMG level for this group was very close 
to the FB-A group. It is suggested that had the 
FB-NA group started on an average level equal 
to the other three groups they would have 
shown a significant reduction. One may be 
faced here with the influence of a ‘law of 
initial values’ as well as a sampling error. 

The evidence from the patients’ self-ratings 
and their therapists’ ratings of changes in 
anxiety symptoms status supports the interpre- 
tation of a syperior response to EMG Feedback 
Training. One cannot attribute this superiority 
to differences in tranquillizer or sedative 


Feedback Progressive relaxation 
A(N=7) NA(N=7) A(N=7) NA(N=7) 
7 5 4 3 
o 2 3 4 
o O o o 
7 5 4 2 
Q 2 3 5 
0 o o) o 


medication, type of psychotherapeutic inter- 
vention, or length of training, inasmuch as 
these factors were equivalent for all groups or, 
as in the case of the medications, of little 
consequence. 

In conclusion, the findings of the study 
support those of Raskin et al. (8) in demon- 
strating that anxiety patients achieve sympto- 
matic relief after a course of training on EMG 
Feedback for frontalis muscle relaxation. The 
unique contribution of the present study is the 
finding that while muscle relaxation per se can 
also be achieved by a relatively simple pro- 
gressive relaxation technique, fewer of the 
anxiety patients achieved relief of their trouble- 
some symptoms by the end of the training by 
this method. 
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Mood and Whole Blood Adenosine Triphosphate 


By F. A. JENNER, DIMITRIOS N. VLISSIDES, PATRICIA KENYON, 
N. CHARD and L. GRANT 


Summary. The claim of Hansen (1969) and Hansen and Dimitrakoudi (1974) 


that whole blood adenosine triphosphate (ATP) levels 


correlate with depressed 


affect was examined. The findings from 84 patients failed to confirm any rela- . 
tionship between mood and whole blood ATP. One patient showing the highest 
correlation (r = 0-85; p < 0-001) between the ATP levels and mood in the 
original report was re-examined; no relationship was now found (r = —0-25; 


p> ort). 


INTRODUCTION 


Whole blood uridine diphosphate glucose 
(UDPG) has been reported to be significantly 
elevated in psychotic depression (Hansen, 1969; 
-‘1972a, b). In addition, whole blood adenosine 
triphosphate (ATP) has been reported to be 
reduced in endogenous depression (Hansen, 
1972a, b; Hansen and Dimitrakoudi, 1974). 
This paper attempts to repeat the studies on 
ATP. It involved studying some of the same 
patients and controls as Hansen and Dimitra- 


` koudi-(1974). 


METHODS 


Whole blood ATP was measured by the 
luciferin-luciferase technique, taking readings 
three minutes after mixing the reagents and 
using finger prick capillary blood and venous 
blood (Hansen and Dimitrakoudi, 1974). We 
also used the colorimetric method of Adam 
(1962) for venous blood. A few UDPG measures 
were also made. 

In presenting ATP results, we have not 
corrected for the presumed non-ATP influences, 
as did Hansen and Dimitrakoudi (1974); 
therefore, with the same reading in the fluori- 
meter, we would present figures nearly 7 mg. 
per 100 ml. higher than they would. The 
differences, however, should be constant and 
would not alter the clinical interpretation of 
the results. Ix? their text,, Hansen and Dimitra- 
koudi (1974) also leave one in some doubt as to 
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how in fact they altered their values to bring 
them into line with earlier chromatographic 
studies. We do agree that there are reasons for 
suspecting that the results by the firefly method 
may overestimate blood levels. They are higher 
than results from chromatographic studies, and 
the rate of change of light emission follows a . 
somewhat different curve from extracts of blood 
as compared to pure solutions. However, 
colorimetric methods give similar results, and 
it seems safer to present actual results obtained 
using the method as described. 

Mood in our study was measured by methods 
which included the Hamilton (1967) scale as . 
well as that of Jenner et al. (1967). Diagnosis was 
made in terms of the Newcastle (Roth, Gurney, 
Garside and Kerr, 1972) scales for anxiety and 
depression. i 

Chemical estimates were performed inde- 
pendently of knowledge of clinical ratings. 

Patients studied were or had been depressed. 
Only patient No. 1 had a bipolar manic- 
depressive illness. ` 


Results from Patient No. 1 (Hănsem`and 
Dimitrakoudi’s patient A) are presented in Fig. 1 
(compare Hansen and Dimitrakoudi, Fig. 1). In 
our study the patient showed a 72-hour cycle, 
in their study a 48-hour cycle. In neither study 
was she given any drugs, though she had re- 
ceived 1,500 mg. of lithium carbonate per 24 hr. 
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Fic. 1.—Patient No. 1. The graph shows whole blood 

ATP levels above, and the patient’s mood rating below. 

Samples were collected at 08.00, 12.00 and 16.00 h. each 
day for 6 consecutive days. 


without great benefit between the studies. She 
was off all medication for 12 days before our 
study. The patient is a very unusual person, 
showing a very short manic-depressive cycle 
which ofte changed from a cycle of 48- to a 
72-hour cycle. Giving our results first and the 
oths workers’ results second, the correlation 
coefficient between mood and whole blood ATP 
was -~0°26 and -+0:'85 and p > o'I and 
<o:001 (we have averaged our essentially 
similar fluorimetric, colorimetric, venous and 
capillary blood results. The patient’s mean 
ATP 25-0-++0-2 (S.E.M.) mg./roo ml. is, in 
fact, a lọw. normal result). 

' Rk estimates of UDPG in our study of 
patiefe"no. 1 (Boehringer Cat. 1970 edition, 
No. 15105 EUAA) gave, in a manic state, 


11-2 pmol./l. and 10-8 umol./l., in depression 
10°5 pmol/l and 12:5 pmol/l. These are 
consistent with values in the literature (see e.g. 
Canotre, Leoni, Leveroni and Recondon, 1971). 
Hansen (1969) using a different preliminary 
treatment and studying other persons reported 
292 (+188.E.M.) pmol. jl in depression without 
neurosis, 106-6 in neurotics, 92-117 in normals. 
The order of magnitude is clearly different. 

The results are all presented uncorrected for 
haemoglobin and haematocrit, as corrections do 
not alter the implications, though most of the 
ATP and UDPG is in the red cells. Further, our 
results are presented in this way to be more 
simply comparable with those of Hansen (1969) 
and Hansen and Dimitrakoudi (1974). 

Normal control values in our studies gave a 
mean of 28-+-4 standard deviation mg./1oo ml. 
for the luciferin-luciferase method, using 156 
estimates on 12 persons. Without their correction 
factor Hansen-and Dimitrakoudi (1974) imply 
results of 24-27, or 23 or by a more rapid 
reading method. Colorimetrically, we obtained 
a mean of 2643 standard deviation from 84 
estimations on 16 persons. Neither age nor sex 
seemed to produce very obvious differences, 
though there was some indication that alcohol 
even the previous night increased the values. 
Estimations by both methods (Adam, 1962; 
Hansen and Dimitrakoudi, 1974) on 25 persons 
were usually very similar, the colorimetric 
method giving marginally lower values. 

Table I attempts to summarize our findings 
on reactive and endogenous patients and 





TABLE I 

l Mean ATP 
Scale r N p> mg./100 ml. S.D. 
Newcastle Endogenous depression —0'I3 17 Orr 32 +7 
l Reactive depression —0'03 23 o'I 29 +5 
see, S All depressions —o0°16 40 Or! 3I +5 
Hamilton Endogenous depression —0O' 24 12 O'I gI +7 
a a Reactive depression —0°07 19 Orr 29 +5 
All depressions —0 +08 gI o'I 30 +5 


This‘table shows the correlation coefficient r between the actual scores on the Newcastle or Hamilton scales 
andthe mean whole blood ATP by the luciferin-luciferase method. The groups are designated endogenous or 
reactive. according to the Newcastle’scores. Using the colorimetric method on different persons the mean for 
endogenous depression was 27-5 (S.D.) mg./100 ml, N = 5 when actually depressed, apd 25+-4 when 
discharged from hospital, N == 4, for the reactive group the mean when depressed was 25-4, N = 10 on 
discharge 2815, N = 4. The Adam method clearly gave less difference between patients and controls. 
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indicates a similar scatter for our patients and 
the controls. The mean values for our patients 
are almost but not quite statistically signifi- 
cantly higher (by t test) than those of the 
controls, irrespective of diagnostic sub-category. 
The results.contain no indication of reduced 
ATP levels associated with high positive scores 
of the Hamilton or high negative values on the 
Newcastle Scale. ‘The results of the two ratings 
themselves correlate very significantly, r= —o-55, 
p = <o-oor. In other words, what the New- 
castle scale rates as endogenous depression the 
Hamilton tends to label as severe depression. 


ECT 

Studies were made of the effects of electro- 
convulsive therapy on whole blood ATP. The 
whole procedure for the acute studies was 
repeated 27 times in Ir persons (making 8r 
estimations). One specimen was taken one hour 
before ECT, then a second after the anaesthetic 
but before ECT, and finally one immediately 
after ECT. Patients showed an intrapersonal 
consistency of values but no consistent change 
was observed. Results are presented as ratios 
between before ECT, before ECT and after 
anaesthetic, and after ECT. The ratios were 
compared by t testing the means of the ratios 
against one as the null hypothesis. They indi- 
cated no effect of ECT (see Table II). 


TABLE IT 
Effects of electroconoulsive therapy (ECT) on whole blood 
ATP 


Ratio Mean of the ratio t p> 
_ AB 1-001 0-042 0g 
B/G 1-004 0: 169 o'g 
A/C 1-004 0-169 0-8 


The table shows the means of the ratios of whole 


blood ATP, one hour before receiving the anaesthetic 
for ECT A, after anaesthesia but before ECT B, 
and immediately after recovery from ECT G (N=27), 
The luciferin-luciferase was used for these studies. 


DISCUSSION 
An attempt has been made to replicate studies 
suggesting a very striking correlation between 
whole blood ATP and affective state. The 
results obtaħħed seem to contradict the original 
findings on which they were based. The 
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differences in results cannot be explained by the 
failure to use a correction factor, which only 
alters the absolute levels of all the results irre- 
spective of the mood state. Looking at very 
similar patients, and in some cases the same 
patient, our results almost imply the opposite 
hypothesis to that of the original workers. This 
probably has little biological significance, as 
the whole design of the study neglected drug 
effects, dietary factors, states of emotional 
el etc. This is because the work to be 
replicated had not controlled these factors and 
because it was felt that only if we could replicate 
the original studies was further ethically more 
complicated work justified. As in all studies of 
biochemistry related to psychiatry, imponder- 
able factors are involved, and neither the clinical 
ratings nor the biochemical estimations are as 
hard data as might be desired. However, the 
original studies implied that mood alone was 
very highly relevant irrespective of treatment, 
and this does not seem apparent from our results. 

A long discussion of such opposing results 
seems futile, when the questions involved can 
only be adequately assessed by other completely 
independent studies. However, we are inclined 
to accept the view of Banks (1969), that wild 
fluctuations of cellular ATP’ within the indi- 
vidual may not even be compatible with 
‘normal’ bodily functions. : 
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X-Linkage and Manic-Depressive Illness 


By ARMAND W. LORANGER 


Summary. Thirty years ago it was suggested that the apparently higher 
incidence of manic-depressive illness in women might be due to X-linked 
heredity. The hypothesis was undermined by subsequent reports of the frequent 
occurrence of father to son transmission. Winokur and his associates recently 
revived it, providing data which indicated that such transmission is absent or 
rare in the bipolar form of the illness. Additional support has come from linkage 
studies with known genetic markers located on the X chromosome. The present 
study, based on the 400 parents of 100 male and 100 female bipolar manic- 
depressive probands, failed to discover a lack of father-son compared to other 
affected parent-child pairs. This finding, together with a review of the literature, 
would indicate that it is premature to invoke X-linked heredity as a general 
explanation for bipolar manic-depressive illness, though there is mounting 


evidence that it may account for the illness in some family pedigrees. 


INTRODUCTION 

In 1935 Rosanoff, Handy, and Plesset (12) 
proposed a genetic explanation for the appa- 
rently higher incidence of manic-depressive 
illness in women. They postulated the existence 
of a non-pathological cyclothymic factor in the 
autosomal chromosomes which was activated in 
some individuals and in some family strains by a 
second factor in one or both X-chromosomes. 
Slater (13) dealt a severe blow to the hypothesis 
shortly after its publication, when he analysed 
case records at the Kraepelin Clinic in Munich 
for the period 1904-1922, augmented by cases 
from the Eglfing Hospital in the same city. 
When he personally obtained information about 
the children of these probands, he discovered 
many instances of father to son transmission. 
In fact, there were actually more father-son (14) 
than father-daughter (11) pairs. The normal 
complement of sex chromosomes is XY in the 
male and XX in the female. Because a son 
must receive an X from his mother and a Y 
from his father, the distinguishing feature of 
X-linked inheritance, both dominant and 
recessive, is the absence of father to son trans- 
mission. 
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In 1965 Winokur and Pitts (15) revived the 
hypothesis. Their probands were patients ad- 
mitted to Renard Hospital, the psychiatric 
section of the Barnes Hospital, an affiliate of the 
Washington University School of Medicine in 
St. Louis. The first report was based on 366 
consecutive white patients discharged with a 
diagnosis of manic-depressive illness, involu- 
tional psychosis, or psychotic depressive reaction. 
They reported that 13-6 per cent of the fathers 
and 22:9 per cent of the mothers of these 
patients had affective disorders. There were 35 
cases in which the father had manifested an 
affective disorder and the mother was un- 
affected. Twenty-one of these probands were 
females and 14 were males. Like Slater thirty 
years earlier, Winokur and Pitts concluded: ‘In 
view of the fact that affected fathers have passed 
the illness on to sons, it does not seem that an 
X-borne dominant kind of transmission is 
feasible.’ 

However, Winokur and his associates came to 
a quite different conclusion in two reports 
which appeared in 1969. In one publication (11) 
they reported that in 59 manic families, 14 ill 
fathers had only one ill son, while 35 ill mothers 
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had 14 ill sons. They observed: “The findings 
suggest that genetic transmission occurred by a 
sex-linked single or double dominant gene.’ 
In the other publication (16), based on 61 
manic probands many of whom were included 
in the previous study, they reported that there 
were no father-son, but 12 father-daughter, 
28 mother-son, and 29 mother-daughter pairs. 
Again they observed: ‘In general, then, X- 
linked dominant inheritance with somewhat 
incomplete penetrance fits the present data 
rather well.’ The most recent paper by Wino- 
kur’s group on this subject concerned 30 male 
manic probands (5). Eight of the mothers and 
two of the fathers had affective disorders. One 
of the latter came from a family with ‘a strong 
history on the maternal side’. 

Other studies have capitalized on the presence 
of manic-depressive illness in families with 
known genetic markers, to determine whether 
the genetic marker is assorting with the pre- 
sence or absence of the affective disorder. If the 
gene for manic-depressive illness is located on 
the X-chromosome, it should assort with a 
gene known to be located on that chromosome. 

Reich, Clayton, and Winokur (11, 16) pre- 
sented data from two large families in which 
manic-depressive illness and either protan or 
deutan colour blindness occurred in successive 
generations. These visual anomalies are known 
to be X-linked recessive traits. In one family 
five members had affective disorders, and all 
five were either colour blind or carriers of the 
colour blindness gene. In the other family six 
had affective disorders, and all six were either 
colour blind or carriers of the colour blindness 
gene. With only one exception all members of 
these two families who had affective disorders 
were colour blind or carried the gene, and no 
members who carried or manifested the gene 
were without an accompanying affective dis- 
order. The corresponding presence or absence 
of manic-depressive illness and colour blindness 
in these two families strongly suggested that the 
two conditions were located on the same 
chromosome. Mendlewicz, Fleiss and Fieve (7) 
corroborated these findings at the New York 
State Psychiatric Institute by providing pedi- 
gree data from seven additional families afflicted 
with manic-depressive illness and colour blind- 
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ness. They also demonstrated measurable link- 
age in four families between manic-depressive 
illness and another genetic marker on the X- 
chromosome, the Xg blood group (2). In an 
earlier report, Winokur and Tanna (17) had 
also tested linkage between the Xg blood system 
and manic-depressive disease in two families 
and reported that seven siblings were in favour 
of linkage and one sibling was against. 

These rather startling findings in support of 
the X-linked hereditary transmission of manic- 
depressive illness have aroused considerable 
interest. They have prompted editorial com- 
ments in psychiatric (4) and medical (1) journals 
and received extensive coverage in the lay press 
(8). In the 21 January 1974 issue of Modem 
Medicine (18), Winokur went so far as to state: 
‘, . . much, if not all, manic-depressive illness 
is transmitted in an X-linked fashion.’ 

The present report provides new data, high- 
lights some of the methodological issues in- 
herent in this type of research, and summarizes 
the current state of the evidence for X-linked 
transmission of manic-depressive illness. 


METHOD 
Probands 

The patients were from’ the New York 
Hospital—Cornell Medical Center, Westchester 
Division, a 286-bed private psychiatric hospital 
affiliated with Cornell University Medical 
College. The sample comprised the last 100 
consecutive white admissions of each sex with 
a discharge diagnosis of manic-depressive illness, 
circular type. The males were discharged be- 
tween 21 November 1957 and 31 December 
1972, and the females between 1g May 1962 
and 31 December 1972. Diagnosis involved the 
judgement of a supervisory or administrative 
psychiatrist and of the patient’s own therapist, 
and in many instances was influenced by the 
views expressed by other staff members at 
teaching conferences and rounds. 

It is conceivable that diagnostic criteria may 
have varied among staff members and reflected 
their own interests and biases. There may also 
have been different diagnostic fads extant during 
the fifteen-year time span encompassed by the 
study. Individual and regional @lifferences in 
psychiatric diagnostic practice may influence 
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the generalization and duplication of research 
findings. For this reason the data were also 
analysed by limiting the sample to patients who 
met a retrospectively applied set of uniform 
criteria. The author reviewed the charts of all 
200 patients and applied the criteria utilized by 
Winokur, Clayton and Reich (16) in their 
investigations. These consisted of the presence 
of mania, as evidenced by a patient having 
‘been different from his usual self and to 
have shown a euphoric or frantic mood 
with at least four of the following symptoms: 
elation, grandiosity, extreme impatience with 
restraint, excessive plans, extravagance, over- 
talkativeness, racing thoughts, flight of ideas, 
short attention span, increased motor activity, 
and a decreased need for sleep. No other 
diagnosis could be likely’. The charts of 76 
men and 71 women contained unequivocal 
statements indicating that they met these 
symptomatic criteria. The diagnosis of an 
additional 7 men and 5 women might be 
contested because the episode of mania coincided 
with the treatment of depression by EST (1), 
the use of amphetamine type drugs (4) and 
cortisol (1), hyperthyroidism (3), severe con- 
gestive heart failure (2), and a head injury 
sustained in an unsuccessful suicide attempt (1). 
Thus the ultimate number of patients who met 
Winokur’s criteria was 69 men and 66 women. 
It is possible that some of the other patients 
actually fulfilled the requirements for diag- 
nosis, but adequate documentation of this did 
not appear in their charts. 

Table I contains statistics on the age of onset, 
education, and religious background of the 
probands. Age of onset was defined as the age at 
the time of first psychiatric treatment. Compared 
to the national white population of the United 
States the sample contained an excess of upper 
middle class, upper class, urban, suburban, and 
Jewish individuals. Probably this sampling bias 
primarily reflected geographical and socio- 
economic factors influencing admission to the 
hospital. 


Parents 

A verbatim transcript was made of every 
reference to fhe parents in the charts of all 200 
patients. The information was derived princi- 
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TABLE I 
Descriptive statistics on manic-depressive probands . 


Hospital criteria Winokur criteria 


Males Females Males Females 
z areren premens (N borro 
100) 100) 69) 66) 
Age of onset 
Mean 37°2  35°2 34:6 357 
SD 14°7 14°0 13°5 I4*0 
Range 13-81 8-67 19-62 8-59 
Years of educa- 
tion 
Mean 15°3 193:6 15°2 13°7 
SD 3.2 2-6 3°2 2'7 
Range 8-20 8~20 8~20 8-20 
Religious back- 
ground 
Protestant 51 48 37 34 
Roman 
Catholic 19 24 14 13 
Jewish .. 30 28 18 19 


pally from the family history section of the 


anamnesis. At least one family member in 
addition to the patient, occasionally the parents 
themselves, had served as informants. Additional 
information about the parents was also obtained 
in some cases from correspondence with other 
psychiatrists and hospitals. The transcripts 
ranged in length from several sentences to 
several pages, a paragraph of information about 
each parent being most typical. Without 
knowledge of the sex of the probands, the 
information about the parents was classified by 
the author under the following headings: 
(i) treated for mania and depression; (ii) treated 
for depression; (iii) untreated but committed 
suicide; (iv) untreated but possible affective 
disorder; (v) treated but diagnosis unknown or 
uncertain; (vi) treated for non-affective mental 
disorder; (vii) alcoholism or habitual excessive 
drinking. The category ‘untreated but possible 
affective disorder’ was used sparingly. Such 
references to a parent as ‘excitable’, ‘moody’, 
‘gloomy around menopause’, ‘depressed after 
the birth of each child’, and ‘depressed after 
her husband’s death’, were insufficient to 
warrant inclusion. The comments had to be 
sufficiently distinctive, such as the following: 
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‘Mother was an alcoholic and recurrently de- 
pressed. She died at age 4o in the patient’s 
arms when he was 11. She had been drinking 
heavily that day, and had threatened suicide 
several times before. The informant recalled 
the patient saying she did this to herself. The 
cause of death was thought to be an overdose of 
sleeping pills, but the possibility that she had a 
heart attack was also considered.’ 


RESULTS 

Table II contains the frequencies with which 
the parents of the probands were assigned to the 
various categories of mental disorder. ‘The cases 
are categorized by the sex of the proband and 
the parent. The numbers enclosed in parentheses 
indicate the number of preceding cases in which 
both parents were victims of an affective or 
suspected affective disorder. The results are 
presented with the probands classified separately 
according to both the hospital’s and Winokur’s 
diagnostic criteria. ` 


DISCUSSION 
Whether one uses the hospital diagnosis or 
that based on standard criteria, and whether 
one uses a strict or a broad definition of parental 
affective disorder, there is no dearth of father- 
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son compared to other parent-child pairs. Nor 
are the findings significantly altered when one 
excludes cases of ambiguous transmission where 
both parents were victims of an affective or 
suspected affective disorder. Twenty-five per 
cent of the parents had either died before age 
6o or had not yet reached that age; they had 
therefore not completed the period of risk for 
manic-depressive illness. Since the number of 
such parents did not differ significantly among 
the four parent-child combinations, this should 
not have been the source of any systematic bias 
influencing a particular parent-child pairing. 

As in previous studies of this subject, the 
evidence for paternal affective illness and 
absence of maternal illness is not as convincing 
in some cases as it is in others.* However, in 
the present state of knowledge it would be 
arbitrary if not circular reasoning to conclude 
that most cases of apparent father to son 
transmission were due to undetected illness in 
the maternal line, to doubtful paternity, or to 
diminished penetrance and expressivity. 

Table II reveals that depression rather than 


* To permit the reader to apply his own standards of 
evidence, and to facilitate comparisons with past and 
future investigations, case histories of each of the 11 
father-son pairs are available from the author. 


TABLE II 
Frequency of mental disorders in parents of manic-depressive probands according to sex of proband and parent* 


Hospital criteria 
Male probands Female probands 


Fathers Mothers 


Mania and depression 
Depression 
Suicide a 
Possible affective disorder N 
All cases 
Diagnosis unknown or uncertain 
Non-affective mental disorder 
Anxiety neurosis 
Schizophrenia .. 
Presenile dementia 
Drug addiction 
Alcoholism .. ee 


m 


mOoO0 oO 


Fathers Mothers 


Winokur criteria 
Male probands Female probands 


Fathers Mothers Fathers Mothers 


= = = N= = (N= 
100) 100) 69) 69) 66) 66) 
I O O 5 (1) I O 
50) un(a) 5) 30) 20) 60) 
3 (1) 2 2 I I I 
3 I (1) I a 2 I 
12(2) 14 (2) 10(3) rol) 60) 80) 
2 I I (1) 5 (1) 2 O 
I I o o I O 
2 O o o 2 o 
I o o o I o 
O O I o o O 
12 3 6 8 ®9 3 


* Numbers in parentheses indicate number of preceding cases where both parents affected. 
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mania is the most common finding among the 
affected parents. This is contrary to Perris’ (9) 
finding that the unipolar and bipolar types 
“breed true’, but is in accord with the discovery 
_of an excess of depressives by other investigators 
(3, 16). The disparity may be due to Perris’ 
highly restrictive definition of unipolar illness, 
which requires three distinct episodes of de- 
pression. 

Taylor and Abrams (14) found that manic 
. probands with age of onset under 30 years had 
significantly more affected parents than those 
with onset over 30. Goetzl, Green, Whybrow 
and Jackson (3) failed to confirm this. Table ITI 
presents the distribution of parents with affective 
or suspected affective disorders (treated, suicide, 
possible) with the probands divided into the 
two age groups. The results are ambiguous. 
When the probands are diagnosed by hospital 
criteria, the difference approaches significance, 
but it does not when Winokur’s diagnostic 
criteria are used. 

In commenting on the apparent contradic- 
tion between their more recent and earlier 


studies, Winokur, Clayton and Reich (16) made 


Tas IIT 
Ill parent-ill child pairs for early and late onset proband 
groups 


Onset of affective illness 


Early Late 
(<30 yr.) (30+ yr.) 
Pairs with both —————. —_______ x2 
members ill Total No. Total No 
: pairs ill pairs ill 
Hospital criteria 
Father-son .. 38 5 62 6 
Father-daughter 936 6 64 6 
Mother-son . 38 4 62 4 
Mother-daughter 36 6 64 8 
Totals .. 148 24 252 24 3°48* 
Winokur criteria 
Father-son .. 30 5 39 5 
Father-daughter 23 2 43 4 
Mother-son .. 30 7 39 3 
Mother-daughter 23 2 43 6 
Totals .. e- 106 16 164 18 0° 86* 


* -05 = 3°84; 10 = 2°71. 
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the following observations: ‘A previously re- 
ported family history study indicated that if 
one investigated a mixed group of affective 
disorder probands (composed mainly of de- 
pressive probands) the finding of father-son 
transmission was common. It is only when one 
studies manic probands and their families that 
father-son transmission is absent.’ The same 
reason might have been advanced to explain 
Slater’s findings, although neither Winokur nor 
Slater presented their data in sufficient detail 
to allow the reader to test the hypothesis. 
However, the results of the present study, which 
was limited to bipolar cases and which applied 
Winokur’s own criteria of illness to the pro- 
bands, does not support this explanation. 

Winokur’s findings are also at variance with 
other reports. Perris (9) studied the families of 
138 bipolar cases of manic-depressive illness in 
Sweden. In his first report he did not provide 
detailed information on the parent-child pair- 
ings by sex where the proband was the child 
(primary case). However, he did provide this 
information based on the children of the 
probands. Many of these children had not yet 
lived through the period of risk for the illness, 
so there was room for a considerable margin of 
error. Nevertheless, he reported the following 
pairings, which do not support X-linked trans- 
mission : father-son 6, father-daughter 7, mother- 
son 1, mother-daughter 2. In a later report (10) 
based on the same sample, but including both 
primary and secondary cases, Perris reported 
these pairings: father-son 13, father-daughter 22, 
mother-son 2, mother-daugher 8. 

Fieve, Mendlewicz and Fleiss (2) in presenting 
their findings on linkage with the Xg blood 
group acknowledged that there were g father-son 
pairs among their 120 bipolar manic-depressive 
probands, but provided no information on 
the other parent-child pairings. In a study 
of 50 manic probands treated at a muni- 
cipal hospital in New York City, Taylor and 
Abrams (14) reported these pairs: father-son 1, 
father-daughter 1, mother-son 12, mother- 
daughter 9. The comparative absence of both 
father-son and father-daughter pairs is not 
expected in X-linked transmission. Interpreta- 
tion of their data is further complicated by their 
inclusion of three-generation pairs, possibly on 


BY ARMAND W. LORANGER 


a selective basis. Finally, Goetzl et al. (3), at 
the Dartmouth-Hitchcock Mental Health 
Center in New Hampshire, discovered these 
pairings in their sample of 19 male and 20 
female bipolar probands: father-son 2, father- 
daughter 3, mother-son 3, mother-daughter 4. 
Among the progeny of the probands themselves, 
many of whom had not yet lived through the 
period of risk, there were 2 father-son, 5 father- 
daughter, 2 mother-son, and 4 mother-daughter 
pairs. 

Winokur’s findings on the comparative 
absence of father-son relative to other parent- 
child pairs are thus conspicuously at variance 
with several published reports. The reasons 
for this are not readily apparent. The present 
study and that of Fieve et al. used Winokur’s 
diagnostic criteria in identifying the probands, 
while Taylor and Abrams, and Goetzl et al. 
used criteria similar to Winokur’s. The presence 
of affective disorder in the parents was ascer- 
tained by Winokur and Fieve et al. through 
family informants, and in an unspecified 
number of cases by examination of the parents 
by the authors themselves. Perris used registries 
of mental] illness, Goetz] et al. the probands and 
a questionnaire sent to relatives, ‘Taylor and 
Abrams the probands themselves. The present 
study employed the probands and at least one 
other family member, at times the parents. 

In our investigation the family history data 
were collected by many different clinicians 
during the course of their assessment and 
treatment of the probands. Although it was not 
their intention to gather information for re- 
search purposes, it was standard hospital 
procedure to insist that all records should 
include information about family members, 
particularly mental illness in the parents. The 
information was not uniformly comprehensive, 
but there is no reason why any deficiencies in 
recording should have systematically affected 
any particular parent-child pairing. Indeed, the 
method even proved to have one hidden 
advantage. The data were collected before the 
X-linkage hypothesis became widely publicized, 
and by individuals with no unconscious invest- 
ment in confirming or refuting it. 

The direct examination of the parents of the 
probands has the advantage of providing a 
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more sensitive and comprehensive evaluation 
of their status. However, it might have the 
corresponding disadvantage of being susceptible 
to a negative ‘halo’ effect. It is conceivable 
that an investigator’s knowledge that he is 
dealing with a parent whose offspring has an 
affective disorder might lead him to attach 
undue significance to marginal symptoms and 
signs. ‘This would produce a generally 
heightened incidence of illness in parents 
compared to a more rigorous definition of 
illness, which might require that the parents 
had actually been treated. As a matter of fact, 
Winokur’s morbidity rates for relatives of 
manic-depressives are about three times the 
size of those reported in the majority of other 
investigations. This possibly inflated rate need 
not have influenced the comparative rates found 
in the various parent-child combinations; how- 
ever, an investigator who had a preconceived 
hypothesis related to X-linkage might be 
susceptible to minimizing the signs of ill health 
in the fathers of male probands. Although this 
would seem possible in marginal cases, it seems 
unlikely to have occurred in the more obvious 
cases where the father was actually treated for 
an affective disorder. Apparently Winokur and 
his collaborators rarely encountered such cases. 
The fact that Fieve et al. (2) also directly 
examined some of the parents of their probands, 
yet reported many instances of father-son 
transmission, would indicate that such a bias 
need not be operative. 

The support for X-linkage does not rest en- 
tirely on the alleged absence of father to son 
transmission. As noted above, there is also 
mounting evidence for linkage with such esta- 
blished X-linked traits as colour blindness and 
the Xg antigen. However, as Fieve et al. (2) 
have rightly observed, the probability values 
associated with the findings are many magni- 
tudes smaller than those found in studies of 
well-established X-linked traits. This would 
indicate that the results should be viewed as 
tentative and promising rather than definitive. 

Winokur’s claim that ‘much, if not all’ 
manic-depressive illness is transmitted on the 
X chromosome is premature. A more defensible 
position would be that there is fhcreasing evi- 
dence for such inheritance in certain family 
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pedigrees. Whether such families constitute only 
a small minority or a substantial majority of 
manic-depressives remains to be determined. 
Additional types of genetic transmission are 
likely. The possibility that environmental factors 
may play a critical role in some cases is also still 
a reasonable hypothesis. McKusick’s (6) com- 
ments on X-linkage in general are particularly 
pertinent: ‘A risk which is carried by lists such 
as the catalogue of X-linked traits is that the 
uninformed will conclude that a particular trait 
named therein is always hereditary or is always 

X-linked. The heterogeneity of genetic disease 
and the occurrence of environmentally deter- 
mined phenocopies of genetic disease are funda- 
mental principles of medical genetics.’ 
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introducing Redeptin. 
A new approach to the treatment 
of schizophrenia. 


‘Redeptin’ provides a new approach to the 
treatment of schizophrenia. An inherently 
long acting, potent neuroleptic which has 
few side effects, and is effective for 
approximately seven days, when given by 
injection. 

‘Redeptin’ is given in the active form, 
is long acting and does not rely on 
hydrolysis after an injection to release 
active drug. Its action in each patient is 
remarkably reproducible. 

Once dosage has been titrated its 
therapeutic effect should be predictable 
week after week. 










Redeptin’ (so ri lene) is a » diph enylb i ; ipip ri ine 
| hich are essent ally different fro from th 


reproducible oe after week inthe same patient. 





Exi they occur, 
are > limited tothe first two days 
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A double blind trial demonstrated that side effects are fewer and more predictable 
with ‘Redeptin' than with fluonenazine enanthate (2). 
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Action | 

‘Redeptin’ uspiriene) is a major tranquil- 
lizer of the diphenylbutylpiperidine group 
with a mildly alerting action. It is slowly 
absorbed after intramuscular injection. 
Detectable blood levels are reached within 
4 hours of injection, and the antipsychotic 
action usually lasts for about a week, with 
arange of 5 to 15 days. 

indications 

‘Redeptin’ is recommended for the treat- 
ment of schizophrenia, and has proved 
especially useful for maintenance therapy. 
-It is of particular value in patients who are 
unreliable in taking oral medication. 





Dosage 

Adults only: The recommended starting 
dose is 2 mg a week by intramuscular 
injection; this may be increased by 2 mga 
week according to response. The main- 
tenance dosage for most patients is from 
2 to 8 mg a week, but some may require up 
to 12 mg a week. Dosage should not 
exceed 20 mg a week. 

Administration: Before administration the 
container should be shaken well. 

Adverse reactions 

When side effects occur, they are usually 
limited to the first two days after injection. 
Extrapyramidal reactions, especially 
dyskinesia and akathisia but also tremor 
and salivation, may occur within 6 to 12 
hours after injection and usually disappear 
within 48 hours; they can normally be con- 
trolled by reduction of dosage or by the use 
of anticholinergic antiparkinsonism drugs. 
Other reactions reported include fatigue, 
upper gastro-intestinal symptoms such as 
nausea and vomiting, drowsiness, insom- 
nia, restlessness, excitement, anxiety, head- 
ache and sweating. There have also been 
occasional reports of blurred vision, mild 
hypotension, dizziness, rash and EEG and 
ECG changes. |Inasmall number of patients 
side effects may become progressively 
more marked over a period of weeks or 
months; these signs of accumulation can 
be eliminated by omitting one in 4 or 5 
weekly injections 
Cautions — is 
Patients who drive or operate machinery 
should be warned of the possibility of 
drowsiness. | 
Known epileptics shoul 
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unless essential especial 
trimester. , 
Contra-indications © 
Do not use in patients who have suffered 
uncontrollable adverse effects during 


previous treatment with diphenylbutyl- 


piperidine derivatives. > 

Overdosage 

In the unlikely. event of accidental over- 
dosage, signs and symptoms are likely to 
be predominantly extrapyramidal, possibly 
with some excitation. Treatment would 
consist of supportive and symptomatic 
measures. Extrapyramidal symptoms 
should be treated with a barbiturate, or in 
more severe cases parenteral dipnen- 
hydramine or amore potent anticholinergic 
antiparkinsonism drug. The long-acting 
properties of the presentation should be 
borne in mind. - 

Pharmaceutical precautions 
‘Redeptin’ ampoules and vials should be 


stored at room temperature and protected” 


from light. 

Legal category 

For prescription only 

Presentation 

Each ampoule or vial of ‘Redeptin’ con- 
tains an opalescent white aqueous sus- 
pension containing 2 mg fluspirilene in 


= eacht mi. 


‘Redeptin’ ampoules, each containing 
either 2 mg fluspirilene in 1 ml or 6 mg in 
3 mi, are available in boxes of 10. 
‘Redeptin’ vials, each containing 12 mg 
fluspirilene in 6 ml. are available | in packs 
of 5. 

Product licence number 

0002/0056. 
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Validation against Psychiatric Diagnosis and Discharge from Hospital 
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t; By A. H. PATTIE and C. J. GILLEARD 


Summary. This paper represents part of an investigation designed to establish 
the validity of the Clifton Assessment Scale (a brief psychogeriatric assessment 
procedure) and the Stockton Geriatric Rating Schedule. One hundred consecutive 
admissions over the age of 60 were assessed soon after admission to the acute 
wards of a psychiatric hospital. The results indicated a close relationship 
between the scores and psychiatric diagnoses. Outcome was differentiated in 
terms of discharge home or of transfer to psychogeriatric and to other non- 
psychogeriatric wards, and significant differences were obtained between 
groups. The assessment procedure had predictive validity comparable with 
other reported procedures, with the advantages of brevity and test acceptability 


for an elderly population. 
% 


INTRODUCTION 

' The present paper represents part of a study 
designed to establish a brief reliable procedure 
. for psychogeriatric assessment. Previous studies 
‘of, cognitive functioning in the elderly have 
tetided to concentrate on evaluating a number 
of fairly lengthy tests (Savage, 1972; Kendrick, 
1972; Irving et al., 1970) which are difficult to 
adminjster on a routine basis. Even the shortest 
of suggested test batteries appear to result in a 
number of patients being unable to complete 
them (Meer and Baker, 1965). Consequently it 
was decided to apply a much briefer procedure, 
and to evaluate its validity in terms of diagnosis 
and prognosis. 

The test itself, the Clifton Assessment Sche- 
dule (C.A.S.) was originally devised as a brief 
measure of psychological functioning on a 
chronic psychiatric patient group (Pattie et al., 
1975). Further use. suggested its value with 
elderly patients, and since late 1973 the test 
has been routinely atiministered to all patients 
over 60 admitted to the acute psychiatric wards 
of: ‘Gilifton Hospital: In addition, a Stockton 
Géfiatric Rating Scale (S.G.R.S.) (Meer and 
Baker, 1966), has been filled in by the nursing 
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staff for the majority of the patients. The 
present paper is concerned with the relationship 
of the obtained scores to psychiatric diagnosis 
and to the short-term outcome of admission to 
hospital. - 

The test (see Appendix) consists of a 12-item 
Information/Orientation subtest, a brief Mental 
Abilities test, and a psychomotor performance 
test—-the Gibson Spiral Maze eee admi- 
nistration and scoring). 


PROCEDURE 
Assessments were carried out weekly, patients 
normally being seen 3-10 days after admission. 


- Nurses based in the Psychology Departmentwere 


trained in administering the C.A.8.; they 
tested the patients and recorded date of birth, 
date of admission, case-note diagnosis, and other 
relevant data. The ward staff were asked to 
rate the patients on the 8.G.R.S. during that 
week. 


Validation group 

The first 100 consecutive admissions tested 
were chosen as the validation group. A small 
number of patients with major sensory defects 
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and those whose physical condition or gross 
level of dementia necessitated immediate transfer 
to the infirmary wards were excluded from the 
assessment scheme. ‘here were 30 men and 70 
women in the sample, with an age range of 
60-96 years (mean 71'4 years). Sixty-seven of 
the patients had a case-note diagnosis of a 
functional disorder (48 affective states, 16 
schizophrenic illness and 3 neurotics) and 33 
had a diagnosis of dementia. $.G.R.5S. ratings 
were obtained for 72 of the 100 patients. 


RESULTS 
Relationship with diagnoses 
Table I shows means and standard deviations 
- for the two diagnostic groups (functional and 
organic). There were no significant differences 
between the sexes on any of the variables, and 
therefore data for males and females have been 


_ , combined. T-tests were applied to the difference 


between the means of the functional and organic 
groups and the level of significance is shown 
below. 

All the C.A.S. subtests and the S.G.R.S. 
“ showed significant differences between func- 
tional and organic groups, and the differences 
were significant even when numbers were 
reduced by analysis of each sex separately. It 
was considered important, however, to investi- 
gate the classificatory power of each of the 
variables in order to determine the usefulness 
of the test in the individual case. Cut-off points 
were chosen to minimize the total number of 
misclassifications, and the results are shown 
below. 

As can be seen from Table II, the most 
satisfactory separation of the two diagnostic 
groups was achieved using the scores from the 


r 
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Information/Orientation subtest, whereby 92 
per cent of the patients were correctly classified. 
Comparison with other studies employing longer 
batteries of tests (Kendrick, 1965; Irving et al., 

1970) suggësts that the present test succeeded 
equally well in correctly identifying the diag- 
nosis, while the shorter testing period reduced 
fatigue and loss of patients due to ‘untestability’. 

Furthermore, in comparing the original ad- 
mission diagnoses with the case-note diagnoses 
used in this study it was found that 13 of the 
patients had their diagnosis changed after 
admission, either from functional to organic (9) 
or vice versa (4). In 12 of these 13 cases the 
Information/Orientation score correctly re- 
flected the direction of the change, although the 
results were not available to the consultant 
concerned. The other two C.A.S. subtests and 
the S.G.R.S. were somewhat less successful in 
their classificatory power, but all three improved 
substantially on the base-rate incidence of the 
two diagnostic categories. “The superiority of 
the Information/Orientation subtest for this 
purpose was probably predictable in view of the 
many studies which have demonstrated the 
value of orientation tests in the diagnosis of 
dementia (Blessed and Tomlinson, 1965; Cope- 
land et al., 1975). In the context of the present 
study this subtest provided a high degree of 
concurrent validity for the assessment procedure. 


Relationship to discharge from hospital 

The next stage was to investigate the pre- 
dictive utility of the test results, and to this end 
the original sample were followed up three 
months after their admission in order to 
establish the outcome of their admission to 
hospital. 


TABLE I 
Relationship of patients’ scores to diagnoses 





eines Functional Significance 
n = n = 67 level of t-test 
Mean ŠD) Mean (SD) 

Age . 74:6 (+8-9) 69:8 (-+7°5) “Ol 
Information/orientation 4°7 (2'7) 10°1I (+i 5 < ‘O01 
Mental ability í 6°7 ee 9°6 (2-0 < OOo! 
. Psychomotor performance 3:2 (+93°5) 8-0 (43° hs < 'OO0I 
Stockton geriatric rating scale 28-0 ae 4) (n= 24) 19°9(+7°5) (a = 48) <‘OOI 
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TABLE IT 
Classification of psychiatric diagnoses by C.A.S. data 








Cut-off points 
Informationjorientation .. 38 <7 
Functional ee pi 62 5 
Organic T ms 3 30 
Mental ability .. . SORT 
Functional ol ue 60 7 
Organic Gs pa 16 17 
Psychomotor performance... 26 <5 
Functional ni ni 51 16 
Organic iy i; 6 27 


Stockton geriatric rating scale <20 321 





Five of the patients had died within this 
period and 3 had been placed in residential 
accommodation. Of the remaining 92, 55 had 
returned to their home address, 24 had been 
transferred to long-stay psychogeriatric wards, 
and a further 13 remained in hospital on either 
the admission or the medium-stay (non- 
psychogeriatric) wards. Table III presents the 
means and standard deviations of those dis- 
charged home and those remaining in hospital; 
and Table IV this latter group subdivided into a 
“psychogeriatric’ group and a ‘non-psycho- 
geriatric’ group. 

As the results show, there is a highly signifi- 
cant difference between the major two groups’ 


Functional 23 M Al 7 (n = 72) scores on all the C.A.S. subtests and also on the 
Organic ae ja 5 19 S.G.R.S. Patients who are discharged home 
within three months are significantly younger 

: TABLE II] 


Relationship of patients’ scores to discharge at three-month follow-up 


Discharged Remaining 
home in hospital Significance - 
(n = 55) (n = 37) level of t-test 

Mean (SD) Mean (SD) (p) 
Age .. 68- ae 1) 73°8 (49-7) <r 
Information/orientation 9°8 (+2-2) 6-3 (+3°4) < ‘Oo! 
Mental ability st -- 9:8(+1-7) oa °3) <-OO1 
Psychomotor performance . 8-1 (+3°-7) 4'6 (+3°9) <-00! 
Stockton geriatric rating scale 14°7(+7°6) (n= 41) 22-9 ae 8) (n = 25) <-00! 

Tase IV 
Relationship of patients’ scores to placement on psychogertatric wards at three-month follow-up 
Transferred to Remaining in 
psychogeriatric non-psychogeriatric Significance 
wards wards level of t-test 
n = 24) (n = 13) | (p) 

Mean (SD) Mean (SD) 
Age .. i .. 75°3 (410-2) 71°3 (48:3) n.8, 
Information/orientation 5°3 (+3:3) 8-0 (-+2-9) < -05 
Mental ability i .. -6:5 eee g:1 (41°9) <-O1 
Psychomotor performance ..  4°1 (+471) 575 (43°6 e P5 
Stockton geriatric rating scale 27°8 ee 2) (n = 14) 15°0(48-3) (n = 11) <-001 
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are less disorientated, show less impairment in 
basic abilities and have a higher degree of 
psychomotor proficiency, and exhibit less ob- 
servable behavioural disabilities. The high level 
of significant differences obtained suggests 
that the assessment procedure is of useful 
prognostic value, using as the criterion discharge 
to home address. 

However, when Table IV is considered it 
can be seen that there are significant differences 
between the two groups who remained in 
hospital at three-month follow-up. Patients who 
were transferred to the psychogeriatric wards 
were significantly more disorientated, showed 
greater loss of basic abilities and exhibited a 
considerably greater degree of behavioural 
handicap than those patients who while remain- 
ing in hospital were not transferred to the 
psychogeriatric wards. This latter group did 
not in fact differ significantly on the mental 
abilities subtest or the S.G.R.S. from those who 
were discharged home. They seemed, however, 
to show somewhat more disorientation (t = 2*1, 
p < +05) and particularly, lower psychomotor 
performance (t = 2:7, p < -01) when com- 
pared with the discharged group. 


Discussion 

The results suggest that the present assess- 
ment procedure demonstrates a satisfactory level 
of concurrent and predictive validity when 
psychiatric diagnosis and outcome of admission 
to hospital are employed as the criteria. 
Although the Information/Orientation subtest 
proved to be the most effective test in discrimi- 
nating between the diagnostic groups, it is clear 
from consideration of the outcome results that 
the procedure as a whole is useful in helping 
to identify the level and extent of care a patient 
is likely to require. Although there are consistent 
and significant differences between patients 
returning home and those remaining in hospital 
in psychogeriatric wards, the results suggest 
that other factors may be operative in deciding 
which patients should remain in non-psycho- 
geriatric wards within the hospital. Patients of 
this group appear to show a similar level of basic 
abilities and behaviour to that of those who go 
home, but thty show slightly more impairment 
of orientation and psychomotor ability, suggest- 
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ing that these two criteria may have been 
relevant in determining the decision about the - 
patients’ future care. In general, transfer to 
psychogeriatric rather than other wards seems 
to be determined to a large extent by the degree 
of behavioural disability observed, although 
this group also showed poorer performance in 
most of the areas covered by the G.A.S. test. 

Further work is now in progress to provide 
cross-validation of these results and to extend 
the range of assessment to other groups of 
elderly people receiving some degree of care 
outside of the hospital service. The work so far 
suggests that one of the most promising applica- 
tions of the G.A.S. may be in differentiating 
levels of functioning in different groups of 
elderly people in the community and in the 
hospital. 
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Appendix 
Description of the Clifton Assessment Schedule 


A sample of the test form employed, excluding the Gibson Spiral Maze, is given below. Anyone who is interested in using 
the test is invited to contact the authors for details of administration. 


Name: 
Ward/place: 
Occupation: 


4 
Date: Name: 
iai + =æzæzsazstèóvusgeaesrzzsseaesavvsrnyrrsreazessarzrseoertyvyoteetobsttsantrrnnae nM‘ 


Information and orientation 


Name: Hospital/address: Colour of British flag: 
Age: City: Day: 
D.o.B.: P.M.: Month: 
Ward/place: U.S. President: Year: 
Score : 
Mental ability: ` 
Count 1-20 T: E: Alphabet T: E: 
10 s¢c3—no errors 93 10 secs—no errors $ 
30 Secs—no errors 2 gO secs—no errors 2 
gO secs—1 error 1 gO secs—I error I 
o o . 
d` 
Write name: Reading: 
Correct and legible 2 10 words or more 3 
Can write but not correctly 1 6-9 words 2 
Not able to 0 1—5 words I 
o words o 
Score: 


Anne H. Pattie, M.A., A.B.Ps.S., Principal Clinical Psychologist, Clifton Hospital, York 
Christopher J. Gilleard, B.A. (Econ), M.Sc., Clinical Psychologist, Clifton Hospital, York 


(Received 1 April 1975) 
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Methods of Assessment of Drug Administration in a 


Psychiatric Hospital 


By BRIAN R. BALLINGER, ANNA C. RAMSAY 
and MICHAEL J. STEWART 


Summary. Previous studies have shown varying rates of discrepancy in drug 
administration in psychiatric hospitals, and the present survey attempted to 
elucidate this problem further, using two methods of investigation simultaneously. 

Two wards in a psychiatric hospital and one ward in a mental subnormality 
hospital were studied. Urine specimens were tested for psychotropic drugs, and 
ward drug rounds were observed to detect discrepancies in administration. 

Of the 266 instances of drug administration tested for in urine specimens, 
prescribed drugs were not detected in 7-9 per cent of cases and non-prescribed 
drugs were found in another 29 instances. Observation was made of 3,689 
instances of drug administration, and in 1-7 per cent of these the drug was not 
given or taken as prescribed, whereas no instances of ingestion of non-prescribed 
drugs were observed. The reasons for the discrepancies and the different results 


obtained by the two methods are discussed. 


- 
. 
‘hai: 
» 
» 
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+ 


INTRODUCTION 

There has recently been much concern about 
the accuracy of drug administration, and it has 
been shown that discrepancies may occur in 
psychiatric hospitals. Methods of study of this 
problem have included urine testing for drugs 
(Hare and Wilcox, 1967; Ballinger et al., 1974) 
and direct observation of drug rounds (Watt 
et al., 1973; Greene, 1973). Hare and Wilcox, 
and Ballinger et al., failed to detect prescribed 
psychotropic drugs in the urine of approxi- 
mately 6 per cent of psychiatric patients investi- 
gated, whereas on other occasions non-prescribed 
drugs were detected. Some recent studies in 
psychiatric hospitals using direct observation of 
ward drug rounds have shown a lower propor- 
tion of discrepancies, varying from 0-36 per cent 
of instances of administration in the study of 
Watt et al. to 1-6 per cent in the report of 
Greene. 

The present study was an attempt to deter- 
mine whether the discrepancy rate obtained by 
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observation would prove lower than that de- 
tected by urine testing when both methods were 
applied to the same population simultaneously. 
A further check on drug administration was 
provided by the drug administration recording 
sheets in use (Crooks et al., 1967). 


METHOD 

Patients were studied in three wards. Ward A was 
an acute female admission ward (30 beds) in a psy- 
chiatric hospital, Ward B was a long-stay ward (38 
beds) of female geriatric and chronic psychotic 
patients in a psychiatric hospital, and Ward C was a 
ward of severely subnormal females (50 beds) in a 
mental subnormality hospital. Ward A was studied 
on two successive weeks and Wards B and C on four 
successive weeks. 

Urine specimens were collected from all patients 
who on the day of study were receiving a drug or 
drugs which could be detected by the methods 
used, provided the patient was capable of providing 
a urine specimen. Urine specimens were collected 
once from each patient during each week of the study 
for that particular ward, and in all 181 specimens 
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were collected from 64 patients. A clean 100 millilitre 
specimen of urine was collected from each patient at 
6.30 am. The following drugs were tested for: 
phenothiazines; tricyclic antidepressants; pheno- 
barbitone; primidone; phenytoin; benzodiazepines; 
chloral derivatives; salicylates; paracetamol. 

A standard series of tests was applied to each urine. 
Most of the methods are available in routine clinical 
chemistry laboratories, and the tests were designed 
to provide the maximum number of overlaps to 
improve the selectivity. No attempt was made to 
estimate levels of drugs quantitatively, and false 
positives and negatives were only reported if clear-cut. 

The colour tests of Forrest and Forrest (1957) were 
used to test for phenothiazines and imipramine 
respectively. Imipramme was confirmed by the 
method of Lemontey et al. (1970), and an ultraviolet 
screening procedure was used for the confirmation of 
phenothiazines and amitriptyline (Tompsett, 1968a). 

Phenobarbitone was detected by the gas liquid 
chromatographic (GLC) method of Leach and 
Toseland (1968) and primidone and phenytoin by a 
method modified from that of Gardner-Thorpe et al. 
(1972). Fujiwara’s test was used for chloral com- 
pounds, and the colorimetric method of Tompsett 
(1968b) was adopted for benzodiazepines. Para- 
cetamol was detected by the standard screening test 
for p-aminophenol (Meade et al., 1972) and the ferric 
chloride test was used for salicylates. Thin-layer 
chromatography was used for the detection of one 
component in a mixture of drugs (Berry and Grove, 
1971). 

Information about current drug treatment was 
obtained from the single current ward prescription 
sheets, and the use of ‘as required’ drugs was checked 
by making an enquiry immediately after dispatch of 
the urine specimens and by examining the drug 
administration recording sheets (Crooks et al). 
Apparent discrepancies accounted for by the drug 
administration sheets were excluded. 
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Observation 

Drug rounds were observed by a research Charge 
Nurse with special experience in drug administration 
(A.R.). One to three drug rounds per day were 
observed at various times of day and night in the 
wards, and 3,687 instances of drug administration 
were observed during 203 drug rounds. Local 
applications were excluded from these figures, as 
they were often administered at other times. Drug 
administration was observed for 98 different patients, 
and these included some individuals who were unable 
or unwilling to provide urine specimens or who were 
receiving drugs which could not be detected in the 
urine by the laboratory methods in use. 

The results of urine testing and observation of drug 
rounds were checked against the recordings of drug 
administration on the recording sheets. 


RESULTS, 
1. Urine testing 

The number of urine specimens tested was 
181, and discrepancies occurred between drugs 
prescribed and drugs detected in 44 of these 
(24 per cent). The proportion of specimens with 
inconsistencies varied between the various wards 
(Table T). Discrepancies occurred at least once 
in the urine of 29 out of the 64 patients whoik:- 
urine was tested. Some inconsistencies were not’ 
persistent, but 8 patients had a discrepancy on 
each occasion a urine specimen was collected, 
including 3 individuals who provided 4 speci- 
mens. 

In the 266 instances of drug prescription 
tested for, prescribed drugs were not detected in 
21 cases (7:9 per cent), and non-prescribed 
drugs were detected on another 29 occasions. 
Prescribed drugs not detected were nitrazepam, 
phenothiazine and phenytoin (all on six 


TABLE I . 
Urine testing and observation in diferent wards 





Urine testing Observation 
Ward Total No. of A Observed No. of % 
specimens discrepancies discrepancies instances discrepancies discrepancies 
A cx 38 20 53% 700 42 6-0% 
B.. 67 19 28% 1,177 16 1°4% 
C “6 5o 7% 1,816 4 0:2% 
Total 181 44 24% 3,687 62 1:7% 
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occasions) and chloral, tricyclic antidepressant 
and diazepam (one occasion each). Non- 
prescribed drugs detected were chloral (14), 
analgesics (8), tricyclic antidepressant (5), 
phenytoin (1) and phenobarbitone (1). 

Discrepancies occurred in urine specimens in 
all diagnostic groups, but these were rather 
fewer in the mentally subnormal patients (5 out 
of 76 specimens, or 7 per cent) than among the 
mentally ill (39 out of 105 specimens or 37 per 
cent). 


2. Observation of drug rounds 


This observation covered 3,689 instances of 
drug administration, and in 62 of these (1-7 per 
cent) the drug was not given or taken as 
prescribed. In 21 of these cases a prescribed 
drug was deliberately withheld by the nursing 
staff, but the staff did not appear to be aware of 
17 other instances of omission. On two occasions 
the wrong dose was given, in one instance an 
. extra dose was given, and patients were seen to 
` refuse drugs 21 times. In another 137 instances 
not included in the above total the patient was 
not seen to take the administered drug, and 
there was at least some suggestion that it was 
not swallowed. No instances of the substitution 
of one drug for another were noted. 

The numbers of observed discrepancies in 
terms of instances of drug administration on 
various wards are shown in Table I. 

Drug administration was observed with 98 
different patients, and discrepancies were noted 
on at least one occasion in 26 of these (27 per 
cent). With a further 12 individuals there was 
some doubt about whether drugs were swallowed. 
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3. Comparison of discrepancies observed and 
discrepancies detected by urine testing 

An attempt was made to compare discre- 
pancies seen by observation of ward drug rounds 
and those detected by urine testing. Information 
was lacking in some cases, as for practical reasons 
it had not been possible to collect urine from 
all patients on every day, nor to observe every 
ward drug round during the study period. 

The 50 instances of prescription where dis- 
crepancies were found on urine testing were 
checked against observation records (‘Table IJ). 
In 39 cases no discrepancy had been observed, 
whereas an error had been noted on observation 
in only 5 instances (information was lacking in 
the other 6 cases). 

It was only possible to compare 7 of the 62 
observed discrepancies with urine results, as 
urine testing was not performed daily and did 
not cover all drugs. Five of these were confirmed 
by the uriné results, and all of these were 
instances in which a drug was not detected and 
there had been considerable doubt as to whether 
the patient had swallowed the medication. 


4. Correlation of observation records and drug 
administration sheets 

The drug administration record described by 
Crooks et al. consisting of separate prescription 
and recording sheets was in use in the wards 
studied. Of the 62 definitely observed instances 
of discrepancy with the prescription sheet, some 
discrepancy was present in the administration 
records on 31 occasions. However, these records 
did not always provide a full explanation of the 
incidents. "a 


; TABLE IT 
Urine discrepancies and observation records 


Positive Negative Total 
discrepancy discrepancy instances % 
in urine in urine discrepancies total 
Discrepancy confirmed by observation 5 5 10% 
Discrepancy not confirmed by observation .. 25 14 39 78% 
No available observation information 4 2 6 12% 
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' DISCUSSION 

The results of urine testing for drugs in this 
survey show discrepancy rates of the same order 
as in other studies, prescribed drugs not being 
detected in 7:9 per cent of instances. Non- 
prescribed drugs werg also found in some urine 
specimens, notably chloral derivatives in 14 
individuals. We have discussed the reasons for 
these discrepancies previously (Ballinger et al.), 
and possible causes include errers in drug 
administration, a failure of patient co-operation, 
laboratory errors, and abnormalities of drug 
metabolism in individual patients. 

The proportion of discrepancies observed on 
drug rounds was very much lower at 1-7 per 
cent of instances of drug administration. This 
figure is similar to that obtained by Greene, 
though higher than that quoted by Watt et al. 
who reported an error rate of 0-36 per cent ina 
hospital using the same system of drug adminis- 
tration. If other cases where there was doubt 
whether the drug was swallowed are included, 
the discrepancy rate in the present survey was 
5'4 per cent. 

There are certain problems associated with 
the observation of drug rounds. With ambulant 
patients it can be particularly difficult to decide 
whether a drug has been swallowed or not. It is 
unlikely that the use of non-prescribed drugs 
outside the time of regular drug rounds would 
be detected. Also, the presence of an observer is 
likely to have had some effect on the behaviour 
of the nursing staff handling drugs. 

It was not possible to make an exact com- 
parison between urine testing and observation 
. results, as methods are not available for testing 
some of the low-dose drugs at therapeutic levels. 
In addition, drugs with slow rates of elimination 
may persist in the urine for several days. Also, it 
was not possible to observe every instance of drug 
administration, nor to test every specimen of 
urine passed. 

Using both types of observation, Ward A (the 
acute psychiatric admission ward) reported the 
most discrepancies and Ward C (the mental 
subnormality ward) the least. All kinds of 
Inconsistency were more frequent with the 
mentally ill patients than with the mentally 
subnormal. It is perhaps not surprising that 
most discrepancies occurred on the acute 
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psychiatric admission ward, given the disturbed 
state of some individuals and the frequency of 
medication changes and weekend leave from 
hospital. 

Some prescribed drugs were not detected in 
the urine in spite of no fault being found in 
drug administration during observation. How- 
ever, it is very difficult to be completely certain 
that a tablet has actually been swallowed by the 
patient. The failure to account for any of the 
non-prescribed drugs detected in the urine by 
observation is not entirely surprising, as it is 
likely that many of these would have been taken 
outside the drug round periods. Only half of the 
observed discrepancies were detected on the drug 
recording sheets, and it must be concluded that 
these sheets do not provide a full record of errors. 

In conclusion, it may be stated that no 
method for the detection of discrepancies of 
drug administration is foolproof, and in research 
work it may sometimes be advisable to use more 
than one. A higher discrepancy rate 1s likely to 
be obtained if urine analyses are carried out ' 
than if observation of ward drug rounds or 
checking of drug administration recording 
sheets are undertaken. 

The testing of urine specimens would appear 
to be the only reliable method of detecting 
non-prescribed drugs. Urine testing is probably 
also more suitable than observation for the 
routine investigation of suspected failure to take 
tablets by individual patients. The pattern of 
drugs and metabolites excreted by an individual 
patient on a constant drug regime reaches a 
reasonably reproducible form even when com- 
plete 24 hour urine specimens are not collected 
(Stewart and Bell, 1975). 
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Academic Psychiatrists 


By PETER BROOK 


Summary. The training experiences of 35 academic psychiatrists first appointed 
in the years 1966-72, obtained by a postal questionnaire, are reported and com- 
pared with those of N.H.S. consultant psychiatrists appointed in the same 
period. The academic group reported less satisfactory training in a number of 
important areas, including psychogeriatrics and work in the community. 
Academics also differ from consultants in their fathers’ socio-economic status 


and educational background. 
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INTRODUCTION 
Previous studies of the background and train- 
ing experience of recently appointed consultants 
in general psychiatry (R.M.P.A., 1969; Brook, 
1972, 1973, 197423, 1974b) have excluded 
psychiatrists who hold honorary N.H.S. con- 
sultant appointments by virtue of their having 
senior academic posts. To make good this 
deficiency a postal enquiry was directed to all 
doctors appointed between 1 October 1966 and 
30 September 1972 to a University or M.R.C. 
post with an honorary contract, and working in 

the field of general psychiatry. 

As with the previous surveys the aims were: 

1. To obtain a nationwide view of the present 
state of psychiatric training and education; 

2. To find out which particular areas of train- 

+ ing and education are least satisfactory; 

3. To gather information about the back- 
ground of the psychiatrists, and to find out 
their views on alternative career possi- 
bilities. 

In the present study it was hoped that, in 
addition to these aims, the survey would show 
whether academic psychiatrists differ in their 
background and in their educational experiences 
from psychiatrists working primarily in the 
N.H.S. (Hereafter for convenience the first 
group will be termed ‘academics’ and the 
second ‘consultants’). 


METHOD 


A questionnaire was circulated to all academic 
psychiatrists holding an honorary consultant 
contract in the U.K. first appointed between 
1 October 1966 and 30 September 1972; lists of 
names were obtained from the D.H.S.S., Scottish 
Home and Health Department and Queen’s 
University, Belfast. If those approached did not 
come within the ambit of the survey—that is, 
that they were first appointed outside these 
dates, did not hold an honorary contract, or 
were specializing in mental handicap, forensic 
psychiatry or child psychiatry—they were asked 
to return a slip indicating why they were not 
eligible. One other ineligible group were those 
holding six or more paid N.H.S. consultant 
sessions, as they would already have been 
surveyed. The same questionnaire, with very 
slight modification, was used as for the two 
previous surveys directed to consultants. 


RESULTS 


Thirty-five questionnaires were returned com- 
pleted by eligible academics, a too per cent 
response. Of the respondents, 5 were Professors, 
3 Readers, 21 Senior Lecturers, 4 of other 
grades, and 2 did not specify their present status. 
All were men. 

Twenty-one (60 per cent) h&d spent the 
majority of their time in the training grades at 
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ACADEMIC PSYCHIATRISTS 


TABLE I 
Fathers’ socio-economic class (percentages) 


Group 1 Group 2 Group 4 Group 5 
Pro- Inter- Group 3 Semi- Un- Armed Cannot 
fessional mediate Skilled skilled skilled forces classify 
Academic psychiatrists 
(n = 35) s 34 34 3I Ei ai a = 
Consultant psychiatrists 
1966—72 (n = 227) .. 40 30 22 5 I I 2 
Maudsley, 79307A 
(n = 26) . - 65 23 4 = = 4 4 
TABLE IT 
Age when father left school (percentage) 
Age in years 
13 or 18 or 
younger 14 15 16 17 older 
Academic psychiatrists (n = 95) .. 23 26 II II 9 20 
Consultants psychiatrists, 1969—72 : 
(n = 105) s$ i II 24 LI 9 14 3I 
All academics (n = I 118) oe bi 20 3I 8 > 10 10 2I 


the Bethlem Royal and Maudsley Hospitals 
(‘Maudsley’ group), nine (26 per cent) had 
trained at undergraduate teaching hospitals 
(“Teaching’ group) and five (14 per cent) were 
products of other types of hospital or had 
trained abroad or in the armed forces (‘Other’). 
Of the 1966-72 consultants, 11 per cent were 
Maudsley graduates and 30 per cent were from 
teaching hospitals. 


Country of birth and qualification 

Five were born outside these isles, of whom 
three had qualified abroad, all in the ‘Old 
Commonwealth’. A similar proportion of the 
1969 consultant group had qualified abroad. 


Parental background 


Tables I and II show some aspects of father’s 
origins and background comparing the acade- 
mics, the consultants, and in additional acade- 
mics of all disciplines medical and non-medical 
(Halsey and Trow, 1971). It will be seen that 
academic pschiatrists more nearly resemble 
other academics than the consultant group in 


respect of their socio-economic background and 
the age when their fathers left school. The 
difference is more marked when the fathers’ 
higher education is looked at. Another facet 
of this discrepancy is the fact that 21 per cent of 
the consultants had at least one medical parent, 
compared with 6 per cent only of the academic 
psychiatrists. 


Taste ITI 
Fathers’ education (percentage) 
No Other 
higher University highér 
education education 
Academic 
psychiatrists 
(n= 35) .. 60 34 6 
Consultant 
psychiatrists’ 
(n = 105) .. 41 38 21 


Stage when decision was made to enter psychiatry 

Overall, there are no great differences 
between academics and consultants as to when a 
career choice was made. 


Career choice determinants 


I, 


2. 
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Academics were asked to indicate the relative 
degree of importance they attached to each of 
14 statements of reasons for psychiatry as a 
career choice (Table IV). The academics’ 
responses are compared with the consultants’ 
‘very important’ and ‘quite important’ reasons. 


Academics attached even less imporance to 
their undergraduate experiences than con- 
sultants in making their career choice, but did 
attach more importance to interest aroused by a 
psychiatrist with whom they had been in touch 
and, not surprisingly, an interest in research. 
oe interesting difference is that a larger 


TABLE wo 


Career choice determinants (percentages) 


Because you felt that psychiatry was 
an important and EOE 
branch of medicine : 
Because of a curiosity about or 
interest in other people, their 
emotions and reasons for their 
actions ss 

Because of an interest aroused by 
psychiatrists with whom you came 
into contact after you qualified, but 
before you went into psychiatry .. 


4. Amember of your family or a friend 


5. 


6. 


was working in the psychiatric field 
Because of an interest aroused by 
undergraduate teaching 

By accident (e.g. only post avail- 
able) 


7. Because of opportunities for re- 


IQ. 


13. 


search 


. Because you wanted to learn some 


psychiatry to broaden your medical 
experience .. 


. Because you felt that a knowledge of 


psychiatry would enable you to 
become a better adjusted person . 
Because you felt that promotion 
prospects were better in psychia- 
try than in other specialties 


. Because of an antipathy to other 


branches of medicine 


. Because of an interest in the work. 


ings of communities and institu- 
tions, particularly their effect on 
people 

A member of} your family o1 or a friend 
had suffered from mental illness .. 


14. Because psychiatry was a specialty 


compatible with family life because 
of less likelihood of long and irre- 
gular hours and disturbed nights . . 


Very 


(n = 35) 


1969 consultants 
Of Irrelevant 


wte 
important Peon secondary or un- Very Quite 


importance important important important 


(n = 125) 
34 3 3 58 28 
40 3 II 39 39 
23 Il 57 14 20 
6 6 8o 2 6 
31 23 40 Q2 24 
3 3 89 5 
31 34 31 17 
14 9 74 Tl 29 
6 17 74 3 14 
Iå 34 5I 6 13 
9 It 80 I 10 
9 20 7! 7 23 
II 83 4 7 

r) 

e 9 gI 3 I4 
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proportion of academics had been influenced by 
having a relative or friend working in the field 


of psychiatry. 


Alternative career choice 


Thirty-one only of the academics answered 
this question. As compared with the consultants, 
academics were more definite in rejecting the 
idea of remaining in a permanent non-consultant 
post, were more prepared to consider switch- 
ing to another specialty, and seemed equally 
determined on emigration if they had failed to 
obtain a consultant post. 


Qualifications and publications 

All the academics had a higher qualification 
(for the purposes of the survey, Membership or 
Fellowship of the Royal College of Psychiatrists 
were not included as higher qualifications), 
This compares with 43 per cent of the con- 
sultants and 88 per cent of the Maudsley group. 
As would be anticipated, a doctorate, which 
was held by 20, is the most commonly obtained 
higher qualification, but 14 had Membership 
of one of the Colleges of Physicians where the 
special or Part III was non-psychiatric. Five 
academics hold the Gaskell Gold Medal, which 
is noteworthy as only one medal is awarded 
each year. 

All academics had published papers, the 
mean figure for contributions of substance being 
34, but the range was large, from 2 to 120. 


ACADEMIC PSYCHIATRISTS 


Training and teaching 
Each academic was asked for his opinion’as 
to the quantity and quality of the training he 
received in thirty areas of training, using a 
three-point rating scale, thus: 
1. Adequate in quantity, adequate consultant 
supervision. 


2. Adequate in quantity, inadequate con- 
sultant supervision. 


3. Inadequate or no experience. 

The results for all thirty areas are not given, 
but only those where academics seemed to 
differ in their experience from the consultants 
or where fields of training seemed particularly 
important. The results are given in Tables 
VI to X. For comparison, figures are given for 
the whole groups of 1966-72 consultants. As 
6o per cent of this group had been at psychiatric 
hospitals and units where training was, overall, 
inferior, a separate grouping was made of the 
consultants who had trained either at the 
Maudsley or at a teaching hospital, and who 
would therefore be more comparable to the 
academics. 

It will be seen that the academics report less 
adequate training in psychogeriatrics and in the 
management of other long-stay patients (Table 
VI) and in rehabilitation (Table VII), ward 
consultations in a general hospital and the 
treatment and management of alcoholism and 
addiction (Table VIII), community work (Table 


TABLE V 
Expressed preferences for career alternatives to a consultant post in general psychiatry (percentages) 
(n = 31 academics, 125 consultants) 


Probably Possibly Definitely no , 
Con- Con- Con- 
Academics sultants Academics sultants Academics  sultants 
Remained in a permanent non- l 

consultant post in general PERY o 18 10 36 57 
Switched to child psychiatry . 3 6 29 41 68 53 
Switched to subnormality .. a o 4 19 20 87 76 
Switched to forensic psychiatry tz 10 5 23 29 68 66 
Switched to psychogeriatrics .. del 6 10 29 2I 65 69 
Switched to another specialty ae 32 6 13 19 55 75 
Gone into general practice .. 6% 6 14 36 42 58 45 
Emigrated perganently z s. 33" 30 37 35 30 35 


* One academic had already emigrated so n for this row == 30. 
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TaBe VI 


Experience and training 
1966-72 Consultants and 1966~72 Maudsley and Teaching totals for comparison (percentages) 





Psychogeriatrics Other long-stay 
1966-72 1966-72 
Academic 1966—72 Maudsley Academic 1966-72 Maudsley 
psychia- con- and psychia- con- and 
trists sultants teaching trists sultants teaching 


(n = 35) (a = 233) (n= 93) (n = 35) (n = 233) (n = 93) 





Adequate in quantity, adequate con- 








sultant supervision .. fg ni 26 43 45 14 46 47 
Adequate in quantity, inadequate 
consultant supervision ee W 26 39 28 26 40 28 
Inadequate or no experience .. Be 49 18 27 60 14 25 
TABLE VII 
4 Other methods of psychological 
Rehabilitation treatment 
1966-72 1966-72 
Academic 1966-72 Maudsley Academic 1966-72 Maudsley 
psychia- con- and psychia- con- and 


trists Sultants teaching trists sultants teaching 
(n= 35) (n = 233) (a =93) (n= 35) (a = 233) (n = 93) 


Adequate in quantity, adequate con- 


sultant supervision .. 23 36 39 46 27 33 
Adequate in quantity, inadequate 
consultant supervision ~ 29 Al a2 26 32. 33 
Inadequate or no experience . i 49 23 29 29 4I 33 
Tase VIII 
i Ward consultations in Treatment and management of 
a general hospital alcoholism and addiction 
1966-72 1966-72 
Academic 1966-72 Maudsley Academic 1966-72 Maudsley 
psychia- con- and psychia- con- and 
trists sultants teaching trists sultants teaching 


(n = 35) (n = 233) (n =93) (n = 35) (n = 233) (n = 93) 


Adequate in quantity, adequate con- 


sultant supervision .. ba Oe 43 61 72 37 47 50 
Adequate in quantity, inadequate 
consultant supervision s sci 23 29 21 40 29 @ 24 


Inadequate or no experience .. a 34 10 | 13 2 26 


J 
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ACADEMIC PSYCHIATRISTS 


TABLE IX 





Teaching—-postgraduate’ 


Community work 











1966-72 1966-72 
Academic 1966-72 Maudsley Academic 1966—72 Maudsley 
psychia- con- and psychia- con- and 
" trists sultants “teaching .* trists sultants teaching 
(n= 35) (m = 233) (n= 93) {n = 35) (n = 293) (n = 93) 
Adequate in quantity, adequate con- +79: v 
sultant supervision .. “zs - JT ¢ AEA 59 — 25 23 
Adequate in quantity, inadequate A 
consultant supervision sa E 6 26 az: 20 19 15 
Inadequate or no experience .. pi 23 26 14 71 56 63 
TABLE X 
Epidemiology Administration 
1966-72 1966-72 
Academic 1966-72 Maudsley Academic 1966-72 Maudsley 
psychia- con- and psychia- con- and 
trists sultants teaching trists  ‘“sultants teaching 
(a = 35) (na = 233) (n =93) (n= 35) (n = 233) (a = 93) 
Adequate in quantity, adequate con- 
sultant supervision .. n T 69 31 43 9 21 17 
Adequate in quantity, inadequate l 
consultant supervision ; 20 16 18 23 24 2I 
Inadequate or no experience .. P II 53 39 69 55 62 





IX) and administration (Table X). Academics 
reported better training only with other methods 
of psychological treatment (Table VII), epide- 
miology (Table X) and the teaching of post- 
graduates (Table IX). 


DISCUSSION 

Academic psychiatrists differ from their 
counterparts who are employed in the N.H.S. 
in their social background, and this is even more 
marked when they are compared with their 
Maudsley contemporaries. The academics did 
not show marked differences in their reported 
career choice determinants and were equally 
likely to have considered emigration if they had 
failed to obtain a senior post in a reasonable 
time. 

What mugt give rise to concern is that, 
compared with their N.H.S. contemporaries 
with broadly similar postgraduate backgrounds, 


the academics reported that they had received 
less satisfactory training in a number of im- 
portant areas, including (surprisingly) adminis- 
tration and also, although to a less marked 
degree, less adequate experience in teaching 
medical students. This finding could be inter- 
preted in two ways, either that their training 
was indeed less adequate or that the acadeinics 
had higher standards as to what is satisfactory 
and what is not than the consultants. It seems 
not unreasonable to hope that postgraduate 
training will be improved in the light of knowing 
where the specific areas of poor training are 
and will be further stimulated by the Royal 
College of Psychiatrists approval exercise. 
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Book Reviews 


SCHIZOPHRENIA 


Studies of Schizophrenia. Edited by M. H. Laver. 
British Journal of Psychiatry Special Publica- 
tion No. 10. Headley Brothers Ltd., Ashford, 
Kent, for the W.P.A. and the R.C.Psych. 1975. 
Pp. x-++160. Illustrated. Price £3.00. 


This is a collection of 27 papers (some of them 
expanded) given at a WPA symposium ‘Current 
Concepts of Schizophrenia’ in London in November 
1972. In his introduction the Association’s General 
Secretary states that one of the purposes of publication 
was to make available research reports to members 
of the WPA. ‘It is little realised how imperfect is the 
transmission of knowledge on a world-wide basis; all 
too few of our 64,000 members are familiar -with 
current research in this subject.’ The hope is ex- 
pressed that this publication may fill the communica- 
tion gap. It was thus essential that all papers should 
be presented in a comprehensible fashion, and in fact 


the reviewer was baffleld by only one contribution— | 


written from the viewpoint of the theory of science. 
In reviewing a collection of papers there is always 
the temptation to make one’s own uninvited contri- 
bution, but this might well make confusion worse 
confounded. Having registered regret that the effects 
of ageing and the manifestations of schizophrenic 
disorders in late life receive only very marginal 
consideration, the reviewer will confine himself to 
mentioning those papers which have seemed to him 
particularly useful. There is a Swiss account of the 
development of the concept of schizophrenia up to 
about 1915, and a German paper describing a method 
of multi-axial coding of patients within the group of 
schizophrenias. A Danish study illuminates the 
nature-nurture problem through a study of the 
children of schizophrenic mothers and of control 
subjects. A highly interesting Russian investigation 
links various types of schizophrenia with genetically 
determined immuno-pathological mechanisms, and 
cries out for replication. A refreshingly self-critical 
contribution comes from a Canadian university 
hospital attempting to involve itself with long-term 
treatment. The status of psychotherapy in schizo- 
phrenia is wel defined by a British, a Norwegian and 
a Swiss worker. The papers on drug treatment are a 
good mix. There are also several condensed accounts 
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of research by British workers in schizophrenia with 
which readers of this journal will be familiar. 
F. Post, 


New Perspectives in Schizophrenia. Edited by 
ALISTAIR Forrest and James AFFLECK. London: 
Churchill Livingstone. 1975. Pp. vii-+251. 
Index 7 pp. Price £5.50. 


“ The editoys correctly describe their book as a 
multi-author guide to the study of schizophrenia and 
allied disorders. The many topics discussed include 
phenomenology, course and outcome in schizo- 
phrenia, its differentiation from paranoid states and 


-schizophrenia-like illnesses in the elderly, and all 


aspects of current treatment. In addition, readers 
will find a brief historical account of concepts of 
schizophrenia as well as reviews of the main theories 
of aetiology and the evidence upon which these are 
based; genetic, ecological, psychological, biochemical 
and psychoanalytic viewpoints are considered. 

The diversity of the theories presented attests to 
our profound ignorance regarding aetiology. In the 
light of such ignorance, the title of Chapter 5, viz. 
‘The Biochemical Basis of Schizophrenia’ seems 
somewhat premature. Moreover, the relevance to 
schizophrenia of some of the work described in this 
chapter is tenuous indeed. ‘A remarkable fact’, the 
authors proclaim, ‘is that this highly aberrant beha- 
viour (i.e. circling by mice) will continue unabated 
for six weeks after the last injection of methionine, 
and in some mice it appears to be an irrevegsible 
change, the animal dying after several months of incessant 
circling. An even more remarkable fact, in your 
reviewer's opinion, is that such cruel and unnecessary 
experiments are performed at all. For it is plain that 
no valid conclusions about schizophrenia in humans 
can be drawn from such experiments. 

The psychoanalytic contribution: here is disap- 
pointing, since it merely reiterates unsubstantiated 
orthodox dogma, The remainder of the book, how- 
ever, provides. useful, important information in 
concise form ‘for all psychiatrists, particularly 
Membership candidates.. It should prove popular. 
Bye ore | S. GREER. 
ER s : 


er 


r ; 
ka * « 
Å- ie 3 

ats 


BOOK REVIEWS 


MEDICAL NEMESIS 


Medical Nemesis. The Expropriation of Health. 
By Ivan Irun. London: Calder & Boyars. 
1975. Pp. 183. Price £1.50. 


It is possible to argue that the Bntish Labour 
government came into power in 1945 because of the 
social and political effects of the war. Should socialists 
therefore give thanks to Hitler? It is possible that 
discussions of ‘Medical Nemesis’ may be useful. Do 
we therefore thank Ivan Illich? The medical pro- 
fession should do well to realize that his message, if 
taken seriously, is that of an enemy. But, like Mein 
Kampf, 1t is not taken seriously and Ilich is treated as 
a sort of high-powered court jester. This reaction is 
understandable, as he appears to be saying what a lot 
of people have been saying for some time: medicines 
may do more harm than good; medical care is 
inequitably distributed; doctors encourage disease 
rather than health; and many other powerful and 
justified criticisms. And did not Bernard Shaw say 
we weren’t a Profession but a Conspiracy? But 


whereas most critics make proposals for improving ` 


the system in one way or another, Illich proposes a 
very different remedy. The whole system is inevitably 
wrong, if not actually evil, and should be abolished. 
Taken seriously, this argument is dangerous, Instead 
of giving guilty smiles, or offering to be the first to 
rush on to our own pyre, we should defend ourselves 
as best we can. It is, in fact, not too difficult. Illich’s 
hostility has led him to use fallacious, inconsistent, and 
swindling arguments. 

It is fallacious to say, as Illich does, that a ‘pro- 
fessional and physician-based health care system 
which has grown beyond tolerable bounds is sickening 
for three reasons: it must (my italics) produce clinical 
damage which outweights its potential benefit; it 
cannot but obscure the political conditions which 
render society unhealthy; and it tends to expropriate 
the power of the individual to heal himself and to 
shape his or her environment’. To some extent the 
argument is a circular opge., The health care system 
certainly has grown beyond tolerable bounds if that 
is happening, but the message of the book is not only 
that it has happened but that the present system of 
medicine makes it inevitable that it should do more 
harm than good. Illich seems to know that this is not 
true and he therefore uses two quite different and 
contradictory apune, as well as a swindle, to 
prove that it is. 

The first argument is that doctors are too powerful. 
They are introducing ‘medicated survival’. He gives 
innumerable instances. of. the malignant power of 
doctors and its effect pi patients ’and society as a 
whole, aiming at ‘cor piy survival in a planned 
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and engineered hell’. But the second argument is the 
opposite. Doctors are very inefficient. Their treat- 
ments are useless and dangerous, the life span has 
not altered, and improvements in health are due to 
environmental changes and not to medicine at all. 
At the same time, Illich complains loudly of the 
inequitable distribution of medical care. 

The main swindle of the book is that it is dressed 
up as a carefully researched monograph. It is as well 
to record that in most ‘developed’ countries the 
majority of the population consult their doctors 
infrequently and for quite good reasons. The general 
thesis that we are a nation of etiolated, pain-avoiding 
hypochondriacs does not bear close examination. The 
footnotes need careful reading. It is reassuring to 
find that many of our sternest critics are doctors 
themselves, but some of their research has been 
sadly distorted or misquoted. One example must 
suffice. 

On page 25, reference is given to a paper by 
Dr. G. H. Lowrey in Pediatrics, 1963, 32, 1064. In 
this paper the author states that accidents are a 
leading cause of morbidity and mortality and are the 
major cause of death in children. He then goes on to 
report a survey of accidents to children in a number 


‘of hospitals in the State of Michigan. His definition 


of ‘an accident’ extends to ‘an event which potentially 
could have caused injury to a child even though 
subsequent examination did not reveal that such an 
injury had taken place’. This, he says, is ‘somewhat 
difficult to defend’, and the hospitals concerned 
certainly found it difficult to define. Reported rates 
differed widely. Using these criteria, Dr. Lowrey 
found that hospitals were potentially hazardous 
places, where a number of ‘accidents’ occurred, using 
his definition. No mention is made of any fatal 
accidents in State hospitals over a period of a year. 
My summary of Dr. Lowrey’s paper would be: 
‘National surveys indicate that accidents are the 
major cause of death in U.S. children. Children in 
hospital are also at risk. A survey has shown some of 
the potential hazards to these children. There were 
no fatalities. Many of the hazards could be reduced or 
eliminated by checking on certain procedures. The 
formation of a hospital accident committee is 
recommended.’ 

Ilich’s summary is as follows: ‘A national survey 
indicates that accidents were the major cause of 
death in children, and that these accidents occurred 
more often in hospitals than any other kind of place.’ 

I have argued that Illich knows that his main 
contention, that medicine is inevitably damaging, is 
false and therefore resorts to polenfic. As further 
support for this, his alternative solutions are worth 
examining. They are tenuous. Firstly, he makes a 
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plea for the ‘recovery of autonomous action’, but his 
plans are vague. ‘Political procedures’, he writes, 
‘orientated to the value of survival in distributive and 
participatory equity is the only rational answer to 
increasing total management in the shadow of 
ecological ideology’. “The recovery of personal 
autonomy will thus be the result of political action 
reinforcing an ethical awakening.’ Secondly, he 
advocates ‘deprofessionalization’ but ‘without the 
disappearance of the specialized healers for people at 
special moments of their lives’. He wants a‘ Rood 
medicine to go on, but without a medical profession 
as we know it and in a settmg ‘where the rational 
boundaries of human behaviour are estimated, 
recognized, and translated into politically determined 
limits’. I don’t like the sound of such a place, but I 
agree on limit setting. The Anti-Concorde Project 
(of which I am a member) has never advocated the 
deprofessionalization of aircraft designers or airline 
puots. 

Nevertheless, this is an important book. As 
psychiatrists we should be aware of the hostility 


that doctors attract, often for the reasons of which ' 
Illich complains: our personal power and our thera-- 


peutic limitations. The issues which Illich raises 


affect us all. In this book they are politicized, and 
the consequent distortions can be felt not only from | 


the arguments that are put forward but also from the 
effects of trying to enter the debate. This review, for 
instance, may well be labelled as ‘defending the 
system’. In fact it is intended as a warning. There 
are things which are wrong both with the profession 
and with the Health Service. If we do not manage to 
work out better solutions than [lich’s something 
nasty will happen. The profession, after all, is 
notorious for its high rate of suicide. 


Luei 


CHILD CARE 


Daily Experience in Residential Life: A Stady of 
Children and Their Care-Givers. By JuULET 
Berry. London: Routledge & Kegan Paul. 
1975. Pp. xi+ 190. Price £3.95. 


The book presents the findings of a study based on 
questionnaires completed by forty-four students, 
mainly on professional social work training courses, 
during their residential placements in arange of 
institutions for children and adolescents: rg.observa- 
tion and assessment centres, 21 community homes,: 
including ten f$rmer approved school units, 6 special 
schools for maladjusted and otherwise handicapped 
children, and 3 miscellaneous places—a; sors pre- 
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paratory school, a family rehabilitation hostel and a 
ward in a psychiatric hospital. The author considers 
that the sample, although not random, represents 
most types of provision (other than wards in hospitals 
for the mentally handicapped and in general hospi- 
tals) mainly of-the type which King, Raynes and 
Tizard would expect to be ‘better’ in offering child- 
oriented rather than institution-oriented care. 

Juliet Berry is lecturer in social administration in 
the Department of Sociological Studies, University of 
Sheffield. The present study was submitted as a 
thesis for a Master’s degree. The aim of the research 
was to review the state of residential child care thirty 
years after the Curtis Report. The author admits that 
her study 1s more subjective and less statistical than 
that of King;.Raynes and Tizard but feels that one 
can afford to be somewhat impressionistic after their 
precision. She attempts, however, to tabulate her 
findings on a three-point scale, finding 6 units ‘more 
positive’, 621 ‘good enough’ and 17 ‘more negative’, 
The account makes fascinating reading, and it is 
evident ‘that the shades of the workhouse are still 
with, us. The hours for the workers in the units are 
long and they are under considerable strain; only 
20 per cent have a relevant qualification and this 


is better than the national average. In summary, the 


author concludes that among staff as well as children 


‘there is fairly widespread isolation, tension and 


distress with lack of self confidence. She believes that 
the situation could be ameliorated by having wide- 
spread consultancy services available. 


B. H. KIRMAN. 


Young Children with Down’s Syndrome. By 
JANET ‘Carr. London: ‘Butterworths. 1975. 
Pp. xi -+ 169. Index 5 pp. Price £4.50. 


The study reported in this book was originally 
undertaken in conjunction with Dr. Valerie Cowie, 
whose neurological findings are published as, the 
first of the monographs in this series. Dr. Carr has, 
concentrated on the psychological development of 
fifty-four of the babies with Down’s Syndrome and 
she has compared them with a group of normal 
babies matched for age, sex and social class. A second 
section of the book is devoted to the study of the effect 
on the family. , 

The book is well put ther. After a concise and 
informative introductioy wee developmental findings 
are clearly described ant tated by good tables 
and diagrams. The met s and the results ` 
given are critically dischsgediy: th many. references. 
Some of the findings confirm thdsé of other studies, 
such as the superior, pba a ein of children reared 
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at home compared with those brought up in an 

institution. Others are less well known. This part of 
the book is a most useful source of information about 
the development of these children. 

The second part is equally important; as it 
describes what life is really like for. ‘the families of 
young mongol children. The findings depend largely 
upon the Guided Interview Schedule used by-John 
and Elizabeth Newson in their study of normal 
children and by Sheila Hewitt with families of cerebral 
palsied children. Perhaps there is too much reliance 
on the mother’s account, but since it is she who largely 
carries the responsibility of care for the child this does 
not matter too much. The recommendations at the 
end are realistic, and throughout the book the author’s 
concern for these families is apparent. Having 
described the general trends so well, she herself 
points out the danger of overlooking the individual 
differences. 

This is an excellent book which is essential reading 
for all those who come into professional contact with 
young children with Down’s ‘Syndrome—whatev er, 
their discipline. 
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RESEARCH METHODS 


Methods of Psychiatric Research. Edited by” 


PETER SAINSBURY and NORMAN KREITMAN. 
London: ‘Oxford University Press. 1975. Pp. 
xv +305. Index 6 pp. Price £5.50. 


These days it is difficult not to be impressed by 
how scientific the pšychiatric literature looks: every- 
thing is tabulated, Here are references to impressive- 
sounding tests, and<the conclusions offen have an 


impressively undergtated air. Needless to.say the-. 


statistics will be infieccable, or at least esoteric to the 
point where nobody could contradict them, ~ 

But despite the mass of ‘scientific’ papers which 
reaches us, how much psychiatric research ‘is at all 
fundamental and what proportiop to of it was worth 
doing? In my opinion, not much in either case, but 
I do not necessarily use this as an argument against it. 
Psychiatry issat an evolutionary stage where so many 
advances have occurred during a relatively short time 
that we have difficulty in „assimilating their signi- 
ficance. Many-psople are involved ip mental health 
research because this is a, fashionable, thing to do, 
but some are genuinely ' ng around for new and 
worthwhile insights RF f w ways of employing or 
` Assessing the matefiak sady possess. 

Anyone cari: Shien research. A very few 
carry it off’ by idly, a fair number competently 
and’ too many are .Slapdash or uninspired. Good 
AE geek: ie 
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advice on how to conduct research is hard to come 


. by anyway: in psychiatry it is rare indeed. Many 


potential researchers are put off because the mystique 
of research frightens them, because they are too 
diffident, or because the quality of supervision they 
obtain is poor. This is a pity: some of those who 
could produce valuable original work but are dis- 
couraged might certainly advance our knowledge 
significantly. Many of those who do bad research and 
publish misidading results do so because they know 
no Bieter. It seems likely that many psychiatrists are 
temfperamentally ill-at-ease with concepts of scientific 
method, but fortunately in recent years the number 
receptive to the scientific approach seems to have 
grown. 

When someone comes to me for advice on a 
research project, particularly if it is his first, I do my 
best to encourage him while at the same time making 
it all sound rather difficult; not mysterious, just 
difficult. Every junior psychiatrist carries the cure for 
schizophrenia 1 in his knapsack, and I do not want to 
go down in history as the man who advised some of 


~ them to keep the knapsack fastened; but if it were all 
„as easy as some registrars think there would be no 


need for research. There are still plenty of obvious 
discoveries to be made, but much future research will 


` have to concentrate on the non-obvious. It is here that 


the unteachable flair for research is so important: 
designing and interpreting the work so as to get more 
than the maximum out of the results and yet not 
telling lies. 

I doubt if Methods of Psychiatric Research can teach 
the established investigator very much, but it should 
be required reading for all young psychiatrists who 
want to do original work and even more so for those 
who think that they can achieve their M.D. without 
serious effort. It is a readable and realistic account of 
many facets of psychiatric research, with particular 
emphasis on clinical research. Most of the chapters 
succecd in giving good advice without being avun- 
cular, and between them the authors emphasize the 
various facilities needed for research while they avoid 
conveying the impression that the entire resources of 
a research institute are required to carry out useful 
work. 

Most of the authors are well-known in their fields 
of research. The book opens with a typically forth- 


_right contribution by Desmond Pond, who discusses 


the choice of subject for clinical research and dis- 
penses sqund commonsense in the process. Other 
particularly interesting chapters are those by Graham 


. Foulds on the ‘Design of Experiments in Psychiatry’ 


and Professor Wing-dn ‘Epidemiologic Methods and 
12Psychiatrist’, but it is invidious to single 
r authors in such a readable book. 
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Even in such workaday topics as ‘The Library and 
the Research Worker’ by L. T. Morton and ‘Co- 
operation with a Statistician’ by A. E. Maxwell, the 
style and comments are lucid. 

This book is a primer, so it cannot tell you if you 
are on to a brilliant line of research. It will be read 
mainly by psychiatrists who want to know what 
research is about. Some may be discouraged because 
the book does not hide the truth that research and its 
preparation can be hard work, but it is probably 
better that the man with no ‘feel’ for research should 
recognize his limitations before he does a bad piece of 
work and publishes misleading papers. Those who are 
not discouraged should have a clearer idea of how to 
tackle their fight with the unknown—and also their 
fight with the adviser who has not had the good sense 
to read the book. 

AustAR Mywro:, ; 


BEREAVEMENT 
The First Year of Bereavement. By IRA O. Gitex, 
Rosert S. Wess and C. MURRAY.. PARKES. , 
New York: John Wiley & Sons’ LECAR sare 
Pp. vii+ 305. Index 5 pp. Price £6.75° < on 


During the last thirty years there ‘has a 


increasing tendency to study times of emotionäl |+ 
crisis—such as learning about being adopted, havipig, - 
one’s first baby, retirement—in order to find out Jif” 
care-taking procedures at such times can be improved. 
Bereavement is such a time. 

This study was made by a large team organized by 
the Laboratory of Community Psychiatry under the 
leadership of Gerald Caplan who writes the 
foreword. The authors are Dr. Glick, a Chicago 
sociologist; Dr. Weiss, the senior sociologist of the 
Laboratory of Community Psychiatry, and Dr. 
Murray Parkes of the Tavistock Institute in.London. 
It is concerned with the reactions of 49 women and 
21 men to the loss of their spouse. Each person willing 
to co-operate was interviewed three times during 
the first thirteen months after the death of husband 
or wife. 


The research has the limitations that tend to occur . 
one GROUP THERAPY 


in any quantitive study of emotional crises, Out of a 
possible 394 subjects only 68 individuals. completed * 
the three interviews. Cultural factors: influence “the. 
findings. The study was made in Boston. Orly pebple .° 
under the age of 45 were chosen so as to have.the act 
of bereavement unclouded by factors commoner in 
later life, such as physical .disabilities, retirement 
and the experience of similar happenings say with ' 
close siblings. Seventy. per cent of the families had - 
‘wakes’, the ceremo viewing in the heuse or 
funeral parlour. mona services are described as 
H xe - 
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funeral services; the .phrase memorial service or 
thanksgiving service does not occur. No cremation 
was recorded. With these reservations, it is a fair 
cross section. Twenty per cent had no warning of the 
impending death, 30 per cent were present when their 
spouse died, 

From the study two things | in particular emerge. 
Effective mourning is seldom an affair of only six or 
eight weeks, as some studies have suggested, and the 


, loss of the spouse may make itself felt for several 


years. It is surprising the range and frequency of 
personal reactions that one might have thought to 
have been abnortnal. Nearly half reported a sense of 
continyed presence after death. After a year, 64 per 
cent said they still continued to think of their husband 
‘often’ or. ‘a lot’. Are there no general rules that 

emerge? The answer would seem to be that bereave- 
mient, like any form of loss, is essentially an individual 


5 happening" Safe places, safe people, safe situations all 
.help to, lesseh, anxitty, byt again it may be very 
. +. diffictilt to, pPedigt- for someone else what will be a 


é place’ R oe es 


: | ~The-book mikes m&afy telling points: the frequency 


* gidiaehch pou were aware of the embarrassment 
“of? tedital: staff when talking of impending death, 
the shock when the death is notified by some unknown 
person aver the telephone, or by a policeman knock- 
-ing on the door. No hospital consultant seems to have 
inquired haw the family were adapting, though a few 
‘nurses seem to have been interested in knowing what 
happened. 

The use of books of this kind is to alert one to 


` circumstances that otherwise one might not think of. 
. Bereavement is something about which one tends to 


have precqnceptions. If one experiences it one sees, 
nearly, always, like a doctor having an operation, 
at something ¿unexpected emerge. Clearly written, this 
book is esy to read and would be of interest to anyone 
conceyned With the care of the dying. Anthropologists 
and. sociologists concerned with cultural patterns 
would #lse*find much in it that was illuminati 
e R. F. BARBOUR., 


 Groùp ytic Psychotherapy: Methods and 


- Principles. By S. H. FouLKes. London: Gordon 
and Breach, Science Publishers Ltd. 1975. 


Pp. xi -+177. Index 3 pp. Price £5.20. 


Dr. Foulkes tells how. What he has to say about 
method is a distillation of his experience over more 
than three decades in the practice of group-analytic 
psychotherapy. The aim is to enable the patient to 
change. The- method is ‘onic clarifying, 
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interpretative’, ‘using predominantly verbal means’ morning: the would-be driver is anxious, the car is 
and leading essentially to insight. Interpretation is cold and reluctant, and both man and machine 
largely restricted to the dynamics of the group. The suffer for a while.’ With this chord-striking statement 
conductor is ‘non-manipulative’ and ‘a transference the authors introduce a book which, to continue 
figure’, Itis not what he does but what heisthatseems their analogy, comes like the A.A. to the aid of those 
essential. The training of conductors, who are care- unable to proceed. It is sponsored by ELSE, The 
fully selected, involves an apprenticeship which is European Association of Editors of Biological 
likely to take three years. A medical degree is not Periodicals (ELSE == European Life Science Editors), 
essential but has some advantages. which, in 1967, decided to examine the problems of 
The present book is shorter and more lucid than how to formulate the results of scientific inquiry in 
the Penguin on the same subject written by Foulkes English. The resulting ‘European Style Manual’ has 
& Anthony and published in 1957. Much that then now been published as the present book, and will be 
had to be explained at length is now widely known followed by a series of small companion booklets for 
and can be left out. There is more space for clinical special language groups. 
details and comments on them. Dr. Foulkes’ colleagues © The ‘Guide’ to Authors’ is, however, as much 
and students will be grateful for the readable‘account ‘concerned with the writing of any scientific paper 
of his methods. A companion book is to follow which as with the problems of good English. The chgpters 
will discuss theory. ‘ coyer Planning, Preparing, Writing the: First Draft, 
The sceptic will wonder why. From what ‘evidence’ ‘Revising, Refining, Typing, Submitting the Final 
does Dr. Foulkes derive the advice „He _giyes?' Is Version, Responding to the Editor, and Correcting 
there evidence more systématic "than" “his wealth of . “Proofs; There are five appendices, including a 
clinica] agia radier opgrond . thought-provoking one on ‘Expressions to Avoid’. 
than in the carrying over of psychoanalytic, doctri sA -, Considering the proliferation of journals in recent 
from individuals to groups? For instahce, ‘he adie? ‘years; “it is surprising how little has been published 
his advice to discourage "members: „of gioups ' “about: the writing of scientific papers. There can be 
from any physical contact with one another ordvom : “Tew. authors, beginners or old hands, who would not 
private relationships outside the sessions, 0? from. find much useful information in this book. If only 
making ‘life’ decisions by reference to experience in.” some of its advice were generally followed it would 
the psychoanalysis of individuals. Note, the contrast ` “certainly ease ee lives of editors. 
with encounter groups. A more cogent ‘Justification * re 
might lie in the argument that such discouraging `<: ` 
facilitates the processes through which members of 
groups derive benefit. Dr. Foulkes says little about 
these processes. In accordance with psychoanalytic .’ ‘Going to see the Doctor. By Gerry Stimson and 
doctrine, he attaches special importance. to ‘the Barpara Wess. London: Routledge & Kegan 
gaining by the patient of insight, in the $ sense of . Paul. Pp. viii+ 155- Index 5 pp. Price £4.95. 
gaining understanding of his own motives,” A * Are'there ¢ 


other processes of importance which can betdbserved Psychiatrists will néed no more convincing than 
more readily? general practitioners that the process of consultation 


D Ro Hive deserves considerable attention and that doctors 
tet should be enabled to develop the skills to help their 
MISCELLANEOUS k patients most effectively. This very expensive book 
~ is a description based on observation in two practices 
Writing Scientific Papers in English. An ELSE- and consists of numerous anecdotes and quotations 
Ciba Foundation Guide for Authors. By% linked by, rather general sociological comments. The 
Marve O'Connor and F. PETER ‘Woopgorp. situations, and views are all familiar; but, sadly, there 
Amsterdam: Associated Scientific P&blishers, argend, ‘Ret: insights, and one is merely reminded of 
1975. Pp. viiti101. Index 6 pp.. Tllusttatéd. - _ the: fieed-for, a more definitivé analysis which would 
Price $7.95. ` “generate testable hypotheses about the context and 
strategies ofconsultation. 


M. J. PRITCHARD. 


‘Getting down to writing a paper for a scientific 
journal is like trying to start an old car on a frosty _ -RIHARD Mayov. 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
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Manuscripts. Three high quality copies (one of which should be the original typescript) should be submitted. 


Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It ould be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of pene being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 
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In the text, references should be made by giving in brackets the name of the author and the year of 

publication, e.g. (Smith, 1971) ; or ‘Smith (1971) showed that...” 
Symbols and Abbreviations. Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 


Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London, W1M 8AE), 
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the author’s name and the-title of the paper should be written in pencil on the back. Tables and figures should 
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Editing. Manuscripts accepted for publication are Subert to copy-editing and to editorial changes 
required for conformity with Journal style, 


Proofs. A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned -t0 the Editor. 


General advice to authors. In the ussessment of papers subitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on’ the Preparation of Scientific Papers’, published 
by the Royal Soqgty (6 Carlton House Terrace, London, SWiY, 5AG), 1974 édition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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internationally accepted 
as the standard depot treatment 
in schizophrenia 


Modecate 


(fluphenazine decanoate) 


O-5 mi. 10 mi. 
SOUIBB 


-Further information available on request E.R. Squibb and Sons Limited, Regal House, Twickenham, Middlesex TW1 P 
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‘Therels _ 
“nosuchthing 
as ‘simple. 
Parkinsonism 


The Parkinson syndrome is complex and 
often gives rise to considerabile 
disagreement over its classification and 
treatment 

Artane* (benzhexol) is still one of the 
most versatile antiparkinsonism drugs 
available after twenty years of clinical use 

When levodopa is indicated 
concomitant administration of Artane often 
improves therapeutic results 

Artane also protects from distressing 

g-induced extrapyramidal effects where 

dopa is ineffective 

Side effects, an important 
consideration in any long term treatment 
are comparatively few. This makes Artane 
one of the most acceptable drugs availabie 
for the treatment of Parkinsonism 

The economical price also makes 
Artane an attractive alternative when the 
routine management of the condition is 
being consicered 


Artane 


the versatile 
antiparkinson drug 


Full information is available on request 

(feaerte ) Lederie Laboratories 

mata fn | 
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Fareham Road Gosport Hants PO130AS 
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Androcur is unique i 
‘Androcur (cyproterone acetate) is the first spec 
available for the treatment of severe male hypersexuality and sexual 
‘deviation. apa che the result of te ) years of research 
b i 3 : 


pies Hie sites of action. 
Its anti-libidinous properties are 
supported by extensive 
clinical trial evidence, 


Androcur is virtually free from side-effects 
Since Androcur has very few side-effects, it is the 
only preparation for male hypersexuality which 
combines high therapeutic effectiveness with 
acceptable side-effects. 


Androcur’s effect can be controlled 
When total suppression of libido is not required, variation 
of dose can be achieved. Normal 
conjugal sexual activity can 
therefore be continued. 


Androcur and the Patient Profile 
Androcur has proved to be of value in the management of men who 
have been guilty of sexual offences such as exhibitionism; 
paedophilia; indecent assault; rape; incest; 
voyeurism ; bestiality and paederasty. 


Other conditions in which Androcur’s effectiveness is 
documented include homosexuality; fetishism ; 
transvestism; compulsive masturbation and 
sexual aggression in senile or mentally 
defective hospital patients. 


A bibliography is available on request. 
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Lucy Trent- secretary 
needs oneProthiaden 
x capsule three times daily 






Joan Smith — housewife — 
home most of day. 
Finds 2 capsules of 
Prothiaden 3 times daily, 
as prescribed, very 
convenient 


Ron White - 

bus conductor — out all day. 

Finds the prescription of 

a single night-time dosage of 
Prothiaden preferable to 
three times daily dosage. 


Whatever the dosageregime 


Prothiaden patients get better and quicker pierin from 


depression,anxiety, tension and disturbed sleep Fe 


Prothiaden tiertexiticantidepressa 
Capsules containing dothiepin hydrochloride 25mg 
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of psychotropic drugs. — 
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request. 
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HEADQUARTERS HOSPITAL OF INTERNATIONAL GRENFELL 


ASSOCIATION, ST ANTHONY, 


NORTHERN NEWFOUNDLAND, 
CANADA 





The above modern and well-equipped regional teaching hospital which 
affiliated with two universities and is responsible for an area of 50,000 square 
miles with a mixed population of settlers, Eskimos and Indians will require a 
PSYCHIATRIST of at least Senior Registrar level in July 1976. A good com- . 
mencing salary is offered according to experience. Contract minimum of one 
year. Travelling expenses paid and attractive accommodation is provided at a 
very moderate rental, which includes central heating, lighting, etc. 


Please apply to the Secretary, with full particulars, Grenfell Association, Hope 


House, 45 Great Peter Street, London SWIP 3LP. 


Positions for academic psychiatrists. Faculty 
appointments with unique opportunities for 
research in areas related to: 1. Social Psychiatry 
-Urban mental health problems, suicide and 
saan forensic programs and related areas. 
‘2. Clinical Psychiatry—-4o beds for patient 


~ e EN studies. Support staff and patients 


available, 3. Mental Health Systems—-Program 
evaluation studies, standardization of psychia- 
tric terms, automation and evaluation of 
problem oriented approaches and other areas. 
4. Psychebiclogy-Biochemistry, Psychophysio- 
logy and  psychopharmacology laboratories 
available for collaborative studies with clinical 
psychiatrists. Openings for qualified candidates 
at various levels of experience. Teaching 
responsibilities concern psychiatric residents. 
Usual university fringe benefits—tenure, sabba- 
ticals, vacations and continuing education. 
Attractive metropolitan area, central USA. 
Unusual ‘op portunity for research oriented 
candidates. Competitive salaries. Send curri- 
van W. Sletten, M.D., Director, 
stitute of Psychiatry, A Division of 
the Depar tment of Psychiatry, University of 
Missouri-Columbia, School of Medicine, 5400 
Arsenal Street, St. Louis, Mo. 63139 EEO. 
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AUSTRALIAN NATIONAL UNIVERSITY pe 
NHMRC SOCIAL PSYCHIATRY RESEARCH UNIT f 


DEPUTY DIRECTOR 


The University invites applications for this appointment from 
persons with research experience in the field of Social Psychiatry 


j and Epidemiology. The principal interests of the Unit are: - S 
(1) Coping behaviour: the relevance of the social network and f 
interpersonal support in illness and adversity; (2) The relation- f 


ship between stress; personality and illness, particularly coronary 
heart disease; (3) The epidemiology of psychiatric disorder in 


- special groups. 


Applications are invited both from psychiatrisis with research 


experience and publications in the social and clinical areas, and $. 
jso On behavioural scientists with appropriate interests and | 







$420,202 p.a, current Saches 
h » Clinical loading of $A3,000 p.a. 


Appointment will be föt Bee years in the first instance. A contract 
appointment for three years, with return fares for the appointee 
and family, may be considered for applicants from overseas. 


Further details on the academic aspects of the appointment may be 
obtained from the Director of the Unit, Dr. A. S, Henderson, in 
the University. 


Closing date: 20 December 1975. 


Other conditions; Reasonable travel expenses are paid and 


assistance with housing is given for an appointee from outside 
Canberra. Superannuation benefits are available, 


The University reserves the right to make an appointment by 
invitation or, due to financial stringencies or some other sufficient 


Anitak not to maké an appointment at any time. 


should write to the Association of Com- 
(Appts), 36 Gordon Square, London 
articulars before applying. 
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_ Edited by Kenneth Granvi lle-Grossman 
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, the format of this second volume has been changed, to permit each topic to be | 
by acknowledged experts. The aim of this volume remains unchanged, however. 
i scerning account of recent developments, particularly in relation to previous 
ledge and current practice. 
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Outstand ing new books from IUP 


-Death and | Neurosis The Psychology of Adolescence 


Essential Readings 










E 0.8236.1130.2 Aaron H. Esman E 
man's attitude toward death and dying and its 1975, approx. 420 pp., £10.00 §,.8236,5565.2 
jesis of neurosis. The book offers socio- Here is a remarkable selection of readings ranging over every 
‘people of various ages view death, and aspect of adolescent development, culled fram both psycho- 
ces in attitudes to death of the dominant analytic psychology, and the observations of anthropologists amd | 
other social scientists. a, 
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Freud: The Fusion of Science and Humanism 

The Intellectual History of Psychoanalvsis 

_ Psychological Issues, Monograph 34/35 

.. edited by John E. Gedo and George H. Pollock 

1975, approx. £6.00 §.8236.2030.1 

- This monograph is a compilation of carefully selected recent 
studies on the intellectual history of psychoanalysis, focusing on 
Freud's central accomplishment-—the reintegration into Western 
science of the subjective, human roje of the observer. 


Primitive internalized Object Relations 

A Clinical Study of Schizophrenic, Borderline and Narcissistic 
Patients 

Vamik D. Volkan E 
1975, £6.75 823649954 fo 
This is the first systematic exploration of the vlinical aspects of E Beane, 
internalized object relations theory, a theory now attracting wide 
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n are invited for the above offices froin inedical practitioners with post-graduate 
qualifications in psychiatry and advanced experience in that PESE and in the 
administration of mental health services. | 


The current salary is A$27,021 per annum 


The position offers an interesting and rewarding career fora psychiatrist who wishes to lead the regional 
development of existing community psychiatric and alcohol and drug dependency services. These 
services are backed up by a 1,000 bed mental hospital located in the south. The Mental Health Service, in 
conjunction with the University Department of Psychiatry, is accredited as a training institute for the 
Membership in Psychiatry. 


Tasmania is a beautiful mountainous island of 26,000 square miles, with a population of approximately 
400,000. It enjoys a temperate climate which permits much outdoor sporting activity. The capital city - 
Hobart (population 180,000) at the estuary of the River Derwent, is the second oldest city in Australia and 
possesses many historical features connected with the founding of the Commonwealth. 


Applications, closing on 31 March 1976, should include a curriculum vitae and three referees and should 
be forwarded to the Administrative Commissioner (Mr F. E. R. Gilbert), Mental Health Services Com- 
mission, 141 Hampden Road, Hobart, Tasmania 7000, Australia. United Kingdom applicants should 
contact the Agent General for Tasmania, 458/9 Strand, London WC2 ORd, for further particulars. Other 
applicants can obtain additional information from the Administrative Commissioner. 
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Bowden House Clinic 
for the treatment of 
psychiatric illnesses 
Founded by Dr. Hugh Crichton-Miller as a 
Charity in 1911 
LONDON ROAD 
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ee of Medicine & Dentistry of New Jersey 
Rutgers Medical School i 
P.O. Box 101 | 
Piscataway, New Jersey 08854, U.S.A. 


Located one hour from New York City. 


The Program in Psychiatry includes: 


— Training in Adult and Child Psychiatry 
—Diagnostic Assessment, | 

-Clinical Psychopathology . 
-—-Psychopharmacology 

—-Basic Behavior Scierice 

-Psychodynamic Psychotherapy 

Group Psychotherapy 

—Behavior Therapy 

—~Consultation with Other Medical Disciplines 


First-Year Stipend: $13,193. 


This is a mini hospital of 70 beds of which 
16 are devoted to the care of the aged. Over 
the past ro years the facilities in the Clinic 
have been steadily added to and existing 
ones improved. Last year a 16-bedded wing 
was built, each room with bathroom ensuite 
and every modern ade pneleding 
colour television. 3 


Inquiries should be addressed ta: 


Yale Kramer, M.D., Director 
Residency Training Program 

< i CMDNIJI-Rutgers Medical School 
P.O. Box 101 
Piscataway, N.J. 08854, U.S.A. 


Despite rising costs we ‘plan to iea fees 
within the framework of BUPA and PPP. 
For further particulars apply to the Medical 
Director. — 
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New EVADYNE’ 
Raises the Standards of ' 
Antidepressant Therapy 














C] Effective against both C) Provides release from 

reactive and endogenous somatic disorders, such as . 
depression. persistent fatigue, lethargy, 

C] Apotent new anti- loss of appetite, and vague 
depressant with anxiolytic gastro-intestinal distress. 

properties. _| Assistance in re-establishing 


sleep patterns. 


EVADYNE 


ptyline Hydrochi 
For further technical information please contact: 
Ayerst Laboratories Limited, Invincible Road, Farnborough, Hants. GU14 7QH. 
Telephone: Farnborough 511981 (STD 0252} 
*Evadyne is a Registered Trade Mark. 
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interpersondl Relationships and -Child-Rearing Practices in 
214 Parents of Battered Children 


A 


By SELWYN M. SMITH and RUTH HANSON 


Summary. The self-reported child-rearing practices of 214 parents of battered 
babies were characterized in a few but not all respects by demanding behaviour 
which exceeded that to be expected in relation to their social class and age. 
Inconsistency in child management was noted in the comparison between lack of 
»,demonstrativeness and emotional over-involvement, and -between physical 
. punishment and a tendency to be lax in the supervision of the child, and was 


s- 


‘reminiscent of parents of delinquents. Unhappiness and hostility in relationships 


with members of their families of origin, with unsupporting, partners and with 
` people in general were other important features. Generally, identified perpe- 
trators were characterized by features significant for the sample as a whole. 


INTRODUCTION 
Baby batterers’ have been regarded as exhi- 
biting a specific pattern of child-rearing, 
characterized by demands for premature high 
erformance ‘and a disregard for the child’s 
gue -abilities (1, 14, 17, 36). Such parents, 

~ being deprived, ‘of mothering in. childhood (9, 
- ‘a4),.and having had harsh childhood experi- 
..ences `(36),, consider punishment a proper 
» disci linary measure (38, 41) and. look to the 
ee for’ satisfaction of their own emotional 
“needs; such characteristics being independent 
X ‘of age and social class (36). By way of contrast, 
‘punitiveness and non-permissiveness are more 
,common among working class than middle 
class parents (25; 28, 32), and intolerance in 
child-rearing is prevalent among very young 
" parents (4). 

Previous studies - have not considered the 
issue that some child-rearing practices may be 
typical of low social class populations and not 
particularly characteristic of baby batterers. 
Nor has the relative importance of various 
background factors’ been adequately assessed. 
This paper examines a wide variety of child- 
rearing methods, background factors and per- 
sonality characteristics among 214 parents of 


battered children and the role of social class. ° 


These variable are also examined for those 
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parents who confessed to battermg and 
differences with the remainder of the sample 
are highlighted. rọ 


SUBJEOTS AND METHODS 


Over two years 134 battered infants and 
children aged under 5 years and their parents 
were studied in detail. Fifty-three children who 
were admitted to hospital as emergencies other 
than on account of accident or trauma provided 
a control group. The distribution of mother’s 
age, area of origin, and consultants referring 
were the same in both groups. 

Up-to-date relevant ‘norms were thus ob- 
tained on child-rearing, personal relationships 
and social circumstances and on the various 
tests of personality, attitude and intelligence, 
any of which may have been affected by anxiety 
due to the child’s admission to hospital. The 
only closer match in this respect would have 


„been a sample of ‘accident’ cases, but these 


might well have included non-accidental 
injuries. 

A further control 'on matters most likely to 
be distorted by fear of ‘being found out’ was 
provided by the distinction -within the index 
sample between the 44 per cent of cases where 
a parent admitted and the 56 per cent where 
both denied responsibility for the child’s. 
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injuries. Differences between these two sections 
of the index sample were no greater for hard 
than for soft variables, suggesting that the 
‘softest’ parts of the interviews prompted valid 
responses. (Results of these analyses will be 
reported elsewhere.) 

All parents were seen both at hospital as 
soon as possible after the child’s admission and 
at home, and were given standardized psychia- 
tric, psychological and social interviews. Ques- 
tions requiring self-reports on sensitive or 
threatening matters were carefully worded and 
embedded in acceptable parts of the various 
interviews. Response categories were provided 


‘for the interviewers. (These are available to 


interested readers from the authors.) 

Parents were told that they were among a 
large number helping to supply confidential 
background material for research on problems 
similar to those of their children. Parents who 
asked for further help at the end of research 
interviews were given this where possible, the 
research data being frozen before such addi- 
tional supportive intervention began. Although 
many questions touched on the circumstances 
surrounding the incident, giving the opportunity 
to describe it fully if they wished, at no point 
was it necessary for parents to ‘tell the whole 
truth’ about the reason for the child’s injuries. 

The problem of finding a control sample of 
equally low social class to match the index cases 
was insoluble. However, it was possible to 
weight the index sample results equating them 
for the social class of the controls (26). This made 
it possible to determine whether abnormalities 
in the index sample were as significant when 
class was held constant. Results have been pre- 
sented comparing index and control samples 
both before and after controlling for social class. 
Details of statistical work on the class control 
have been reported elsewhere (34), but the 


results are summarized in the text of this paper. . 


Details of personality diagnoses, neuroticism 
and the classifications adopted have been 
previously described (33, 34). Hostility was 
measured by Foulds’ Hostility and Direction of 
Hostility Questionnaire (2). Psychomotor per- 
formance was, measured by the Gibson Spiral 
Maze (12). 

A variety of difficulties the- parents experi- 
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enced with the child were explored by a specifi- 
cally designed ‘Difficult Times’ test. The 
emotional reactions experienced by the parents 
when difficulties arose were measured by a 
semantic differential technique. Details of these 
measures are available to interested readers and 
will be reported elsewhere. 

The child’s social maturation was measured 
by the Vineland Social Maturity Scale (5). 
The subscales on the Griffiths’ Mental Develop- 
mental Scale (15) were measured in all children 
whose physical condition did not obviously 
entail brain damage. The child’s social precocity 
was ascertained by calculating the discrepancy 
between the standard scores on these, two 
tests (29). 


RESULTS 


CHILD-REARING PRACTICES 
Mothers 


Demands upon the child: The self-reported child- 
rearing methods of index and control mothers 
are shown in Table J. Index mothers were 
characterized in several respects by demanding 
behaviour which exceeded that to be expected 
in relation to their social class. 

Methods of control: Table I also compares the 
disciplinary methods used by index and control 
mothers. Significantly more index than- controls 
frequently smacked the child. A smaller but 
nevertheless significant proportion withheld 
love as a method of discipline. Good behaviour 
was materially rewarded more often by index 
than by controls. Both samples seldom used 
deprivation of privileges or praise for good 
behaviour. 

Social maturity of the child: The scores of 1: 
index children (15 per cent) compared with 
3 controls (8 per cent) were one or more standard 
deviations higher on the Vineland Social 


` Maturity Scale than on the Griffiths’ General 


Development Quotient (difference not signifi- 
cant). Twelve index (16 per cent) and 4 control 
(11 per cent) children were one or more standard 
deviations lower on the Vineland than on the 
Griffith’s, and this difference was also not 
significant. 

Problems with the child: A variety of problems 
index and contro! mothers experienced with the 
child are shown in Table IT. Significant propor- 
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TABLE I 
Comparison of child-rearing methods and methods of control among index and control mothers 


Child-rearing methods 
Allows to cry unless something mee mons 
Punishment for screaming 
Isolation for screaming 
Breast feeding ‘ a 
Rigid feeding schedules .. 
Emotional overinvolvement when food refused . 
Potty training before 12 months Ne 
Severe in training methods i 
Non-permissive regarding aggressive behaviour 
Punishes aggressive behaviour ‘ 
Restrictions re access to household items 
Close surveillance 
Obedience demanded ; 
Instant obedience expected 


Methods of control 
Frequent use of sone, 
Withholds love 
Rarely deprives ... 
Rarely praises... 
Gives tangible rewards for good behaviour 


* Difference became insignificant after adjustments made for social class. 


. Tase IT 
Mothers’ reports of problems with the child and affection towards the child 


Problems 
Demanding and clinging behaviour 
Screaming in temper. 
Messy or destructive behaviour . 
Disobedience si 
Partner fails to help . ; 
e Recent quarrels with the spouse 


Affection 
Little time to play 
Not very demonstrative .. pa 
Enjoyed child, but glad to get away at times sy 


Index Controls Significance (df = 1) 
No. (%) — No. (%) x p 
68 (59) 41 (79) 5°59 <0:05 
22 (29) I 4} 5-00 <0-05* 
29 (28) 7 (29 7°26 <0-or* 
35 (30) 13 (25) N.S. 

25 a g (18) N.S. 

28 (29) 3 (6) 9:32 <0-OI 
38 (36) 9 ee N.S. 

60 (74) 7 (44 4°42 <0:05* 
54 (81) ro (59) N.S. . 
58 (85) 11 (61) 3-82 <0°05* 
59 (55) 13 (65) N.S. 

72 a 47 (96) 15°61 <0'001 
86 (84) 19 (49) 16: <0-001 
31 (30) 4 (10) 5:10 <0-05* 
58 (50) 6 (13) 17°92 <0‘OO1 
18 (17) 1 (3) 4:18 <9'05 
rr (11 Iı (4) N.S. N.S 
rı (10 r (2) N.S. N.S 
53 (51) 6 (20) 8-08 <0-O! 
Index Control Significance (df = 1) 
No. (%) No. (%) x? p 

39 (36) 4 (8) 11°49 ` <0'00! 
17 (16) 8 (17) N.S. 

9 (8) 2 (4) N.S. . 

10 (8) 6 (13) N.S. 

22 (21) 2 (4) 5°52 <0°05 
23 (21) 5 (10) N.S. 

58 (49) 14 (27) 6-19 <0-05* 
59 (51) 7 (13) 18-40 <0°00! 
6o (50) 38 (73) 5°88 <0°05 


* Difference became insignificant after adjustments made for social class. 


tions of index mothers reported that the child’s 
demanding and clinging behaviour and failure 
of their spouse in helping to care for the baby 
were problems. 


Reactions to problem behaviour: Among ne 


mothers there was no difference between index 
and controls in the degree to which they were 
upset by the child’s difficult behaviour. Mean 
scores on all negative self-ratings combined of 
the Semantic Differential (underlined adjectives 
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in Fig. 1) were 43:87 and 42-32 respectively 
(difference not significant). Fig. 1 illustrates 
the profile obtained and demonstrates that 
index and controls differed appreciably on 
only one rating scale; weepy—unshaken. The 
difference between index mothers and index 
fathers on overall self-rating (mean score 
36-62) was significant (t = 2-62; p < 0-01) 
and Fig. 2 demonstrates that the profile obtained 
was rather dissimilar. 

Affection towards the child: Significant propor- 
tions of index mothers were not very demon- 
strative towards the child (see Table II). 
Significantly more control mothers reported 
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Fig. 1.—Profile of mean scores on problems with the 
child. Index and contro] mothers. (Semantic Differential.) 
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Fic. 2.—Profile of mean scores on problems with the child. 
Index mothers and fathers. (Semantic Differential.) 
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they enjoyed the child but were glad to get 
away at times. More index than controls 


.reported having little time to play with the 


child, but this difference became insignificant 
when adjusted for social class. 


Fathers 


More index (24, 37 per cent) than control 
fathers (2, 10 per cent) reported that they used 
physical punishment frequently in disciplining 
their child (y? = 4:03; df = 1; p < 0°05). 
This difference held after social class adjustment. 
On all other child-rearing methods index 
fathers did not differ significantly from the 
controls. 


Both parents 
On self-ratings related to difficulties with the 


spouse, mean scores for index mothers were 
52-51 and 56-43 for control mothers (difference 
not significant). For index fathers the mean 
score was 49°14. There were too few control 
fathers with these problems to yield reliable 
means. The difference between means for ratings 
on difficulties with the child (43-87) and diff- 
culties with the spouse (52°51) was significant 
for index mothers. It was also significant for 
control mothers (means 42:32 and 56-43). 


RECOLLECTIONS OF CHILDHOOD 
Mothers 


Neurotic symptoms in childhood 
Significant proportions of index mothers re- 
ported being unhappy in childhood and having 
two or more neurotic symptoms (see Table ITT). 
The types of individual neurotic symptoms were 
nail-biting 50 (50 per cent), ‘nervous’ child 24 
(24 per cent), nightmares 10 (10 per cent), 
thumb-sucking 9 (9 per cent), enuresis 8 (8 per 
cent), and fear of the dark 3 (3 per cent). 
Other miscellaneous neurotic symptoms were 
reported by 23 (23 per cent) index mothers. 
Seventeen (17 per cent) index and none of the 
controls reported that they were emotionally 

handicapped as a result of these symptoms. 


Physical health and head injury 

Three index (2 per cent) and two controls 
(4 per cent) had convulsions in childhood. 
Ten index (8 per cent) had had some degree of 
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physical handicap. Accidental head injury was 
not a significant finding among index mothers. 


Interpersonal relationships in child and adulthood 

Parents: Forty-three index (36 per cent) and 
4 controls (8 per cent) had impaired relation- 
ships with their parents ( y? = 11:93; d.f. = 1; 
p < o:001). In childhood the proportions were 
39 (32 per cent) and 4 (8 per cent) respectively 
(x? = 9°63; df = 1; p < o-or). Both these 
differences remained significant after class 
control. 

Siblings: Twenty-two index (19 per cent) and 
1 control (2 per cent) had impaired relationships 
with their siblings (y? = 6-77; d.f = i; p < 
0-01). In childhood the proportions were 39 (32 
per cent) and 4 (8 per cent) respectively ( y? = 
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9:63; d.f. = 1; p < 0-01). Both these differences 
remained significant after class control. 

Friends: Fifty-six index (46 per cent) com- 
pared with 8 controls (16 per cent) had no 
friends (y? = 12°55; df. = 13 p < o-or). 
This finding held after class control. In child- 
hood the proportions were 24 (20 per cent) and 
10 (20 per cent) respectively and this difference 
was not significant. 

Upbninging: The chief technique of discipline 
employed by their own mothers was scolding. 
This was reported by 63 index mothers (57 per 
cent) and 39 controls (80 per cent). This 
difference was significant (x? = 6:71; d.f. = 1; 
p < 0:01) and remained so after class control. 

Table IV describes the types of discipline 
experienced by both index and control mothers 


Tase IIT 
Recollections of childhood among index and control mothers 


Unhappy childhood 

‘Two or more neurotic symptoms 

Serious accidental head i injury ; 

Poor scholars ; si 

Unhappy at school ; 

Close relatives hospitalized for psychiatric illness 
Relatives suffered from ‘nerves’ 

Own mothers warm and affectionate 

Own fathers warm and affectionate 


Index Control Significance (df = 1) 
No. (%) No. (%) x* p 
42 (34) 2 g 15'87 <0-001 
2 533 4 (8 26-84 <0ʻ00I1 
15 (12 ı (2) N.S. 
41 (34) o (o) 20-64 <0-001I 
43 (35) 8 (16) 5°71 <0-05* 
83 (27) 6 (12) 4°08 <0:05* 
38 (31) 10 (20) N.S. 
8o (70) 47 (90) 7°42 <0:01* 
69 (73) 45 (88) N.S. 


* Difference became insignificant after adjustments made for social class. 


Taste IV 
Types of discipline experienced by index and control mothers in childhood 


Mothers’ upbringing by own mother 
Reasonable 
Strict 
Rejecting .. 
Harsh 


Mothers’ upbringing by own on father 
Reasonable 
Strict Y 
Rejecting .. 
Harsh 


* Reasonable versus strict, rejecting and harsh. 


Index Control Significance (df = 1) 
No. (%) — No. (%) x p 

65 (55) 50 (100) *30+76 <0-001 
26 ma o (o) 

1g (16 o (o) **I1T +99 <0:00I 

8 (7) o (o) 

54 (40) 45 (92) *24:56 <0-001 
20 (18) (o 

**9:59 <O°O!I 


18 (16) 5 (e) 


18 (16) I (2) 


** Reasonable and strict versus rejecting and harsh. 
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during their childhoods. A significant propor- 
tion of index mothers described their parents 
as harsh and rejecting. ‘The significant 
differences shown in the table remained after 
adjusting for social class. 

Eighty index mothers (70 per cent) compared 
with 47 controls (go per cent) described their 
own mothers as warm and affectionate (x? = 
7°42; df. = 1; p < 0'01). This finding be- 
came insignificant after adjustments were made 
for social class. Sixty-nine index (73 per cent) 
compared with 45 controls (88 per cent) 
described their own fathers as warm and 
affectionate. This difference did not reach 
statistical significance. 


Fathers 
Head injury 

Thirty-six fathers (40 per cent) compared 
with 3 controls (13 per cent) had suffered 
serious accidental head injuries (x? = 5:36; 
d.f. = 1; p < 0:05). This difference became 
insignificant after adjustments were made for 
social class. 


Upbringing 

Twenty-six fathers (32 per cent) and none 
of the controls described their mothers as un- 
reasonable in their discipline (xy? = 7:69; 
d.f. = 1; p < o-o1). This difference remained 
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significant after class control. Thirty-five index 
(44 per cent) and 2 controls (10 per cent) 
described their fathers as unreasonable (x? = 
6:97; df. = 1; p < o-o1). This difference 
also remained significant after class control. 

On all other recollections of childhood index 
fathers did not differ significantly from the 
controls. 


PERSONALITY CHARACTERISTICS 

Psychiatric interview 

Among the index group 60 mothers (48 per 
cent) and g fathers (10-1 per cent) were 
neurotic (40). Compared with the controls 
neurosis was a significant finding among jndex 
mothers only (xy? == 12:08; df. = i; 
p < 0:001). The types of neurotic disturbance 
have been described elsewhere (33, 34). The 
mean scores on the General Health Question- 
naire (193) (see Table V} support the validity 
of clinical diagnosis of neurosis found among 
index mothers. ; 


Eysenck Personality Inventory 

Fig. 3 compares Neuroticism scores of index 
and control mothers with the normal female 
population (6). The mean scores are shown in 
‘Table V. When those mothers who scored 4 plus 
on the lie scale were excluded (48 index and 10 
controls), the means were 14°9 and 13:0 


Tass V 
Comparison of personality characteristics among index and control parents—-mean scores 
Mothers Fathers 
Steal a ee P fea P 
Index Controls Index Controls 
General Health Questionnaire j 
(Goldberg) .. m 19°2 7°2 5°27 <0-oo! IIʻO 6'1 1'903 <0°57 
E.P.I. 
Extraversion oe 13°3 13°8 N.S. 15-1 16-1 N.S. 
Lie score .. a 3-2 2°3 3°51 <O-OOI 2°5 2'0 N.S. 
Neuroticism Sif 14°4 12°9 I: <0:57 9'6 9°9 N.S. 
H.D.H.Q. (Foulds) 
Total hostility 22°8 17:6 4°Ol <O‘O01 18°6 16'9 N.S. 
Criticism of others 4'7 Rel 2:61 <o-o!1 5°9 5°39 N.S. 
Paranoid hostility 27 1+3 4°75 <o-oor 2'1 1'4 N.S. 
Guilt .. is 3°3 1°8 4°63 <o-ooI 2:2 I*4 2°06 <0°05 
Spiral maze 
Time scorese(secs.) 43°0 37°5 3°57 <o:oo! — ` _ mo 
Error scores 20° 14°0 2°19 <O'5 — == -— 





BY SELWYN M. SMITH AND ROTH HANSON 


respectively, and this difference was statistically 
significant (t = 2:04; p < 0-05). For fathers 
none of these differences were statistically 
significant. 
Hostility and Direction of Hostility Questionnaire 
Fig. 4 shows the mean scores on the various 
types of hostility for index and control mothers 
and compares them with normal females (2). 
The mean Total Hostility scores and significant 
differences on the various types of hostility are 
shown in Table V. When those with 4 plus Lie 
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scores on the Eysenck Personality Inventory 
were excluded from the index sample, index 
mothers also scored higher than controls on 
Acting-Out Hostility (means (5-1 and 4+3 res- 
pectively, p < 0°05) and Self-Criticism (means 
5:9 and 5:1 respectively, p < 0-05). The 
Direction of Hostility score was not found to be a 
useful discriminator between index and controls. 

The only significant difference found between 
index and control fathers among the types of 
hostility was on Guilt. Differences on Paranoid 
Hostility approached significance. 


SS index mothers 
{J Control mothers 


CJ Normals 





+1 sd. 


Fic. 3.~-Comparison of Neuroticism scores of index and control mothers with the normal female 
population using the Eysenck Personality Inventory. 


pcore 5 


Criticism Self- 
of others criticism 





hostility 





Windex mothers 
EIControl mothers 


[JNormal females 





N 

N 

Ñ 

Ni 
Paranoid Guilt 
hostility 


Fic. 4.—Comparison of mean Hostility scores (H.D.H.Q .} among index and control mothers and normal females. 
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The Spiral Maze 

Mean time and error scores for index and 
control mothers are shown in Table V. On the 
‘quick and careless’ dimension the difference 
between index and control mothers was not 
significant. Index mothers were significantly 
more ‘slow and clumsy’ than control mothers 
(x? = 12°17; d.f. = 1; p < 0:001). Index 
and control fathers did not differ significantly 


on Time and Error scores. 


CHARACTERISTICS OF 
IDENTIFIED PERPETRATORS 

Sixty parents confessed to battering their 
child; 43 were mothers and 17 were fathers. 
There were 74 cases where neither parent was 
identified as a perpetrator. 

Tables VI and VII compare findings for 
those parents who were identified as perpetrators 
with the total index sample and contrasts them 
with those parents who were not so identified. 
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Where there was no significant difference 
between those parents who were identified as 
perpetrators and the remainder of the index 
sample the variable has been omitted from the 
tables. 


DISCUSSION 


Having controlled for age, the results showed 
that battering parents did not practise early 
toilet training, restrictiveness over property, 
rigid feeding schedules or strictness with regard 
to aggressive behaviour, After making further 
allowances for their predominantly low social 
class our results showed that severity of toilet 
training, intolerance of screaming, and punish- 
ment of aggression had also—as characteristics 
peculiar to battering parents —to be dismissed. 

However, battering parents were found to use 
physical punishment far more than was to be 
expected for their age and class. This suggests 
that they are ‘undercontrolled’ rather than 


Taste VI 
Characteristics of identified mother perpetrators compared with total sample and with those unidentified as perpetrators 
Totalsample Identified Unidentified  Significance* 
Data from index mothers e—a ERENT EERE 
No. (%) No. (%) No. (%) yop 
Recollections of childhood 
Unhappy childhood se ae = 42 (66) 25 (81) 17 (52) 4°72 <0°05 
Two or more neurotic symptoms ba 63 (51) 29 (69) 34 (42) 7°07 8 <O-'o! 
Impaired relationships with parents .. 43 (36) 23 (56) 20 (25) 9°82. <o-o! 
Impaired relationships as a child be 39 (32) 22 (51) 17 (21) 10°50 =<o'o! 
Impaired relationships with noe sa 22 (19) 14 (37) 8 (10 9°86 <o'oi 
Physical maltreatment .. ca 31 (25) a2 (51) 9 T 22°32 <O'O0! 
Own father rejecting or harsh .. = 36 (32) 18 (50) 18 (24) 6-13 <0°05 
Own father warm and affectionate... 69 (73) 18 (54) 51 (84) 7:84 <o-or 
Child-rearing practices 

Frequent use of physical punishment 58 (50 28 (67) 30 (41 6-31 <0'0§ 
Praises for good behaviour T a Ir (10 8 (19) 3 a 4°69 <0°05 
Severe potty training .. és i 12 (15 8 a 4 (8) 3'92 <0°05 
Demands for instant obedience .. sn gI (30 17 (49 14 (21) 7:07 <O*O! 
Demands for obedience .. 86 (84 32 (91) 44 (81) 5:73 <0'05 
Crying and clinging not necessarily a pro- 

blem .. 69 (64) 33 tae 36 (54) 6-78 <o-or 
Partner not necessarily a problem gi 47 (44) 26 E 21 (32) 8:64 <o-or 
Punishment for screaming si si 22 (29) 17 (57) 5 (11) 16°36 <o-oo1 
Isolation for screaming . sas 29 (28) 6 (20) 23 (50) 5°71  <0'05 
Aggressive behaviour punished . we 20 (29) 12 (48) 8 (19) 5'24 <0°05 
Rigid feeding schedule .. 25 (22) 14 (33) 11 (15) 4'37 <O-°05 
Emotional overinvolvement when child 

refuses feod .. as wa T 28 (29) 1g (51) "g (15) 13‘Ol <o-oor 


* This comparison is between identified and unidentified perpetrators, 
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Tase VII 
Personality characteristics of identified perpetrators compared with total sample and with those unidentified as perpetrators 
Total sample Identified Unidentified Significance” 
Index mothers No. (%) No. (%) No. (%) x? p 

ika personality 95 a 38 an 57 8 4°53 <0°05 
eurosis .. 7 33 (77 27 (33 19° <0‘OO! 

Criminal record 14 (11) 2 (5) 12 (14) Nos. too small 

for x? 

No. Mean No. Mean No. Mean t p 
Social class IA 119 3'9 34 4'2 85 3:8 2°09. <0'05 
Neuroticism (EPI) 112 I4'4 41 17°8 7I 12°5 5°98 <o-oor 
G.H.Q. (Goldberg) 83 19°2 34 31°4 49 10:8 6-14 <o-oor 
H.D.H.Q. (Foulds) 

Total hostility J% 105 22°5 39 26-9 66 20°3 4'44  <0'00l 
«  Acting-out hostility .. 4°7 5'6 4'2 2°94  <0'OI 

Self criticism 5*7 6-5 5'2 2°60 =0°'0! 

Projected hostility 2°7 3°6 2°93 2°64 <o-or 

Guilt .. en 3°3 4°5 2:6 4'33 <0'OOr 

Index fathers No. (%) No. (% No. (%) x* p 
Abnormal personality 57 (64) 13 (87 44 (60) 10°72 o'o! 
Criminal record 26 (29) 5 (42 21 (2) Nos. too small 

. for x? 
No. Mean No. Mean No. Mean t p 
Age i ar 105 27-0 15 23°2 go 27:6 5'39 <0'001I 
Wife's age .. = 7 z$ .. IZI 23°5 16 21-ʻI 115 23'9 4'09 <O'OO! 
Neuroticism (EPI) b sg p 66 9: 13 I3'4 55 8-7 2°40 <0'05 
H.D.H.Q. (Foulds) 

Total hostility i 65 18:6 14 24°9 51 16-8 2°79 ==0°0!1 

Acting-out hostility . 4°4 5°6 4'i 1:97 =0°07 

Self-criticism - 3°9 5°4 3°5 2'07 =20°05 

Paranoid hostility Q-I 3°8 pg 2'85 =0°O! 

Guit .. ae 2°2 4° 1°79 3:05 <o-o! 


* This comparison is between identified and unidentified perpetrators. 


‘overcontrolled aggressors’ (22). Mothers were 
also characterized by being punitive on other 
indices; in their tendency to use love-withdrawal 
as a sanction against misbehaviour, in their use 
ofe material rewards (pacifiers) and in their 
demands for obedience. At the same time they 
were relatively careless over the whereabouts 
or well-being of their child. Similar inconsistent 
attitudes are repeatedly found in the histories of 
other types of deviants (21, 30, 39). It is also 
instructive to note—considering the likelihood 
that baby batterers are transmitting their 
childhood experiences to their own children— 
that Farrington and West (7) found under- 
vigilance to be an even more important 
predictor of violent delinquency than of delin- 
quency in general. Inconsistency towards the 


child on the part of the mother has not pre- 
viously received comment in battered baby 
studies, but should perhaps be considered as 
providing a clue to their failure in child 
management. 

Malone (18) has observed that children living 
in dangerous environments have certain ‘areas 
of hypertrophied ego functioning’—precocious 
ability. The child makes decisions for the parents 
and takes care of them and younger siblings. 
This precocious behaviour is reinforced by 
parental demands. Others (3, 19) have noted 
that some battered children are bright, preco- 
cious and capable of responding in a mature 
fashion to their parents’ needs. Our results, 
however, showed that battered children were no 
more likely to be socially precocious in relation 
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to their general development level than were 
the control children. 

Morris and Gould (24) have remarked that 
‘the concept of role reversal is necessary’ for an 
understanding of the parents’ behaviour. These 
authors suggest that such parents are provoked 
into battering because they feel unloved, un- 
happy and anxious when the child cries or 
misbehaves. To date there has been only one 
replicable investigation of this hypothesis (23), 
which suggested that mothers who batter 
babies have severely frustrated dependency 
needs and an inability to empathize with their 
children. This conclusion was, however, based 
upon only ten cases of suspected child abuse, 
eight of whom were Negro. We have explored 
Morris and Gould’s concept by a semantic 
differential technique constructed specifically 
to enable parents to articulate their reactions 
to difficult behaviour in the child. The results 
showed that although their children exhibited 
dependent behaviour which upset the mothers 
more frequently, the control mothers felt 
equally unhappy on the occasions when such 
behaviour occurred. Frequency of occurrence of 
dependent behaviour in the child was significant, 
however, and was associated with maternal 
neuroticism in the index sample. 

The differences between index mothers and 
index fathers and between types of problems 
for both index and control mothers showed that 
the Semantic Differential test was capable of 
discriminating between groups of-subjects and 
groups of problems. (Detailed results will be 
reported elsewhere.) However, the differences 
the test was designed to explore were based on 
suggestions in the literature relating to battered 
children; these did not emerge. Furthermore 
index and control parents did not differ in their 
patterns of reactions to problems with the child. 

It was most interesting and important to 
discover that index mothers (in common with 
the control mothers) reacted more negatively to 
difficulties with their marriage than to difficulties 
with the child. This finding is reminiscent of the 
discussion in a previous paper (35) that marital 
problems and an inability to get on with adults 
were more significant than most material and 
economic problems. Inter-personal difficulties 
re-emerged when problems with the spouse were 
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discussed in the context of child-rearing. It may 
be argued, considering also that baby batterers 
assumed their parental roles prematurely, that 
their hostility is based not on rejection of the 
child as such but rather on a rejection of their 
unsatisfactory social, marital and parental roles. 
The finding that index mothers had problems 
with their partners, especially those concerned 
with their lack of support in child-rearing, more 
frequently than the controls deserves further 
study. They—as indeed did the controls— 
reacted more negatively to spouse than to 
child problems. The results suggest, there- 
fore, that it would be more fruitful to con- 
centrate on a battering parents general 
dissatisfaction, neuroticism and hostility towards 
other adults than on such phenomena as a 
need to be nurtured by the child. 

The results also showed that battering parents 
were deficient in realistic attitudes towards the 
child—for example, in the sentiment that a 
child is enjoyable on the whole but that relief 
is welcome at times. Instead they tended to 
say that either they did not enjoy the child or 
(more commonly) that the child meant every- 
thing to them. They were also deficient in the 
normal practice of allowing the child to cry for 
a while unless something is obviously wong; 
instead they were either unresponsive or 
excessively responsive to crying. 

As well as having problems with the child’s 
clinging behaviour, battering mothers became 
emotionally over-involved when their child 
refused food. Despite their emotional over- 
involvement there was a lack of demonstrative- 
ness in the sample. On the whole, perpetrators 
did not differ from the total battered baby 
sample of parents in their child-rearing prac- 
tices. However, some already significant find- 
ings were intensified, and some differences 
which were insignificant for the group as a 
whole emerged as significant when identified 
perpetrators were selected for comparison. 
These were for the latter group—severe potty 
training and rigid feeding schedules. 

Steele and Pollock (96) have suggested that 
baby batterers were deprived both of basic 
mothering and of the deep sense of being cared 
for from the beginning of their lives. Some of 
our findings are at variance with this suggestion. 
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Significant proportions of index mothers said 
they were physically maltreated in childhood 
and that their parents were unreasonable, 
rejecting and harsh. High proportions of index 
fathers also experienced punitiveness from their 
own parents, and significant proportions said 
their parents were unreasonable in their disci- 
plinary methods, supporting those authors (8, 
10, 36, 37) who have suggested that such child- 
rearing practices reflected childhood experi- 
ences. On the other hand the sample did not 
report lack of affection to any greater extent 
than others of low social class. Considering that 
our parents were willing to report unreasonable 
discipline, there is no reason to assume that lack 
of affection was not reliably reported. Such 
inconsistencies may be realistic illustrations of 
the backgrounds of baby batterers. 

Neuroticism was found to be an important 
characteristic of mothers of battered children. 
Among the fathers who were identified as 
perpetrators, the .mean scores on both the 
Eysenck Personality Inventory and the General 
Health Questionnaire were also abnormally high. 

Foulds has shown that as a general rule the 
hostility of neurotics is of the introverted kind (2). 
Our results, however, showed that our sample 
of rather neurotic parents were not predo- 
minantly intropunitive but were characterized 
equally by extrapunitiveness. ‘The most clear-cut 
for both mothers and fathers were the bizarre 
forms of hostility hitherto found only in psy- 
chiatric populations (27), namely projected 
hostility and guilt. While guilt and remorse 
have often been dismissed as symptoms un- 
related to actual circumstances in psychiatric 
populations and as glib sophistication among 
psychopaths (16) there is no reason to suppose 
that the guilt experienced by our sample is not 
reality-orientated or genuine, considering recent 
events. Considering their impaired relationships, 
their high level of paranoid hostility is perhaps 
also understandable. 


The need for these parents to act out their . 


hostility was not detected for the sample as a 
whole but emerged when only those who con- 
fessed to battering were singled out. This is not 
surprising, as items on this scale would be 
particularly revealing when put to a battering 
parent. For example, ‘when I’m angry I feel 
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like smashing things’. Self-criticism was also not 
detected for the sample as a whole, so that on 
first inspection of the results the pattern of 
significant types of hostility was most remini- 
scent of psychopaths who ‘may regard them- 
selves as hot-tempered, cynical, interestingly 
mad or diabolically wicked; but . . . draw the 
line at appearing faintly inferior or incompe- 
tent’ (27). However, those who confessed to 
battering did not draw this line in their self- 
descriptions. This group of baby batterers may 
possibly, as we have suggested before (33), be 
more amenable to treatment. 

Thus our results depict baby batterers as 
neurotic—chiefly depressed—and characterized 
by all kinds of hostility directed by the subjects, 
against both others and themselves. This descrip- 
tion resembles that of the depressive psycho- 
path (31). Indeed, in the backgrounds of our 
sample there was considerable evidence of 
psychiatric disturbance; childhood neurotic 
symptoms, childhood unhappiness, a family 
history of psychiatric illness, physical handicaps, 
head injuries and lack of school success. Despite 
such adversities, very few baby batterers had 
received any formal psychiatric treatment. 

The Gibson Spiral Maze—a test of risk-taking 
while under pressure—has demonstrated that 
delinquents have relatively fast and careless 
performances, while behaviour-disordered child- 
ren are likely to be either fast and careless or 
slow and careless (11). West and Farrington (39) 
have pointed out that clumsiness, although 
significantly predictive of both juvenile delin- 
quency and recidivism, seems to be ‘of im- 
portance only because of its association with 
low intelligence’. We found that index and 
control mothers did not differ on the ‘quick 
and careless (to slow and accurate)’ dimension, 
but that index mothers were more slow and 
clumsy. The prevalence of depression in this 
sample probably contributed something to the 
slow tempo (20), but the clumsiness may be 
regarded as a reflection of low intelligence. The 
relative effects of personality and intelligence on 
the psychomotor behaviour of baby batterers 
deserves more attention. However, risk-taking 
when under pressure does not appear, from the 
results of the Spiral Maze Test, to be a charac- 
teristic of battering parents. 
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Considering all the variables outlined in this 
paper, battering mothers were most clearly 
characterized by punitiveness, carelessness in 
supervision, emotional overinvolvement, neuro- 
ticism, hostility, marital unhappiness and 
adverse childhood experiences. For fathers, 
punitiveness, hostility and neuroticism were 
important characteristics. 


CONCLUSION 


A fairly comprehensive inquiry about child- 
rearing practices demonstrated that the demand- 
ing behaviour of battering parents did not 
exceed that which generally characterizes low 
social class populations. In a few specific respects 
it was excessive; maternal over-involvement, 
demands for obedience and use of physical 
punishment. Of greater explanatory value was 
the finding of inconsistency and unreasonable- 
ness in child management. In their childhood 
recollections there was also some evidence of 
inconsistent attitudes on the part of their own 
parents, and this may underlie the development 
of their violent behaviour. Role reversal between 
battering parents and their children was found 
to be no greater than in a normal sample. 

It seems likely that baby battering is pro- 
voked less by the child itself than by unhappiness 
due to unsatisfactory marital and other social 
relationships; such interpersonal difficulties 
having begun in childhood. If early detection 
and prevention in at-risk populations are to be 
successful, these particular features should be 
taken into account. 
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Reacting to Autistic Children: The Danger of ‘Trying Too - 
Hard 


By JOHN RICHER and BARRY RICHARDS 


Summary. Recent work has revealed that autistic children’s predominating 
tendency to avoid social interactions is actually enhanced by the ‘friendly’ 
approaches of others. In this study it was recorded on video-tape how eight 
autistic children reacted to four styles of adult behaviour. ‘The adult reacted to 
the child’s looks at her by (i) smiling, (ii) gaze averting, (iii) gaze averting 
plus other ‘timid’ behaviours and (iv) doing nothing except continuing to look 
back. For this last condition—when the adult did not react—it was found that 
autistic children showed less avoidance behaviour after eye contact and spent 
more time within one metre of the adult. The implications for treatment are 
contrary to much modern practice and to what seems to be adults’ ‘natural’ 
response. Reactivity by others appears to enhance the child’s avoidance, and it 
is suggested that adults should be circumspect in the degree of sociability with 
which they respond to autistic children. 


INTRODUCTION 


Recent work has revealed that autistic 
children’s predominating tendency to avoid 
social interactions (Currie and Brannigan, 1970; 
Hutt and Hutt, 1970) is actually enhanced by 
the ‘friendly’ approaches of others. To such 
approaches, these children react as if threatened 
(Richer and Nicoll, 1971; Tinbergen and 
Tinbergen, 1972; Richer, 1975a and b). A 
question of obvious theoretical and practical 
importance concerns how adults may adjust 
their own behaviour to reduce this tendency to 
avoid. In teaching situations, for instance, this 
question is paramount; teachers find it almost 
impossible to teach an autistic child anything 
when the child continually tries to escape from 
the teaching interaction. Furthermore, when 
warm praise, like other ‘friendly’ behaviour, 
only provokes avoidance, it is probably not a 
positive reinforcer, as the teacher intended, but 
a negative reinforcer. Already many authors 
have commented on the ineffectiveness of ‘social 
reinforcers’ with autistic children (Lovaas, 
et al., 1967). 
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To investigate this problem we looked at the 
effect of four styles of adult behaviour. They 
were: 

(A) The adult smiled and looked at the child, 
and when the child looked back she 
smiled more intensely and continued 
looking. 

(B) The adult looked at the child, and when 
the child looked back she just continued 
looking back. 

(C) The adult looked at the child, and when 
the child looked back she looked away for 
about two seconds. 

(D) The adult adopted a ‘timid’ posture—she 
was slightly hunched, wore a slight ‘sad 
frown’ and her mouth corners were 
pulled slightly back (cf. Grant, 1969). 
She looked at the child, and when the 
child looked back at her she looked away 
for about two seconds, intensifying her 
hunching, frowning, and mouth ex- 
pression. - 

We thought that the adult’s sociability—the 

intensity with which she was signalling readi- 
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ness for a social interaction, decreased from 
condition A through to D; so, we predicted, 
the child’s tendency to perform avoidance 
behaviour would also decrease. We were aware 
that experimental studies such as this are 
fraught with dangers, and that in particular 
the meaning (the causes and effects) of a social 
signal can change with its context—the prior 
and concurrent behaviour and the situation 
(Cullen, 1972). This must be borne in mind and 
the results always set against observations in 
everyday settings. 


SUBJECTS AND METHOD 

Five boys and three girls all conforming to Kanner’s 
(1943) and to Kolvin’s (1971) criteria for early 
infantile autism were tested; specifically all showed 
extreme avoidance of social contact and of change in 
their everyday environments and rituals, and all 
performed stereotypies. All were mute, save two who 
infrequently spoke a few words. All were grossly 
retarded, with a median Vineland Social Quotient of 
45. Their ages ranged from 5 years 5 months to 
11 years g months with a median of 6 years 5 months. 
We tested only autistic children, since it had already 
been established that they showed more avoidance to 
adults’ sociable behaviour than non-autistic children 
(Richer, 1975a and b) and we were concerned to 
tease out which aspects of adults’ behaviour were 
important in provoking such avoidance in autistic 
children. 


Apparatus 

The experiment took place in a room approxi- 
mately 3-7 m. X4'4 m., which was bare at floor level 
exept for a radiator. A TV camera behind a screen in 
a ¢orner of the room recorded the child’s behaviour 
on video-tape. The adult, a 21-year-old female 
student, sat just in front of the screen with her back to 
it. She had a small bell-push in her hand which pro- 
duted a burst of white noise on the video sound track 
for as long as it was depressed. She received pre- 
recorded instructions through an earphone, which 
were simultaneously recorded on the video-tape sound 
track. 


Procedure 

Each child was brought to the room by a familiar 
adult, and on the way they had been told they were 
going to see a funny lady (although most gave little 
evidence of understanding much language). They 
were left alone with the confederate who at first 
was looking down into her lap. After a few seconds 
she was instructed, via the earphone, to start one of 
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the four conditions described in the introduction. In 
conditions A and B she depressed the bell-push for 
as long as the child looked at her, in conditions C and 
D she depressed it as she looked away. In this way the 
adult herself, and not another observer, assesses 
whether the child is looking towards her, thereby 
avoiding considerable errors (Vine, 1971). If the 
child approached the adult and tried to sit on her lap 
she allowed this, but in conditions A and B she 
supported the child and moulded to him, whereas in 
conditions C and D she went stiff and inclined her 
head away. After three minutes she was instructed 
to change to the next condition, and after a further 
three minutes the session was terminated and the 
child fetched. Each child had two sessions, one in 
the morning and one in the afternoon of the same day. 
The order of conditions was completely balanced so 
that sequence bias was prevented. To avoid apparent 
sudden shifts in the confederate’s basic motivation, 
conditions A and B were always together in a session 
and conditions C and D likewise. 


Analysis of the video record 

Since the subjects were always in the TV picture, 
a complete record of their behaviour was available 
for analysis. The following data were taken from the 
record. 

(1) Looking at the adult. The length of each bout of 
looking was measured using a millisecond stopclock. 
In conditions A and B the burst of white noise was 
timed, and in conditions G and D we timed from the 
burst of white noise to when the subject next shifted 
his/her gaze. If the TV record showed that the child 
was clearly not looking at the adult it was obvious 
that she had pressed the bell-push accidently, so the 
white noise burst was ignored. Total looking time 
and mean bout length were calculated for each child 
in each condition. 

(2) Avoidance after looking. Approach and avoidance 
behaviour just before and just after looking were 
compared. Some of these behaviours are listed in 
Table I; detailed lists with descriptions may be 


TABLE Í 
Some behaviours recorded in calculating percentage flight 
predominance 





Social approach behaviours = Move towards, turn to- 
wards, point, smile, talk, 
lowering vocalization. 


Social avoidance behaviours = Move away, turn away, 
eyes closed, blink, cover 
eyes or ears, hang head, 
chin in, punch, still, grin, 
rising vocalization. 
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obtained from the authors. A score of 1 was placed 
in one of three categories, according to whether 
there was (i) no change—n score, (ii) a net increase 
of avoidance behaviour (e.g. more moving away, or a 
grin starting)—f score or (iti) a net increase in 
approach behaviour—a score. This was done for 
each look away. To correct for the differing number 
of looking bouts in each condition, a measure called 
‘percentage flight predominance’ was calculated for 
each child in each condition as follows: 


f—a 


f+a+n 


(3) Proximity. The time spent within one metre of 
the adult was measured. Predictions in terms of the 
measures are given in Table IT. 





Percentage flight predominance = x 100% 


TABLE IT 
Predictions, in terms of measure taken, of difference 
between conditions 


Behaviour measure Prediction 

Total looking time .. D>C>B>A 
Mean bout length of looking . D>CG>B>A 
Percentage een predominance A>B>Cc>D 
Proximity D>CaQ>B>A 


RESULTS 


None of the predictions were upheld. The 

only significant results were as follows: 
Looking decreased over time (p < -o1, Page’s 
L test) (Page, 1963). 
Comparing condition B with the rest, there 
was a higher proximity score (p < <05, 
Page’s L test) and the suggestion of a lower 
percentage flight predominance score (Page’s 
L = 186; for p < -o5 L must be greater 
than 18g) (see Fig. 1). 


DISCUSSION 


We failed to fnd a decrease in avoidance 
behaviour as the adult signalled less sociability 
(we assumed), although we did find least 
avoidance when she just looked at the child 
and made no reaction to the child looking at 
her (condition B).* The decrease in looking 
over time probably reflected the increased 
familiarity of the confederate to the subjects. 


* This is not to say, however, that we are advocating 
the use of continual looking at autistic children! 


REACTING TO AUTISTIC CHILDREN: THE DANGER OF TRYING TOO HARD 


60 


50 
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@Q—-——@ percentage flight predommance 





* proximity ~ % time within 1m, 


Fig. I. 


Several reasons why the experiment failed to 
fulfil the predictions suggest themselves. It is 
perhaps not very convincing for a large adult to 
signal ‘timidity’ to a small child, as in conditions 
C and D: alternatively if ‘timidity’ was signalled 
the adult would hardly be a ‘secure base’ 
(Ainsworth and Wittig, 1969) and so would 
be approached less. By gaze averting, etc., in 
conditions CG and D, the adult is not just 
signalling decreased sociability but also a 
positive disinclination to have a social inter- 
action, and the child’s relative lack of approach 
could be simply due to this, despite a possibly 
lower level of threat in the situation. In retro- 
spect, it was probably a mistake to have the 
adult gaze avert, etc., since it was not this 
behaviour (and its effects) that had been 
observed in every-day settings, but only the 
effects of a highly sociable versus a less sociable 
behaviour—the latter provoking less avoidance. 
We included conditions G and D because we 
were curious to see whether a positively ‘timid’ 
adult would provoke even less avoidance; she 
did not, so perhaps we have defined (roughly) 
some lower limits to how sociable adults 
should be. 

The finding which did emerge is clearly of 
practical importance and suggests techniques 
contrary to much current practice. We found less 
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avoidance is provoked if adults are less ‘reactive’ 
to: autistic children, so adults should be rela- 
tively unreactive to autistic children (cf. Tin- 
bergen and Tinbergen, 1972). Unfortunately, 
adults are usually observed to react more 
intensely, especially with praise, to autistic 
children than to non-autistic children, partly 
no doubt because autistic children’s social 
approaches are so rare that adults want to 
‘reward’ these as much as they can on the few 
occasions they do occur. 

A few authorities even encourage such 
intensity as a way of ‘breaking into’ a child’s 
‘isolation’, and some advocates of behaviour 
modification assume, without justification, that 
praise is positively reinforcing for autistic 
children (e.g. Kassorla, 1968). 

Both our experiment and our extensive 
observations suggest that within limits such high 
reactivity is likely to provoke avoidance, and 
that adults’ well-intentioned efforts may serve 
only to make autistic children more autistic. 
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Infantile Autism in Twins 


By PAUL E. McQUAID 


Summary. A pair of MZ male twins concordant for early infantile autism 
(E.I.A.) is presented. A distinction is drawn between E.I.A. and infantile 
psychosis (I.P.) with associated mental retardation as a guide to prognosis and 
the necessity to provide suitable social training and education. The relevance of 
aetiology is discussed, and the importance of abnormal ante-natal history and 
delivery status, even in cases with strong genetic predisposition, is noted. 


INTRODUCTION 


Five instances of monozygotic twins con- 
cordant for Early Infantile Autism (E.J.A.) have 
been reported (Bakwin, 1954; Rimland, 1964; 
Rutter, 1967). There have also been a few 
reports of monozygotic (MZ) twins discordant 
for this condition, and these emphasize the 
possible influence of environmental factors in 
E.LA. (Vaillant, 1964; Kamp, 1964). A further 
18 instances of E.I.A. affecting one or both 
members of a twin pair have been detected, 


some reported (Rutter, 1967). This is the first . 


report of Irish MZ twins concordant for E.L.A. 


Case HISTORY 


Cyril and Clyde were born on 22 February 
1968 after eight months gestation; birth weight 
2:025 kg each. During the pregnancy their 
mother was grossly overweight and hyper- 
tensive, indicating toxaemia. She was an 
irregular antenatal attender, and owing to 
her obesity her twins were undiagnosed. 
Cyril, the first born, was a normal vertex 
delivery. Clyde had an arm presenting, necessi- 
tating a rapid internal version and extraction 
by breech. He was asphyxiated, but recovered 
rapidly. After some undue delay in the third 
stage of labour the placenta was removed 
manually; it was a single, undivided piece. 


Soctal and developmental history 


The twins afe the youngest of six with older 
siblings aged 84, 74 and 64. Both had hare lips, 
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which were repaired at three and a half months; 
this involved an eight week separation from 
home. Early development was considered to be 
normal, although some temperature regulation 
problems, manifesting as very cold hands and 
feet, were noted in Clyde. .Both children had 
mixed sleeping patterns, sleeping days and 
irregularly, and both children were thought to 
be ‘very dull’. Both also rocked their cribs a lot, 
and both were considered to be rather stiff and 
‘hard to hold’ and not at all ‘cuddly’. As 
infants they banged their heads against the 
person holding them. Clyde seemed to show 
some anticipatory behaviour to being picked 
up in the first four or five months, but Cyril did 
not. Cyril walked at two and a half years, but 
Clyde not until four. Both children were slow 
to change from a crawl to a walk. Their mother 
was sorry that she allowed them to be separated 
from her for their hare lip operations because 
she thought that the anaesthetic caused ‘mental 
retardation’. She believed that before she 
operations they were normal and afterwards 
constantly irritable and whining. At four years, 
Clyde still wanted to be held on somebody’s 
knee, but Cyril was keen to move around in a 
more individual and exploratory fashion. How- 
ever, for this reason he was considered to be 
more difficult to train, socialize and manage 
generally, and he was thought to be less 
affectionate than Clyde. l 

During their first three years, both children 
exhibited a very strong fear of strangers. They 
very quickly learned the dangers of certain 
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situations and objects, for example, fire. They 
tended, sometimes, to treat people, including 
their parents, as objects. Neither child was 
ever thought to be deaf. Cyril’s attention was 
difficult to get, seemingly because of pre- 
occupation, but neither child became ‘lost’ for 
any length of time or appeared to be in a 
trance-like state. Cyril tended to spin, but not 
Clyde. Clyde seemed unsteady in his motor 
movements, but Cyril unusually skilful. Both 
were a little awkward in doing fine work or 
playing with small objects, and both, generally 
speaking, appeared ‘disinterested’. Obsessive- 
ness was not noted nor did the children appear 
to ‘I9ok through or walk through’ people. 
Both were significantly destructive but neither 
particularly concerned with himself. They 
seemed to prefer to be left alone and to be 
happiest then. Neither was considered pliable. 
Cyril is now making some effort to talk, for 
example, ‘ah, don’t shout’ and ‘ah, now’. He 
screams, whines and vocalizes fairly regularly. 
No more formal speech is evident. Both children, 
however, seem to heed definitive and obviously 
prohibitive and limiting instructions, parti- 
cularly from father. Clyde has a dislike for big 
buildings and a capacity to cry and continue 
crying for a long time. Cyril has a capacity to 
bang his head and also seems to be afraid of 
big buildings. 

Clyde manifests various motor stereotypes, 
with flicking, tapping, and loud noisy door 
banging. He appears to jump about spasmo- 
dically and has to be watched carefully, as 
does Cyril, because of their interference with 
cooking utensils and the cooker. Clyde is a 
severe head-banger, and this upsets mother 
vewy much. Cyril is quieter and more manage- 
able and capable of: fleeting gaze contact, in 
contrast to Clyde. Cyril appears preoccupied 
with shadows and follows them around and also 
likes to play with shiny objects in the sun. He is 
generally in more ‘contact’ than his brother. 
Neither is toilet-trained and both tend to sleep 
fitfully. They sleep days and are more trouble- 
some if they do not get a rest. Play activity is 
unconstructive and purely at the sensori-motor 
level. Clyde tends to interact and to interfere 
with Cyril but neither has any contact with 
other children, 
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Family and social history 

Characteristic features of the twins’ family 
have been mother’s tired, unhappy, anxious 
and harassed manner, Social Class V (Registrar 
General, England and Wales, 1970) status. 
Father has been unemployed and at home since 
1968 when he had a colostomy for chronic 
ulcerative colitis. The family subsists on National 
Assistance, which barely permits existence at the 
poverty level. Mother has been unable to cope 
with the twins, having found them difficult to 
train in all areas. Recently, at follow-up, she 
had had her sixth child, having had a stillbirth 
in January 1973, following which she spent two 
weeks in a psychiatric hospital because of 
‘depression’. She is finding the addition of 
another baby very perturbing. The other 
siblings are considered to be well and function- 
ing adequately despite the level of domestic 
stress. Mother is fond of her children, as has 
been observed by a number of people. 

The marriage has been and is unsatisfactory 
because of lack of contraceptive capacity on the 
mother’s part. When she was originally seen in 
1972, she was determined not to have any more 
children. This resulted in considerable inter- 
parental disharmony because of lack of sexual 
relations. Father would appear to have had a 
depressive reaction following his operation in 
1968 and has been irritable, moody and occa- 
sionally aggressive since then. 

Maternal grandparents separated because of 
the grandfather’s drinking, and the grand- 
mother contracted a secondary liaison from 
which there was a second family. 

Father had convulsions, probably febrile, 
when. he was six weeks old. He is left-handed, 
and there is a history of two sets of twins on 
mother’s side. Patrick, the eldest sibling, was 
slow to develop speech. 


Investigations 

In 1970 both twins were examined by a 
neuro-paediatrician who found normal head 
circumference and central nervous system and 
considered them ‘almost indistinguishable phy- 
sically’. 

Audiometry, in July 1971 revealed no abnor- 
mality. Responses were obtainéd to several 
very quiet sounds of all frequencies in both 
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children, and Cyril was noticed to vocalize 
and sing very normally. The reaction of the 
children to loud sounds, for example the 
passing overhead of an aircraft, by covering 
their ears, was further noted. 


Urinary chromatography—Normal in both 
children. 
Sleep EEG—Normal in both. 


Serum calcium and W.R.—Normal in both. 

Karyotype analysis—Showed a modal number 
of 46 and an apparently normal autosome 
complement and an XY sex chromosome 
constitution in both twins. This is not unex- 
pected in view of the absence of evidence of 
chromosome aberrations reported elsewhere 
(Wolraich, 1970). 

Serum folate ; Skull and Bone-age X-rays—Normal 
for their ages in both. 

Blood grouping—Testing of the children’s and 
parents’ blood indicates that the twins are 
identical for nine different blood group 
systems involving up to 16 antigens. Identity to 
this extent is significant evidence of mono- 
zygosity (Table I). 

Psychological testing in April 1972 was reported 
on as follows: 

Cynil—‘Concentration was much better than 
Clyde’s, and he is less manneristic and easier to 
manage. In the test situation he tended to 
move objects. Inflected babble and a tendency 
to hum were noted. He is left-handed and he 
showed more sustained interest than Clyde in 
the test material. On the Cattell Infant Intelli- 
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year and three months, giving an IQ of 31. 
On the Vineland Social Maturity Scale she 
achieved a Social Age of one year and five 
months with a Social Quotient of 34, indicating 
intellectual and social functioning at the level of 
moderate to lower moderate mental handicap.’ 
Clyde—‘A fair-haired, blue-eyed boy with a 
high stepping gait, probably because of only 
recently developed walking capacity. No speech 
was noted except for spontaneous babble and 
inarticulate vocalizations. He does not seem to 
know or respond to his name, may respond to 
commands such as “get up”, but more often 
ignores such commands when preoccupied. 
No eye contact is noted except for very, brief | 
glances. He likes holding hands and rocking to 
and fro. Activity is rather aimless, and he has a 
habit of tapping his fingers on objects. Fleeting 
co-operation could be obtained, but his facial 
performances were characterized by a vague 
erratic response, and he tended to spend much 
time tapping and poking objects. When the 
Form Board was placed in front of him he 
tended to look away. At present he is function- 
ing at the level of severe mental handicap. 
On the Cattell Infant Intelligence Scale he 
achieved an IQ of 26. His Social Age on the 
Vineland Social Maturity Scale is one year and 
two months, giving a Social Quotient of 28.’ 


Separations 


The children were in the Mater Miseri- 
cordiae Hospital for a three-day period of 


gence Scale he obtained a mental age of one investigation in 1972; a mental handicap 
Tasrz I 
Blood group analysis 
Rh system* MNSs system* E 
P Lewis** Lutheran Kell** Duffy Kidd 
Name ABO* Probable Probable 

Phenotype genotype MN S s genotype P; Le Leb Lua K k Fy Fyb Jka Jkb 

Father .. O ccDEe cDE/ede — + — + NsfNs + — + _ ee! oes ae” o 
Mother .. Aa CcDee CDefede + +++ MS/Ns + — + mm b Ae o ko E 
Cyl .. O CcDEe CDefcDE —+—+ NeNs + +- = = + — + + + 
Clyde... O CcDEe CDe/cDE — + — -+ Na/Ns + + — ~ d ee ee Cae © 


* System providing useful information, one or both parents being heterozygous. 
** The expression of the Lewis groups does not bear a simple relationship to the presence or absence of the Lewis 
gene Le, dependigg also on the secretor status. These results require special interpretation. 
Note: All investigations on Cyril and Clyde, with the exception of Leb and k grouping. were repeated on specimens 


taken on another occasion, with consistent results. 
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institution in 1973, when mother was herself 
in a mental hospital, and during the summer of 
1973 for a month in another mental handicap 
institution to permit the family to have a break 
which was seen as a ‘holiday’, When the 
children were two years and two months, 
mother separated from father for a period of 
four months because of her inability to cope 
with the domestic situation. No particular 
reactions were noted. 


Standard of care 


In contrast to other case histories, these 
- children would appear to have been reasonably 
. well eared for and have certainly not been 
significantly rejected or ignored. The family is 
not atypical of many rural Irish Social Class V 
families, and the level of marital disharmony 
has not been so great as to result in significant 
breakdown, despite the separation of the 
parents when the children were just over two 
years. There is little doubt, however, that the 
arrival of the new baby is imposing critical 
problems. The children are both listed for 
admission to a Residential Treatment Unit 
specializing in the care, training and education 
of psychotic and seriously disturbed children. 
Owing to the long waiting list and difficulty in 
re-placing children who have reached the limit 
of development in the Unit, admission is likely 
to be delayed. 


DISCUSSION 


That heredity plays some role in this condi- 
tion is generally accepted (Ounsted, 1970; 
Van Krevelen, 1963; Rutter, 1967). Contrari- 
wise, Kolvin’s work (1971) clearly distin- 
guishes between three groups of childhood 
psychoses and notes that ‘it would appear that 
late-onset psychoses of childhood resembled 
adult schizophrenia, at least in genetical 
respects, while infantile psychosis is unrelated 
to adult schizophrenia or to childhood psy- 
choses of late onset’. He found, however, that 
more parents of children with infantile psychosis 
(I.P.) belonged to Social Classes I and IJ and 
more parents of children with late-onset psy- 
choses to Social Classes IV and V. In addition, 
he found a high male-female ratio among I.P. 
children and a lower, less striking ratio for 
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late-onset psychotics. This seems important in 
considering ‘autistic reactions’ as developmental 
deviations in childhood, and similar ratios are 
found in other familial conditions (Ingram, 
1959). 

Menolascino (1965) pointed to the multi- 
factorial aetiology of the autistic reaction and 
noted the need to distinguish between the 
behavioural phenomena and causative factors. 
He defined eight distinct aetiological sub- 
groupings, one of which is that described by 
Kanner as ‘Early Infantile Autism’. He does not 
include a syndrome of E.I.A. or I.P. associated 
with significant mental retardation, however. 
Ornitz and Ritvo (1968), in their clinical illus- 
trations, defined a syndrome which they classi- 
fied as ‘a more severe manifestation’ of the same 
basic disease called ‘Early Infantile Autism’, 
and proposed that if the development of the 
child remains static, ‘particularly when speech 
fails to develop, while the motor and perceptual 
disturbances gradually abate, he may be re- 
labelled pseudo-retarded’. 

Irish publications on autistic children 
(O’Moore, 1972; Crawley, 1971) prefer a 
biological explanation to account for the 
material presented. Crawley (1974), however, 
is now, on the basis of her twin research, 
attaching more importance to the significance 
of genetic factors. 

Fischer et al. (1970) make reference to the 
‘poor’ prognosis group and agree with Rutter 
ei al. (1967) that these children ‘will require 
institutional care for life in a unit dealing 
solely with mental retardation. They recognize 
that with improvement in behavioural status 
of a great many psychotic children the residual 
impairment is that of mental retardation pri- 
marily, usually associated with some bizarre 
motor and behavioural characteristics. 

The role of inheritance in personality has 
been examined extensively in longitudinal 
studies. Thomas et al. (1964) have shown that 
difference between infants as early as a couple 
of months old is obvious and that such difference 
persists. Infant and childhood responsiveness 
levels would likewise appear to have relevance 
in terms of inheritance, and the gmportance to 
the condition under consideration of such 
factors has been discussed by Gottesman (1966), 
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who suggested that certain genes or their 
absence may predispose to presence or absence 
of attachment behaviours respectively, 

Without taking the matter further on the 
question of classification, it seems fair to include 
this set of twins in the category I.P. with mental 
retardation. It remains to be seen just how 
damaged the children are and what, if any, 
residual language function is available. The 
history of severe obesity with hypertension in 
the mother, associated with inadequate ante- 
natal care in conjunction with inadequate 
perinatal preparation and delivery, acting on a 
genetic substrate could be postulated to account 
for the children’s defects. Van Krevelen’s (1963) 
proposition that an hereditary predisposition 
(‘autistic psychopathy’) is activated by organic 
insult producing ‘early infantile autism’ would 
seem to fit these data, underlining the intellec- 
tually retarding effect of environmental factors. 
It seems likely that Clyde is more damaged 
than Cyril in that he reached certain milestones 
later. In assessing the prognosis for this pair, 
while dependent on basic levels of intellectual 
capacity and quality of intrinsic damage, the 
relevance of adequate social training and 
‘education’ cannot be under-estimated (Rutter 
et al., 1967, ibid.). 
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Subcultural Mental Handicap 


By J. BLACKIE, A. FORREST and G. WITCHER 


Summary. Some conceptual problems in relation to the interaction of genetic 
influence and social disadvantagement are discussed, and some of the results of 
a study of 144 families with mentally handicapped children reported. The 
work of Heber and his associates in Milwaukee is briefly reviewed, and the 
Edinburgh data discussed in relation to the study in Aberdeen by Birch et al. 
(1970). Possible strategies for intervention are considered. 


INTRODUCTION 

The concept of subcultural handicap appears 
to have been introduced by E. O. Lewis (1933). 
He classified cases of mental deficiency into the 
pathological and the subcultural types, the 
latter showing no recognized pathogenesis but 
representing an extreme variant of the normal 
distribution of mental endowment. Penrose 
studied a large group of defectives in institutions 
and found he could divide the population into 
two groups which resembled Lewis’s subcultural 
and pathological groups in many respects (Pen- 
rose, 1949). Stein and Susser (1962) recognized 
two types of mental deficiency: those with 
presumptive brain damage and those who 
appear to be without brain damage. The first 
type is distributed evenly between the different 
social classes, whereas the second type is found 
only amongst families in Social Class V 
(G.R.O. classification). They argued that this 
second type is a ‘cultural’ syndrome of mental 
retardation; it accounted for 75 per cent of all 
the educatignally subnormal. 

Hospital surveys have produced some con- 
tradictory results. Berg and Kirman (1959) 
found evidence of aetiological (i.e. pathological) 
factors in 36-5 per cent of cases, probable 
aetiological factors in 32-5 per cent, and no 
factors at all in 31 per cent. This last group 
would be considered by the present authors to 
include a large proportion of subcultural cases. 
O’Connor and Tizard (1954) studied a 5 per 
cent sample from twelve hospitals in the London 
area and found the average IQ (based on 


Raven’s Matrices Raw Scores) to be approxi- 
mately 74 for men and 71 for women. 

A survey of the whole population of a hospital 
carried out in 1972 revealed 5: mongols, 496 
with pathological signs and 108 subjects with 
neither mongolism nor pathological signs 
(Zealley et al., 1975). We would suspect that the 
majority of cases should be classified as sub- 
cultural handicap. It has been calculated that 
2 per cent of the American population have an 
IQ of more than two standard deviations below 
the mean, i.e. IQ <70 (Stevens and Heber, 
1964). But most authorities accept for planning 
purposes an administrative prevalence (that is, 
the number of subjects who will need services) 
of 3 per 1,000, It is this gap between the 
administrative prevalence and the postulated 
prevalence of IQ <70 which makes an explana- 
tion based simply on polygenic inheritance un- 
acceptable as a working hypothesis. 

Sociologically orientated studies such as that 
sponsored by the National Children’s Bureau 
(Wedge and Prosser, 1973) emphasize the 
relationship between social disadvantagement 
and mental handicap. But social disadvantage- 
ment is so often compounded by the parents’ 
social incompetence, in turn related to the low 
IQ of so many parents of subcultural children. 
Heber and Garber (1971) found that mother’s 
IQ was the single most important predictor of 
mental handicap in the children of slum families 
in Milwaukee. They noted that not all slum 
families produced children ne@ding special 
education. It seemed to be the combination of 
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living in the slum and having a mother of IQ. 
less than 8o. 

We would therefore offer this provisional 
definition of subcultural handicap: 

‘Subcultural Handicap is a limitation of 
intelligence based partly on polygenic in- 
heritance but compounded by severe social and 
educational disadvantagement so that the 
majority of these subjects require services 
(educational, social work or medical) at some 
stage in their lives.’ 


SOME DATA FROM AN EDINBURGH STUDY 

This study considered all children aged 
4—8 years in Edinburgh and West Lothian where 
the child was in day care, hospital care, going 
to a special school or identified as needing 
special education. 

There were 144 families interviewed by the 
research workers, who employed a semi- 
structured interview technique. Much of the 
data related to parents’ attitude and experience, 
but there was independent information on the 
child’s placement or recommended placement 
end on the type of housing. As expected, social 
class was a prominent variable. When parents 
were asked if they regarded the index child as 
mentally handicapped, 50 per cent of Social 
Class IV and V parents said ‘No’ or ‘Don’t 
know’. This applied to 21 per cent of Social 
Class I and II families. Table I examines family 
size by ordinal position of index child; only 
children were classified as ‘oldest’ and there 
were 14 ‘only’ children in this category. The 
results indicate that one-third of the children 
were middle children. 

Table IL looks at parents’ coping ability as 
judged by the interviewers in relation to 
family size. Originally there were four cate- 
gories: not well with stress, not well without 


TABLE I 
Ordinal position of index child by family size 


Family size Oldest Youngest Middle Total 
1—3 .. 30 4.2 18 go 
4 or more .. 3 24 27 54 
Total .® 33 66 45 144 


p< oi; X? = a1-12 (2 df.) 
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TaBe II 
Interviewer’s assessment of parents’ ability to cope by 
Jamily size 
Does 
No. of children notcope Copes Total 
well well 
I-3 Ex a 66 24 go 
4 or more .. ee 25 29 54 
Totals a gI 53 t44 


p< :o1;X* = 9-476 (1 df.) 


stress, well with stress and well without stress. 
Later we decided that we should compare the 
fourth category with the other three combined. 

Table III looks at mothers’ family size plans 
in relation to the presence of this mentally 
handicapped index child. This question was 
addressed to mothers rather than to both 
parents, and the results were analysed against 
present family size. . 

Mother’s relationship to child was assessed 
by her observed behaviour toward the child: 
‘protective’ meant in effect over-protective and 
implied some degree of exclusion of other 
family members from the focus of mother’s 
attention; ‘ambivalent/rejecting’ was often based 
on mother’s own reported feelings about the 
child, while ‘accepting’? was initially con- 
ceptualized as warm tolerance. Later, accepting 
was thought of more as treating this child as no 
different from the others. Parents were also 
asked whether they regarded this child as 
mentally handicapped in relation to other 
children of the same age. Table IV analyses 
mothers’ attitudes by parents’ assessment of 


degree of handicap. ° 
Tass III 
Mother’s plans for family size by present size of family 
No 
No. of children No more Total 
effect children 
1-3 . . 57 33 go 
4 or more .. T: 44 10 54 
Total 101 43 144 


p < 0'05; X? = 4°476 (1 df.) 


BY J. BLACKIE, A. FORREST AND G. WITCHER 537 
TABLE IV 
Mother’s relationship to child by parents’ assessment of degree of handicap 
Mothers’ attitudes 
Degree of handicap Ambivalent/ 
Protective Accepting Accepting Totals 
No handicap/not sure .. T a II 14 36 61 
Some m.h. N T she ae 8 14 37 59 
Severe m.h. ae ae sb II 7 6 24 
Totals bi 5 Sy y 30 35 79 144 


p< or; X? = 13-97 l4 df.) 


Table V analyses mothers’ plans for family 
size by parents’ assessment of degree of mental 
handicap in the child. 

When the degree of handicap as assessed by 
the parents was analysed by the ordinal position 
of the index child, it appeared that 42 per cent 
of severely handicapped children were oldest 
children and 89 per cent of middle children were 
assessed by their parents as not handicapped 
(or not sure). 

The parents were then asked when the index 
child first used words apart from ‘mama’ and 
‘dada’. The results are analysed in Table VI 
against social class. 

The factor of whether the index child had a 
mentally handicapped sibling, as defined by 
allocation for special education or day care, was 
next examined in relation to degree of handicap. 

These distributions seem rather noteworthy: 
multiple incidence occurs where the index 
child is regarded as mildly handicapped, where 
the index child is a middle child, and in social 








TABLE V 
Mathers’ plans for family size by parents’ assessment of 
degree of handicap 
Plans for family size 
Degree of 
handicap Nii Nomore 
effect children Other Total 
Not sure/no 
handicap 48 8 5 61 
Some m.h... 33 2I 5 59 
Severe m.h. 6 14 4 24 
Totals .. 87 43 ` I4 144 





p < o1;X* = 92°87 (4 d.f.) 


classes IV and V. These findings confirm those 
of Birch et al. in Aberdeen. 

One last aspect of the Edinburgh study 
justifies a reference: the age at which parents 
stated that they had been told the child was 
handicapped. Originally we thought of several 


Taste VI 
Soctal class by age of child when words first uttered 
Age I-H I IV-V Total 
<3 yrs .. 16 38 26 80 
Later or not 
atall .. 8 17 39 64 
Totals va. “24 55 65 144 
p< 0-01; X? = 11-651 (2 df) 
TABLE VII 
Presence of mentally handicapped sibling by degree of 
handicap in index child 
No han- 
dicap/ Some Severe Total 
Notsure m.h. m.h. 
No ..- 44 55 24 123 
Yes Sa. 7 4 o 21 
Totals .. OI 59 24 144, 


p < or; X? = 15-62 (2 d.f.) 





Taste VIII 
Presence of sibling by ordinal position jf index child 
Oldest Youngest Other ‘Totals 
No ss- 799 59 32 123 
Yes Sx I 7 19 aI 


Totals 33 
p < -o1;X? = 11:77 (2d.f) 
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' categories, but later we revised these to two: 
o-3 years, and later or never. Table X analyses 
this age of telling by social class and Table XI 
by mothers’ plans for family size. 


THE MILWAUKEE STUDIES 
For some years Heber and his associates have 
been studying slum families from a residential 
sector of Milwaukee. They found that the 
variable of maternal intelligence was the best 
single predictor of the level of intellectual 
development in the offspring. Mothers with 
IQ less than 80 comprised less than half the 
total group of mothers but accounted for 
almost 80 per cent of children with IQ less 
than 8o. 
Heber and Garber (1971) also reported that 
the IQ of children of mothers with IQ below 80 
show a progressive decline with age. 


TABLE IX 
Presence of sibling by social class 
I-II Iit IV-V Total 
No 1. 24 48 51 123 
Yes S o g 14 QI 
Total oe, ae 55 65 144 
p < 0°05;X* = 6:774 (2 d.f) 
TABLE X 
Social class by age when parents told of handicap 
I-II II IV-V Totals 
<3 years .. 18 39 36 98 
Later/never 6 16 29 5I 
Totals na. BA 55 65 144 


p < +02; X? = 8:834 (2 d.f) 


TABLE XI 
Mothers plans for. family size 7 age when parents 
ld of handica 


No 
No more Other Totals 
effect children 
<3 yrs .. 46 36 II 93 
Latejnever.. 4i 7 3 51 
Total ^ 87 43 14. 144 


p< -o1;X* = 13:30 (2 df.) 
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The authors go on to state that the excess 
prevalence of mental retardation appears 'to 
relate to retarded parents living in the slum 
area rather than the slum itself. Heber and his 
associates have started an educational pro- 
gramme for twenty families from this slum area 
with mothers with IQ less than 80 and the 
youngest child less than six months old. On 
randomized allocation a further twenty families 
are getting standard welfare care. The pro- 
gramme has been going over four years and 
the IQ of the experimental group give a mean 
of 122, while that of the control group is 96. 
Even this latter figure is perhaps better than 
expected and suggests that the control children 
are perhaps benefiting simply from being 
involved in the study. 


Disaussion 

Wedge and Prosser (1973) define disad- 
vantagement in terms of family composition 
(i.e. one parent families,. low income, poor 
housing). They found further evidence of 
family disorganization: one in nine of disad- 
vantaged children had been in care before the 
age of eleven years, one in ten had a father 
who had been off work for a whole year prior 
to the interview, and one in fourteen were 
receiving or waiting for special education. As 
Burt said many years ago (1937), educational 
backwardness is associated with poverty. 

Birch et al. (1970) surveyed all mentally 
handicapped children in Aberdeen aged 8~10 
years and collected data about their families. 
They showed that within classes IV and V 
there are certain family conditions associated 
with a greater risk for mental handicap in the 
children: five children or more, interwar 
tenement, person/room ratio of two or more, 
family disorganization and poverty. 

In Edinburgh we found no ‘multiple ` inci- 
dence’ families in social classes I and [I—two 
thirds were in classes [V and V. In Aberdeen, 
Birch et al. found multiple incidence enly in 
social classes IV and V. They also found that 
for mildly mentally handicapped subjects the 
percentage of their siblings who were mentally 
handicapped was 12 times that-of the com- 
parison population (social classes IV and V}. 

Some other attitudinal factors were identified 
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in the Edinburgh study: parents who denied that 
the child was handicapped (or were not sure) 
were much more likely to have another mentally 
handicapped child; were more likely to come 
from classes IV and V; and were more likely 
to be accepting in attitude (that is, they treated 
the*index child as they did the others), Mothers 
with mentally handicapped children they did 
not regard as handicapped (or were not sure) 
were more likely to have larger families, with 
the index child as a ‘middle child’, and were also 
more likely to say that the advent of the index 
child had had no effect on their plans for 
family size. 

By contrast, parents who regarded their child 
as severely handicapped (the majority of class I 
and JI parents) tended to have restricted their 
family size plans, to have been told before the 
age of three years of the child’s handicap, and to 
have (for the mother) a protective attitude to 
the index child. If we may attempt to interpret 
the findings, it doeg seem, as Stein and Susser 
(1962) suggested, that subcultural handicap is 
restricted to classes IV and V. It seems that 
there is almost a fatalistic acceptance of mental 
handicap, leading to its denial; these children 
are not regarded any different from the others, 
and this is logical if there is in fact another 
mentally handicapped child. 


STRATEGIES FOR INTERVENTION 

Wedge and Prosser (1973) have suggested that 
disadvantaged families require better incomes 
and better housing. As regards our ‘subcultural 
families’ in Edinburgh, this approach would be 
self-defeating because of the social incompetence 
of many of the parents. 

Heber and Garber (1971) have concentrated 
on identifying families at risk (mothers’ IQ and 
area of residence) and then introducing pre- 
school education for the child and further 
education for the mother. Their results seem to 
indicate that this massive ‘injection’ of educa- 
tion is effective, but the financial implications 
are considerable. 
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We think that early identification of families 
at risk, i.e. when the first child is selected for 
special education, should be the signal for 
sustained attempts to deliver effective family 
planning to these parents. One of the most 
striking findings in Aberdeen and Edinburgh 
has been that multiple incidence is associated 
with social classes IV and V, large families and 
‘mild’ handicap. These families are making a 
disproportionate contribution to the ‘pool’ of 
mental handicap. If they had two children 
instead of five, the ‘pool’ would begin to dry up. 
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Use of a Standardized Psychiatric Interview in Mentally 
Handicapped Patients 


By BRIAN R. BALLINGER, JENNIFER ARMSTRONG 
ALLAN S. PRESLY and ANDREW H. REID 


` Summary. This study attempted to assess the applicability of the Clinical 
Interview Schedule (Goldberg ect al., 1970) to mentally handicapped patients in 
a hospital. Twenty-seven patients were rated simultaneously by three raters. Of 
the 31 items assessed for reliability, 11 were completely satisfactory, 8 were 
satisfactory, 6 unsatisfactory and 6 ‘not proven’. Ratings made by all raters for , 
overall severity of psychiatric illness correlated significantly with similar ratings 
made by the consultants responsible for the patients. 


INTRODUCTION 

Psychiatric illnesses and symptoms are 
common among patients in mental subnor- 
mality hospitals, and the management of 
psychiatric illness features prominently in ‘job 
descriptions’ of consultants in mental handi- 
cap (News and Notes, 1974). Descriptions of the 
phenomena of functional and organic psychoses 
in adult mental defectives have been provided 
by Reid (1972a and b) and by Reid and 
Aungle (1974), but there has been little syste- 
matic study of non-psychotic psychiatric dis- 
order in this population. Pilkington (1972) 
reviewed the various studies of the prevalence 
of psychiatric illness in the mentally subnormal 
and commented on the lack of precision and 
standardized assessment necessary for com- 
parative studies. Existing standardized assess- 
rocnts designed for the mentally handicapped 
are usually more concerned with the degree 
of handicap or abilities than with psychiatric 
illnesses or symptoms (Gunzburg, 1968; Kush- 
lick, Blunden and Cox, 1973). 

Research workers in general psychiatry have 
been concerned about the lack of valid and 
reliable methods of case identification, and 
several standardized interviews have been 
introduced. One method which appeared to 
lend itself to® studies of mental handicap was 

the Clinical Interview Schedule of Goldberg, 
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Cooper, Eastwood, Kedward and Shepherd 
(1970) designed for use in,community studies. 
It has the advantages of being relatively short 
and of not laying undue emphasis upon 
psychotic phenomena. 

The present study attempted to assess the 
applicability, reliability and validity of this 
interview with patients from a mental sub- 
normality hospital, including individuals with 
more severe degrees of mental handicap. We 
also hoped to obtain some information as to its 
possible usefulness in community surveys of 
the mentally handicapped. 


METHOD 

All the individuals studied were in-patients at 
Strathmartine Hospital, Dundee, a mental sub- 
normality hospital. An attempt was made to select 
equal proportions of patients able to conduct-a simple 
conversation and patients with little or -no speech. 
Ward charge nurses were asked to divide patients into 
two groups according to ability to carry out a simple 
conversation, and a random selection was made from 
each. list. 

Patients were seen by the three raters simulta- 
neously; rater 1 (J.A.) was a trained clinical psycholo- 
gist and raters 2 and 3 were consultant psychiatrists 
with special experience in mental handicap. The 
interview lasted for, a minimum of ten minutes for 
non-verbal patients and for as long as necessary to 
complete the interview schedule in other patients. 
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Patients were interviewed alternately by the two 
psychiatrists. 

The Clinical Interview Schedule described by 
Goldberg et al. was used. The wording was modified 
and slightly simplified to make it more compre- 
hensible to the mentally handicapped (details from 
authors on request). Intellectual deterioration was 
defined as evidence of deterioration from the esti- 
mated original level of mental ability. The following 
is an example of the instructions for this rating 
schedule: ya 


Flattened, incongruous 

This rating key has been included primarily to 
deal with schizophrenic and schizoid states. It may be 
used irrespective of diagnosis, but as a general rule 
the psychiatrist should endeavour to rate the mood 
disorder observed at interview under either elation or 
depression or flatness/incongruity, rather than using 
two or more keys to rate a particularly morbid 
affective state. In dealing with patients whose 
response is dull and apathetic, the psychiatrist should 
attempt to form a clinical assessment as to whether 
the underlying condition is one of depression or 
impoverishment of affect. 

It must be emphasized that a morbid rating on 
item 2a (Slow, apathetic, lacking spontaneity) does 
not imply a morbid rating on this item. Flatness refers 
to an impairment in the range of available emotional 
responses; the patient is unable to convey the impact 
of events while relating his history, and cannot convey 
warmth or affection while speaking about those near 
to him. 


Rating ‘o’ absent: Normal mood at interview. 


Rating ‘1’ mild: The patient may be laconic, 
taciturn or unresponsive in discussing emotionally 
charged topics, but the psychiatrist considers that this 
is an habitual trait rather than a sign of illness. 


Rating ‘2’ moderate: Clinically significant impair- 
ment of emotional response of mild degree. Definite 
lack of emotional tone discussing important topics; 
er occasional but undoubted incongruous emotional 
responses during the interview. 


Rating ‘3’ marked; Clinically significant impairment 
of emotional response of marked degree. No warmth 
or affection shown. Cannot convey impact of events 
when giving history, no concern expressed about 
future; or frequent incongruous responses of mild 
degree or occasional gross incongruity. 


Rating ‘4’ severe: Clinically significant impairment 


of emotional response of extreme degree: no emo- 
tional response whatever elicited; or gross frequent 
incongruity: fatuous, supercilious, giggling, etc., in 
such a way as to disturb interview. 


Extra items were added to the fourth section of the 
interview schedule where ‘manifest abnormalities’ are 
rated. These were: 

1. Distractibility All defined as in the ‘Present 

2. Stereotypies State’ examination (Wing, 

3. Hostile irritability { Birley, Cooper, Graham and 

4. Lability of mood Jj Isaacs, 1967). 

5. Over-activity—defined as ‘fidgety, fidgetiness, 
restlessness, pacing, frequent unnecessary move- 
ments’, 

6. Pica—defined as ‘eating or attempting to eat 
substances which are not food (excluding parts 
of the body)’. 

7. Self-injury—defined as ‘activities which cause or 
are likely to cause actual bodily damage, e.g. 
hitting self, biting self, excessive scratching, 
pulling hair out, striking body on furniture, etc., 
but excluding accidents and nail biting’. 

The degree of severity of the extra items was rated 

as in the standardized interview. 


Consultants in charge of each patient were asked 
to rate the patient for degree of psychiatric disorder 
on a five-point scale; the raters in the study were not 
aware of these reports. Psychiatric disorder for these 
purposes was defined as ‘abnormalities of emotions, 
behaviour, relationship or thinking which were 
inconsistent with the patient’s intellectual level and 
of sufficient duration or severity to cause persistent 
suffering or handicap to the person and/or distress or 
disturbance to those in daily contact with him’. This 
definition was derived from that of Rutter and 
Graham (1968). 

Twenty-seven patients were interviewed in all, 
including 13 able to conduct a simple conversation 
and 14 with little or no speech. Eight patients were 
males and 19 were females, and the age range was 
15 to 70 years (mean 43:7 years). Thirteen patients 
had intelligence quotients recorded in their notes as 
being over 35, whereas the remainder had been 
estimated as being below this level of intellectual 
ability. 


RESULTS 
1. Thirteen patients were rated on the verbal 
part of the Clinical Interview Schedule, and 
the mean number of times the three raters re- 
corded each symptom as being resent (1-4) 
was as follows: 
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Somatic symptoms (3), fatigue (5:7), sleep 
disturbance (1), hypnotic used (1-7), irritability 
(7), lack of concentration (4'3), depression of 
mood (6), depressive thought content (2-7), 
anxiety (6), phobias (5), obsessions and com- 
pulsions (1-7), depersonalization (1+7). 

Results for 27 patients were available for the 
folowing symptoms: Slow, lacking sponta- 
neity (mean number of times rated 8-7), 
suspicious, defensive (4+7), histrionic (1), de- 
pressed (7), anxious, agitated, tense (10), 
elated, euphoric (2-7), flattened, incongruous 
(4°7), delusions, thought disorder, misinterpre- 
tations (0-3), hallucinations (1), intellectual 


impairment excluding lifelong mental handicap 
(1-7), over-activity (4:3), distractibility (5), 
stereotypies (8-7), hostile irritability (1), lability 
of mood (1:3), pica (o), self-injury (0-3), 
overall severity (11-7). 


2. Reliability: Inter-rater reliability ‘was 
checked for each item separately, using the 

method of Maxwell and Pilliner (1968) which 
derives co-efficients of reliability and agreement 
between ratings from a two-way analysis of 
variance. 

Table I records the significance levels for 
co-efficients of agreement between the raters 


TABLE I 


Significance levels of co-efficients of agreement 





between raters expressed as F-ratios Inter-rater 
agreement 
Item Between raters Between paticnts expressed 
as a 
F p< df F p< „df correlation* 
1, Somatic symptoms 9°45 ‘OI 2,24 9°55 oI 12,24. "74 
2., Concern with body .. 0-69 . < 5°42 5 M -60 
3. Fatigue . s Fl 5 53 5°18 a a -58 
4. Sleep .. 1'00 4 2 4°20 jj P "93 
5. Hypnotics 1:10 a i 12°30 p “3 79 
6. Irritability 5°88 ‘OI 5 10:24 i B 75 
N=13 7. Concentration 2°35 N.S. js 3°43 A j5 
8. Depresion . .- 4°93 "05 oe 9:06 ee i 75 
9. Depressed ico .. 4'5 "05 j 3°00 "05 5 40 
10, Anxiety ; .. 3°50 "05 3 12°59 "OI 5 79 
11. Phobias 1 -8o N.S. as 10-60 a a 76 
12, Obsessions... 1-50 s 3 1°75 N.S. = 18 
13. Depersonalization 0°60 i i 8-40 ‘OI N 7I 
14. Slow .. a .. 8-ar “Ol 2,52 7°25 “OI 26,52 -68 
15. Suspicious... .. 4°65 705 ji 1°65 N.S. 5 “18 
16. Histrionic .. .. 0:64 N.S. 5 0:93 jj s —:02 
17, Depressed .. .. 0'20 fy m 1-96 "05 " . 
18. Anxious ki 1. 0'48 ‘3 + 1:19 N.S. i fr: e 
19. Elated Fi ws 3°20 "05 S 3°40 ‘Ol j "44 
20. Flattened 7 .. 0°28 N.S. r 1:75 - S -69 
21. Delusions er no evidence 
N=27 22. Hallucinations I patient only 
23. Intellectual deterioration no evidence 
24. Overactivity . ve T397 N.S 2,52 3°49 "OI 26,52 45 
25. Distractibility .. 4°16 "05 pi 2°20 = N "29 
26. Stereotypy 0'79 N.S 45 3°16 "05 if "42 
27. Hostile 1°53 ‘3 5 0'94 N.S. P —-02 
28. Lability no evidence 
29. Pica no evidence 
30. Sqifinjury .. no evidence , 
‘31. Overall severity 6:33 "ol 2,52 4°79 “OI 26,52 -56 


* Correlations are significant at the same level as the corresponding ‘Betwcen patients’ term. 
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expressed as F-ratios. The agreement between 
raters is also shown as a correlation. The ideal 
result is for the ‘Between raters’ term to be not 
significant (N.S.) and the “Between patients’ 
. term to be significant statistically. This means 
that the three raters used the same range of 
the*scale and also agreed on the rank order of 
patients for that symptom, i.e. there was 
agreement as to which patient showed the 
symptom and on the degree to which it was 
present. This result held for eleven items out 
of a total of 31 (‘concern with body; fatigue; 
sleep; hypnotics; concentration; phobias; de- 
personalization; depressed; -flattened;: over- 
activity; stereotypy’). 

Where both the ‘between raters’ and ‘be- 
tween patients’ terms were significant this was a 
satisfactory result. This means that the raters 
agreed on which patients showed the symptoms, 
but one rater rated consistently lower or higher 
than the other two. This held for 9 items out of 
31 (items named ‘somatic symptoms; irritability; 
depression; depressed thoughts; anxiety; slow; 
elated; distractibility; overall severity’). 

Unsatisfactory items are those where the 
‘between patients’ term was not significant 
(N.S.). This was the case for five items (‘obses- 
sions; suspicious; histrionic; anxious; hostile’). 
The remaining six items (‘delusions; hallucina- 
tions; intellectual deterioration; lability; pica; 
injury’), were so rarely rated that statistical 
analysis made little sense. Of these items No. 22 
(hallucinations) was rated once by all raters 
in the same patient to the same degree and 
could be considered satisfactory, although on 
very slim evidence. Thus overall with regard to 
inter-judge reliability 11 items were completely 
satisfactory, 9 were satisfactory, 6 unsatisfactory 
and 6 ‘not proven’. 


3. Validity: A rating for overall severity of 
psychiatric illness was made by the patients’ 
consultants and an assessment of validity was, 
therefore, possible for this item only. The 
correlations with the consultants’ ratings were 
as follows for the three observers: 


Rater 1—0'678 (p < -or) 
Rater 2—0 :548 (p < -o1) 
Rater 3—0'437 (P < 05) 


Discussion 

This study could be criticized on the ground 
that an interview schedule designed for com- 
munity surveys was being used for hospital 
in-patients. Nevertheless the present interview 
seemed to be the most appropriate for the special 
situation of a mental subnormality hospital, 
and we also wished to assess its possible useful- 
ness for community surveys of the mentally 
handicapped. 

Some of the concepts in the questions were 
almost never grasped by the mentally handi- 
capped patients, particularly with regard to 
obsessions, compulsions and depersonalization, 
and this may have limited the reliability of the 
ratings for these items. The concept of time in 
relation to symptoms rarely had much meaning 
for these individuals. Some symptoms were 
never or almost never rated, including some of 
the extra items such as self-injury and pica, 
which although common in this type of institu- 
tion almost never occurred in the interview 
situation. 

Although the numbers are small, these results 
point to the frequent occurrence of psychiatric 
symptoms in this setting, confirming previous 
studies (Pilkington, 1972). The ratings made 
by the various observers correlated significantly 
for most items. In some instances an item was 
not rated often enough to assess reliability. 
On the whole, these results indicate that 
psychiatric symptoms can be reliably defined in 
mentally handicapped patients, including those 
with little or no speech. It may be possible to 
obtain information about the rarer symptoms 
by rating a larger sample. 

Validity was only assessed for overall severity 
of psychiatric illness and the observers’ ratings 
correlated significantly with the consultants’ 
ratings on the five-point scale. Thus it appeared 
to be possible, using the standardized inter- 
view, to make a meaningful identification of 
psychiatric symptoms and illness in the mentally 
handicapped, even in the absence of the reports 
from hospital staff or relatives that are available 
in normal clinical practice. It is interesting to 
note that the ratings of the clinical psychologist 
correlated well with those of the psychiatrist 
raters and also with those of the patients’ 
consultants. 


.KusnuicK, A., Buunpen, R. & Cox, G. (1973) A method’ . Rt 
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Take the patients pulse 


Tachycardia and Palpitations 
. Headache - Lump in the throat - Pounding in the neck . Tremor 
Sweating - Non-specific chest pains - Undue fatigue 


Control somatic symptoms of sympathetic 
hyperactivity with Inderal 


Detailed information available on request 
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‘Concordin’ can begin to lift the mood of the ai 
withdrawn, apathetic depressive within a week. : ie 
‘Ratings made on the 5th day... revealed that 

protriptyline acted ai icantly more quickly 
than imipramine.. ; =. 
Clin. Trials J., 1970,7,4 oy 


CONCORDIN 


Protriptyline@ hydrochloride, MSD 


Fast-acting antidepressant 


Supplied as 10 mg‘Concordin’ - 10) and Smg (Concordin’-5) tablets Merck Sharp & Dohme Ltd., 
Detailed information is available to physicians on request. M D Hoddesdon. Herts. EN11 9BU 75-3485 
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Drug Therapy in Mental Handicap 


, ap HF 


By BRIAN KIRMAN 


ERRON Definitions of mental handicap are imprecise in practice, and a 

Wide spectrum of patients are provided for under this heading. There can be 

‘question of specific treatment for ‘mental handicap’ as such. Many situations 

ng | in institutions for the mentally handicapped derive from the nature of 

theinstitution and the regime. Drugs may be used ‘faute de mieux’ when environ- 

ental manipulation would be more appropriate. There is much over- 

ibing, and the choice of drugs is not always logical; monitoring of dose is 

_¢ ie employed. A majorsource of behaviour disturbance in the mentally handi- 
capped. is lack of suitable octupation. Apart from a few specific indications, use 

. of sédatives‘and. tranquillizers for the mentally handicapped should be seen as 

"a holding devicė;'to enable.a different system of management to be adopted or 

to disrupt an undésirable behaviour pattern. 


Dermrrions or Menta HANDICAP 

Mental handicap is not an entity; it does not 
correspond to any unified clinical concept. 
The Mental Health Act, 1959, does stipulate 
‘subnormality of intelligence’ in regard to both 
subnormality and severe subnormality; but the 
Suggested revision of the Act proposed by the 
Poe oe Party of the Royal College of Psychia- 





wT f -any level of intelligence to be 
D formally. classed as mentally subnormal. The 
ao Aiierican, Association on Mental Deficiency 
° -@lassification (Heber, 1959) included the con- 
“age pt of ‘borderline mental deficiency’. Happily 
“this was dropped in the revised version (Gross- 
‘ £1973), but it is included in the General 
Register Office’s Glossary of Mental Disorders. 
_ The three-digit category, 310, covers the intelli- 
gence quotient range 68-85, the upper limit of 
P vould cut off some 15 per cent of the 
population on the Wechsler scale (Wechsler, 
1958). Spencer (1974) placed only 8 of his 600 
patients in this category. An IQ or mental age 
was only available for half the in-patients in the 
Census of Mentally Handicapped Patients 
(DHSS, 1972), but this suggested that 21 per 
cent of the mildly mentally handicapped in 
hospital had an IQ above 70. Since many of the 





m 
2A Eti 


assessments were old and possibly inappropriate, 
it is legitimate to assume that this total is under- 
estimated. Earlier studies of in-patients which 
were restricted to those for whom psychological 
assessments were available showed a mean IQ, 
of 71 +4 for the subnormal and of 60-4 for the 
severely subnormal! (Castell et al, 1963; 
Castell and Mittler, 1965; Mittler, 1966). 

These findings suggest that at that time a very 
considerable number of in-patients in hospitals 
for the mentally handicapped were within the 


‘normal range’ of intelligence. 


SPECIAL PROBLEMS IN CARE OF MENTALLY 
HANDICAPPED 


The lack of precise definition of the clinical 
problem of mental handicap is emphasized here 
in order to stress the fact that the gamut of social, 
behavioural and clinical psychiatric problems 
covered in mental handicap is as wide as that 
in the general population. The mentally handi- 
capped present no one specific behavioural 
problem, and the question of use and abuse of 
drugs for them is no different from that in any 
form of psychiatric practice. There are, how- 
ever, certain aspects of the matter which pro- 
duce a situation in mental handicap different 
from that in other aspects of the fiealth service. 
The recent South Ockendon enquiry (Com- 
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mittee of Inquiry, 1974) underlines some of 
these. Less money is spent on this aspect of the 
health service than on any other. There are 
fewer out-patient clinics, fewer supporting 
services, fewer personnel and poorer hospital 
accommodation in relation to the numbers and 
the need. The programme of better community 
care envi in Better Services for the Mentally 
Handicapped (DHSS, 19724) has hardly started, 
while the shortage of hospital staff remains as 
acute as ever. Existing hospital buildings are 
unsuitable and remain overcrowded. In these 
circumstances staff morale reaches a low ebb. 
Many units and many staff engaged in the care 
of the mentally handicapped have no clear 
guidelines as to care, training and management. 
Many of those working in hospital see their role 
as caretakers and their main purpose, apart 
from basic nursing, to see that nothing goes 
wrong in the sense of major aggressive or 
destructive behaviour or anything which would 
seriously interrupt the institutional regime. ` 


THe INSTITUTION 


McKeown and Leck (1967) use the term 
‘checking’ in regard to the functions of the 
staff caring for the mentally handicapped in 
hospital. They have no doubt in mind the 
somewhat negative notion mentioned above of 
the role of the passive observer who only 
interferes when there is some departure from 
the status quo. In discussing their findings they 
considered that a large proportion of the 
hospital population was wrongly placed in 
hospital. Raynes and King (1968) showed in 
regard to children how to a large extent in a 
residential setting the needs of the institution 
seem to be set before those of the individual. 
The notion of the ‘institutional neurosis’ (Barton, 
1959) applies to the mentally handicapped as 
to the mentally ill. A study by Wright et al. 
(1974) of the interactions between nursing staff 
and profoundly retarded children showed that 
with three staff to a ward of 20 children only 
6 per cent of staff time was devoted to initiating 
reactions. The reasons for this are difficult to 
assess. It may be partly a question of a feeling 
of despair and hopelessness in regard to the 
prospect of improvement in the patients. It 
may be that three staff are not enough for the 
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onerous task. It is partly the fact that other 
duties, ward maintenance, counting the linen, 
setting out the meals, etc., take precedence. It 
is also, however, as Wright and her colleagues _ 
point out, a question of the role of the nurse, 
her training and her notion of her task. The 
teacher clearly sees her duty to be thaf of 
instruction and is essentially and primarily 


concerned with initiating reactions. The nursé - . 


is still trained with considerable emphasis on 
sick and basic nursing, which is indeed very 
necessary for the patient with multiple handi- 
caps. There is much less emphasis on the role 
of the nurse as substitute parent, organizer, 
teacher, group leader and adviser. Difficult 
behaviour can only be reduced to a minimum 
when all of these and similar roles are adopted 
by those responsible for the care of the mentally 
retarded. 


FASHIONS IN DruG THERAPY 


The use and abuse of drugs for the mentally 
handicapped has paralleled that for the men- 
tally ill. At one time bromides were the sedative 
of choice and bromide intoxication was common. 
Paraldehyde has largely gone out of fashion, 
perhaps in part for aesthetic reasons. In the 
writer’s experience before the Second World 
War it was customary in institutions to use a 
large dose of morphine and hyoscine to quell 
rebellious patients. At the present time in 
hospitals for the mentally handicapped there is 
a very free use of sedatives and tranquillizers. 
A previous report (Kirman, 1964) showed the 
extent of drug use in the major hospitals in this 
group. Noteworthy is the great variation in the 
drug used in similar cases, the very wide range 
in dose, the very considerable difference between 
hospitals and wards. The results of a similar, 
more recent, study of drug usage in St. Ebba’s 
Hospital carried out by Dr. G. L. Bullmore is 
shown in Table I. This shows there has been 
little change in practice and demonstrates 
among other things the big difference in 
prescribing between male and female wards. 


- MENTAL ILLNESS IN THE HANDICAPPED: 
EFFECT OF THE REGIME 
In view of the heterogeneous nature of 
behavioural problems in mental handicap it 
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TABLE I 
Drugs used (in St. Ebba’s Hospital) during January 1973 
No. of No Anti- Day sedative 
Sex patients treatment convulsants tranquillizers Night Other 
Male... 350 166 (47%) 86 (25%) 87 (25%) 25: (77) 53 (15%) 
male .. 267 78(29%) 789%) 1 (45%) 407%) 7B (29%) 
Total 617 244 (40%) 164 (27%) 198 (32%) 71 (12%) 131 (21%) 





is not surprising that there is no specific remedy 
for these difficulties in the form of medication. 
Carefully controlled studies (Craft, 1957, 1958) 
have failed to show any benefit in the treatment 
of greups of patients. There is considerable 
overlap between the areas of mental handicap 
and mental] illness. In other words, the incidence 
of mental illness is higher among the mentally 
retarded than among the general population 
(Reid, 1972). The relationship between emo- 
tional disorder, mental retardation, epilepsy 
and neurological abnormality has also been 
shown. in the Isle of Wight survey (Rutter et al., 
1970). The Census of Mentally Handicapped 
Patients in Hospital (DHSS, 1972) showed 16 
per cent of in-patients as having severe beha- 
viour difficulty and a further 16 per cent as 
having a lesser degree. In the case of children, 
28 per cent were returned as having a severe 
behaviour disorder. In considering this situation 
it is relevant that 34 per cent of severely 
mentally handicapped in-patients and 11 per 
cent of the mildly handicapped were not being 
educated, trained or employed in any way at 
the time of the Census. These are probably 
minimal estimates, since the extent of activity 
for many of the patients would doubtless have 
bech slight. Only 15 and 19 per cent respectively 
of the severely and mildly handicapped were 
engaged in industrial therapy. No less than one- 
third of the mildly mentally handicapped were 
helping on the ward and 21 per cent of them 
were helping in the hospital other than on the 
ward. It was shown by O’Connor and Tizard 
(1956) that many of the activities undertaken by 
the mentally handicapped in hospital at that 
time were unsuitable to them, and this comment 
would apply at the present time. It is true that 
in many of the severely handicapped it is the 
extent of the intellectual deficit, or the associated 


physical handicap, which makes employment 
difficult. Allowing for these factors, there is still 
a deplorable lack of suitable facilities for em- 
ployment and activity in this type of hospital; 
and the capacity for creative effort demonstrated 
by the Clarkes (Clarke and Clarke, 1965; 
Clarke, 1969) remains largely unrealized. ‘This 
is a major factor in the production of emotional 
disturbance, resulting, among other things, in 
widespread use of sedatives and tranquillizers. 


PATTERNS OF BEHAVIOUR DISTURBANCE 


There is a very wide range in the nature and 
severity of behaviour disturbance in the mentally 
handicapped (Kirman and Moss, 1975) and, 
in children, this includes a considerable propor- 
tion of those who are classed as autistic (Wing, 
1974). With adults and adolescents there are 
few cases of classical schizophrenia, though 
other major psychoses occur. Cases that do 
present as classical schizophrenia usually rest 
on a basis of structural brain abnormality, often 
with epilepsy, epileptic confusional states and 
with personality difficulties between acute 
episodes. There is a whole gamut of behaviour 
problems ranging from aloofness or an awkward 
character to the major psychoses among adults, 
and these are in many cases compounded by 
unfavourable circumstances. A recurrent pattern 
is that of the young woman from a middle-class 
household who has been overprotected and 
sheltered from work discipline. She is in need 
of a structured regime, but unless this problem 
is tackled expertly she may resort to hysterical 
and attention-seeking behaviour. Parents are 
sometimes hesitant to impose sanctions on 
retarded children, with the result that they may 
dominate the household (Kirmaa, 1972). All 
the ordinary behaviour problems which occur 
with children of average intelligence may be 
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found in the mentally handicapped, though 
they are often compounded by difficulties within 
the family, some of which arise from the fact 
of mental handicap in the child. In those 
families which are unable to adjust to the 
mental handicap a large number of secondary 
problems may arise. Some parents are ashamed 
of the child’s lack of progress, and others 
restrict their social life because of the chores and. 
responsibilities imposed by the retarded member 
of the family. These and many other un- 
favourable situations may give rise to tensions 
reflected in the behaviour of the child, the sibs 
and the family as a whole. Problems do not 
cease when adult status is reached; they may be 
aggravated by less adequate social support. 
The number of school places for children is 
almost sufficient, but there is a gross deficiency 
of places in adult training centres. Like those 
in hospital, many retarded adults living at home 
are totally unoccupied. This is a major reason 
for disturbance in the individual and his family. 

Some of the difficulties in the existing institu- 
tion regime have been mentioned; these include 
limited staffing, overcrowding, an institution- 
centred regime, lack of occupation and organi- 
zation, segregation from the outside world, 
isolation and seclusion. The writer remembers 
a large institution where the female wards were 
all locked and a very limited liberty was avail- 
able to male patients only. Fortunately in this 
country such a state of affairs no longer exists, 
but the institutional regime restricts liberty at 
every turn. Apart from boredom and lack of 
activity as a cause of behaviour disturbance, 
there is with the more able patients a consider- 
able risk that minor conflicts with the adminis- 
tration through non-conformity with the regime 
will build up into major conduct disorders. 
Basically peaceable patients have on occasion 
resorted to desperate measures when cornered 
or recaptured after a period of liberty. . 


CAUTION IN PRESCRIBING 


In sum, the advice to those about to prescribe 
for the mentally handicapped is, first and fore- 
most, when in doubt, don’t! There is seldom a 
specific drug, though sometimes a dramatic 
result is obtained, e.g. .when the electrical 
counterpart of the epileptic confusional state is 
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seen to clear during the EEG session following 
administration of diazepam. Medication should 
be regarded as an evil to be avoided if possible. 
If recourse is had to tranquillizers and sedatives, 
regard should be paid to the effect of habituation 
to barbiturates in general and to the supposedly 
abrasive effect of phenobarbitone on the 
character in particular. More use should be 
made of analysis of blood levels of drugs to avoid 
toxic doses or to ensure a therapeutic dose. It 
should be remembered that prescription is often 
used as a placebo for the physician himself, for 
the parent or for the nurse, as well as for the 
patient. As an alternative to drugs, clues for 
environmental manipulation are often previded 
fortuitously, e.g. the temper tantrums of the 
spoiled child vanish with grandmother; the 
redoubtable smasher of windows disappears 
from the headlines when moved to another 
ward. Medication should be short-term and 
subject to frequent review. Faced with a difficult 
patient on large doses of half a dozen drugs it 
may be salutary to try him without any of them 
and to observe that his behaviour is not only 
no worse but perhaps even better. Apart from a 
few specific indications, such as a typical 
recurrent epileptic confusional state or a 
classical schizophrenic reaction pattern, use of 
sedatives and tranquillizers should be seen as 
a holding device to enable a different system 
of management to be instituted or to disrupt 
undesirable behaviour. 


PSYCHOTHERAPY FOR THE RETARDED 


In conclusion it may be pointed out that 
there is a common assumption by those interes- 
ted in psychotherapy that it is of no avail for 
people who are not intelligent. While séme 
inroads have been made into this belief, there 
are many who still hold this view. For example, 
Dr. Gray, Governor of Her Majesty’s Prison, 
Grendon Underwood, in describing his aim of 
a therapeutic community, gives as one of the 
criteria for entry that those selected should be 
of near average intelligence or above, a cri- 
terion that might seem to exclude some 40 per 
cent of the general community (Gray, 1974). 
By contrast, some-twenty years ago Yonge and 
O’Connor were able to show measurable effects 
of group psychotherapy in institutionalized 
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‘ EAE. 
high-grade defective youths with psychopathic 
character traits (Yonge and O’Connor, 1954). 
The counterpart of psychotherapy for those of 
lower levels of mental age is skilful environ- 
mental manipulation, the setting up of a 
patient-orientated regime, occupation and dis- 
tra®tion, together with behaviour-shaping where 
this is feasible (Kiernan, 1973; Kiernan et al., 
1971). A prerequisite is a great improvement in 
the quality of the provision for the mentally 
handicapped. 
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Cannabis and its Users in Nepal 


By B. P. SHARMA 


Summary. Cannabis is easily available in Nepal, large numbers of persons 
using it regularly. I have studied its effects on 226 persons who had been using 
it for a long time and in considerable amount. As a control group I used an equal 
number of men of matching age and education. 

Compared with the controls, the cannabis users had a poor work record, 
poor social and family relationships, a lack of interest in sex and a general! loss of 
initiative and efficiency. However, there was no difference in crime rate between 


the groups. 


INTRODUCTION 


Nepal is one of the countries where until 
recently there was no legal restriction on 
hoarding, buying, selling or consuming can- 
nabis. Until a few years ago people here did 
not believe it to have any bad effect on society 
or its members. Now, owing to large numbers 
of non-conformist young persons from the West 
(‘hippies’) and their fondness for this herb and 
its indiscriminate use, the circle of its users has 
become wider and has come to have a noticeable 
effect on Nepalese society. As a result, a few 
cases have been documented and some more 
cases are known of persons in toxic states and in 
need of medical treatment. Such things were 
unknown. here before. 

The herb Cannabis sativa is popularly termed 
ganga or bhang. A special product, more 
potent and expensive, is called chares. The 
usual method of using this is by smoking in a 
funnel-shaped clay pipe, but it is also used in 
cakes or sweets and drinks. Although there has 
as yet been no legal restriction on its cultivation, 
there has been an element of social disapproval 
towards its use. Users are thought of as persons 
of rather low calibre. The local name for 
cannabis users is ganjadi which literally means ‘a 
person who can’t be relied on’. 


METHOD 
The study was undertaken to determine the 
effects of regular and long-term cannabis use 
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on a person’s initiative, efficiency, personal 
relations, marital harmony and attitude to 
religion. 


Selection of cases: I did not include the class of 
people who are called sadhus (religious ascetics). 
In addition, I excluded those who used the herb 
only occasionally, who took it less than three 
times a day, or who took it more often but had 
done so for less than two years. Few females are 
cannabis users, so the study was confined to 
males. 

Of 227 persons studied, nine were university 
graduates, 23 were undergraduates, 43 were of 
high school grade, 79 were barely literate, and 
the remaining 73 were illiterate. 


Selection of controls: I selected these on the 
following basis: males known not to be users of 
the herb but matched with the 226 users for 
number, educational standard, and (With 
reasonable closeness) age distribution (Table I). 


TABLE I 
Age distribution of 226 cannabis users in Nepal 


Age (years) Numbers Age (years) Numbers 
Under 21 5 41— 17 
21—- 14 46— 15 
26—- 16 51- 12 
31- 62 56- 2 
g6- 77 61 and over 6 


Median age, 37 years 
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The controls were all selected from one parti- 
cular area. 


RESULTS 


Occupation and achievement: The nine graduate 
users of cannabis were all working, but their 
wdtk was not satisfactory. All were irregular 
or unpunctual in attendance, were réluctant to 
shoulder official responsibilities and were domi- 
nated not only by their superiors but also by 
their subordinates. In the control group, all nine 
graduates were active, regular and punctual at 
work and possessed enthusiasm and initiative. 
They were acting as leaders in their work. 

Among the 23 undergraduate users, 18 were 
employed as part-time workers in insignificant 
jobs and the remaining five did not try to get 
any job, making the lame excuse that they had 
no need of a job (whereas circumstances showed 
otherwise). In the control group, those classed 
as undergraduates had had to leave their studies 
in order to earn a living, so all of them were 
employed. Nine were trying hard to complete 
their studies and get a degree. 

In the high school grade there was not a 
single user who was usefully occupied, whereas 
among the controls all were occupied except six 
who had chronic illnesses. 

Among the 79 barely literate users, 51 were 
employed part-time but their work was not 
satisfactory, and the remaining 28 were not 
employed at all. Among the controls, on the 
other hand, all had reasonably good jobs and 
were supporting their families. 

As for the 73 illiterate users, none of them 
liked to work. Some were forced to do so by their 
relatives or did so for limited periods of time to 
meget the shortage of manpower during the peak 
agricultural season. In the control group all 
were occupied in useful jobs. 


Behaviour: When judged in the light of their 
controls, all cannabis users were untidy, un- 
kempt, slovenly and slow. They did not want to 
mix with anybody other than members of their 
own group of cannabis smokers. Their interest 
was limited to themselves, to the herb, to their 
‘akhada’ (places where cannabis users meet 
together) and to food of a rich and sweet nature. 
It may be noted that their foods of choice were 
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sweet dishes, cakes and sweet drinks. Their 
physical activity was also limited. 

The conversation of cannabis users was 
monotonous, full of unnecessary details, and 
marked with circumstantiality and phantasy. 
It was vague, elastic, never-ending, and tended 
to be restricted to a few simple topics—delicious 
food, kind angels who provided every sort of 
thing without any effort, their own health, and 
how their families neglected them. As an 
example a middle-aged man told his friends 
that ‘when the heavenly body asked this helpless 
man to open his eyes he saw a big pond of 
honey in front. To his right there was a big 
mound of freshly prepared hot cakes—‘‘pedas”’ 
—made of milk and milk products. There were 
a number of pools of milk pudding. In one 
corner he saw a running spring of sweetened 
milk. Heaps of butter and rivulets of melted 
butter . . . were also there.’ Another man said: 
‘You know, some country has found out a 
tree which bears the fruit of well-cooked com- 
plete dinners. Mark you, a full course of 
luxurious dinner.’ 

Many of the cannabis users were morbidly 
jealous and almost fanatical about religious 
faith, and relied absolutely on fortune and 
mystic power. They showed no ambition and 
their emotional responses were immature. The 
timidity and docility of such persons are 
proverbial. 


Crime: I found no difference in this respect 
between the users and the controls. Criminal 
activities commonly stem from aggressive trends, 
sexual urges, self-assertion and ambition, but 
such traits are almost unknown among cannabis 
users. It is their nature to run for safety and 
shelter when they come across an agitated 
crowd. However, their passive, docile and 
obedient nature may lead to their being used 
as accomplices by criminal gangs. 


Marital state and sex: In this series 43 users were 
single and 17 widowed. I interrogated 31 out of 
166 who were married and living with their 
wives. None of them, it seemed, had normal 
interest in the sexual side of marriage. Their 
sexual indulgence was sporadic anf they thought 
of such indulgence as very harmful to health. 
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Family relationships: The cannabis users did 
not have close relations with their families. 
Within the home, they spent their time sleeping 
or sitting and daydreaming. It is surprising to 
see how a person can spend time idly, not only 
for days but for years together. Even death or 
disaster in the family did not move them. A 
bitter quarrel with them had no effect; after a 
few hours they would behave as if nothing had 
happened. 


Other observations: I observed seven persons 
who had used the herb regularly for years but 
finally gave it up after great persuasion. When 
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they were using cannabis, they behaved exactly 
as J have described above. After they had given 
it up, their behaviour returned to normal 
within four months. 

The explosive influences of ‘hippies’ in this 
country during the last few years have caused 
some changes in the behaviour of long-standing 
cannabis users. Formerly, intoxication had not 
required medical attention but during the last 
year there have been five cases of ‘hashish 
poisoning’ recorded in the hospital, and many 
persons are known to have had treatment out- 
side. The selling and buying of cannabis is 
now legally restricted in Nepal, so such a study 
as I have described here may be impossible in 
the future. 


B. P. Sharma, M.B., B.S., M.R.C.Psych., D.P.M., Head of the Department of Psychiatry, Bir Hospital, Kathmandu, 


Nepal 
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The Frequency of Visual Hallucinations in Schizophrenic 
Patients in Saudi Arabia 


By EL-TAYEB A. ZARROUG 


Summary. Sixty-nine schizophrenic patients (52 men and 17 women) who were 
consecutive admissions to Shehar Psychiatric Hospital, Taif, Saudi Arabia, were 
investigated for the phenomenology and frequency of visual hallucinations. Of 
these patients 43 (62 per cent) were visually hallucinated. It is concluded that 


visual hallucinations in schizophrenia are of common occurrence in this country. 


The need for further investigation as to the part played by cultural and other 


factors is emphasized. 


INTRODUCTION 

The purpose of this paper is to report on the 
frequency and some phenomenological aspects 
of visual hallucinations in a number of schizo- 
phrenic patients admitted consecutively to 
Shehar Psychiatric Hospital, Taif, Saudi Arabia. 
The hospital, founded in 1962, was originally 
planned for 250 beds, but following the rapid 
socio-economic development, together with the 
progressive increase in the number of immi- 
grants and of various nationalities during the 
Pilgrimage season, it has at present a 1,300 bed 
capacity. Roughly 85 per cent of the in-patients 
suffer from schizophrenia (Baasher, 1973). 


METHOD 

The subjects were originally 8o schizophrenic 
patients consecutively admitted from the out-patient 
department. Eleven of these were excluded from the 
study either because the duration of their illness was 
very short (a week or less) and the onset very acute, 
or because the age at onset was over 50 so that organic 
pathology was likely to be present. Thus the number 
investigated was 69: 52 male and 17 female patients, 
all under 40. 

The diagnosis of schizophrenia was based on the 
general clinical examination following the method 
outlined by Mayer-Gross, Slater and Roth (1969). 
All patients had to show in clear consciousness two 
or more of the symptoms suggested by Parkes (1963) 
as strongly supporting a diagnosis of probable 
schizophrenia. 
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The interview which followed the general clinical 
examination was entirely devoted to the assessment 
of visual hallucinations, though hallucinations in 
other modalities were also recorded if present. 
Great care was taken to avoid leading questions and 
the use of hints. Each patient, either in the initial 
clinical examination or in the interview stage, was 
examined independently by the author and another 
psychiatrist. 

Lastly, in each case in which visual hallucinations 
either alone or in combination with auditory halluci- 
nations were described, these were then investigated 
along some of the parameters suggested by Lowe 
(1973). These parameters were: 

1. Location: where in objective space was the 
source of the hallucination? 

(i) Inside or on patient’s body. 
(ii) Close to patient or within his ordinary sensory 
(visual) range. 
(iii) Far distant, beyond patient’s ordinary sensory 
(visual) range. 

2. Overt behaviour: what did the hallucination make 
the patient do? 

(i) No effect, or very little effect, on patient’s 
observable behaviour. 

(ii) Verbal activity, e.g. talking, shouting. 

(iii) Physical activity: restricted physical activity, 


e.g. grimacing, compulsions, stereotypes, 
postures, etc. Extensive physical activity, e.g. 
fighting, etc. ä 


3. Experience shared: how many other real people 
(not people hallucinated) did the patient believe 
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shared his hallucinatory experience at the time of its 
occurrence? 
(i) Patient only. 
(ii) Persons in sensory range of hallucination 
source. 
(iii) Persons beyond the sensory range of halluci- 
nation source. 
4- Content: what was the predominant thing halluci- 
nated? 
(i) Person or persons. 
(ii) ‘Person(s)’, i.e. non-human, mythological but 
with human qualities. 
(iii) Tangible objects (including animals). 


RESULTS 
The results are given in Table I. 
Of the 69 patients studied, 43 (62 per cent) 
were visually and 47 auditorily hallucinated. | 
On investigating the visual hallucinations 
phenomenologically the following findings were 
obtained. 


1. Location 

Among the men, 29 felt the object of their 
hallucination to be within their ordinary visual 
range, 3 felt it to be located on their own bodies, 
and 3 maintained that it was located in a far 
town or somewhere beyond their ordinary 
sensory range. Of the women, 5 felt the object to 
be within their ordinary range, the remaining 3 
felt it beyond that. 


Example 1 

“The Jinniya (female Jinny) is sitting beside me on 
the carpet ... she is always wearing glasses and she 
keeps on beating me with the palm of her hand, she’s 
left-handed by the way. Her name is Sowaydaa. She 
never talks to me... sometimes she laughs... surely 
she’s cursed.’ 


2. Overt behaviour 
The hallucinatory experience had no effect 


TABLE I 
Numbers of patients with visual auditory hallucinations 


Visual 
Number and Auditory Visual Non 
of patients auditory only only 
52 males 29 8 6 9 
eta erent NR ES AEA E Nt A 
17 females 6 4 2 5 


on the observable behaviour of most of the 
patients. Nine men and two women, however, 
responded by some form of verbal activity, 
e.g. talking. One woman responded in a peculiar 
manner to her visual hallucination (the following 
example). a 
Example 2 

The patient was covering her mouth with a 
handkerchief, and whenever she replied to a question 
she would do so without removing the handkerchief 
from her mouth. She gave the following account 
rationalizing her behaviour: ‘It’s now more than 
three or four months since I started seeing those 
insects. They’re very small . . . just like ants, but a 
few. of them are as big as cockroaches. Allin colour... 
They creep on my body .. . never let me alone, never 
let me eat. They try to enter into. my mouth, that’s 
why I’m covering it . . to stop them from doing so. 
I think some people are doing this to me... to drive 
me mad; it’s magic, you know.’ ` 


3. Experience shared 

Most patients felt that their experience was 
not shared ‘by others. Only 6 men and 2 women 
felt it shared by people within the sensory range 
of hallucination source. 


4. Content 

The great majority of patients reported the 
presence of ‘real’ person or persons. Only two 
men and one woman ‘saw’ ‘persons’ who were 
partly human. Three of the men reported the 
presence of animals (including insects). 


Example 3 

‘It’s a Jinniya and a Jinny that I see. The Jinny, 
damn him, goes on scratching his back because he has 
got scabies. He has two huge wings which fly him 
away in the sky. The Jinniya has a very pretty tace. 
She smiles at me, wants to seduce me. But it was only 
last week that I found out that her legs were those of 
a horse. I was frightened. Since then I started praying 
regularly to stop her evil spirit from coming.’ 


Example 4 
“Yesterday I saw the Kaaba.* It became very tall 
until it pierced the clouds up high in the sky. I then 


* The Kaaba is the Sanctuary of Mecca. It is the 
principal place where Moslems from all over the; world 
gather during the Pilgrimage season. It is also the’ place 
towards which Moslems turn in prayer. ` 


BY EL-TAYEB A. ZARROUG 


heard a voice saying to me “We are now at the doors 
of Heaven”. There was the face of Gabriel looking at 
me. I was scared. I could not look at him. Something 
black came in front of my eyes. I don't know what it 
was but [ nearly fainted.’ 


le 5 

sce Abdul Malik Ibn Marwan (a ano Arab 
ruler) holding a golden sword in his right hand and 
a medical book in the left. He is all in white standing 
there all the time. He offers me the book, but when 
I attempt to take it I find that it is no longer there. 
I am not interested in medicine, and the fact that he 
is offering me a medical book puzzles me.’ 


DISCUSSION , 

Môst standard textbooks of psychiatry regard 
visual hallucinations in schizophrenia as rare 
(Mayer-Gross et al., 1969), not so common as 
those of hearing (Batchelor, 1969), not very 
common (Fish, 1962) or very rare (Sim, 1969), 
to mention only a few. 

Psychiatrists working in this Saudi hospital 
have observed with interest the frequent associa- 
tion of the phenomenon of visual hallucination 
with schizophrenia. The author was tempted by 
this observation to carry out a systematic study 
of the subject. A good definition of the word 
‘hallucination’ was sought. The author finds 
Lowe’s definition (Lowe, 1973) very adequate 
for the purpose. According to him an experience 
could be regarded as genuine hallucination if, 
(a) according to the patient’s own words, it 
occurred in a sensory modality—auditory, 
visual, etc. . . . or combination of these, (b) 
current objective stimuli were, in the opinion 
of the interviewer, either totally absent or 
grossly inadequate to account for the experience. 

Most patients experienced their hallucinations 
during the day, some even during the interview 
and reacted appropriately to their content. The 
finding of Frieske and Wilson (1966) that all 
schizophrenics who experienced visual halluci- 
nations tended to do so continuously was 
confirmed. Moreover, the content of the 
hallucination in the present study, where 
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family members, religious people, saints and 
fairies dominated, confirms the study of Small 
et al. (1966). 

It is concluded that visual hallucinations in 
schizophrenia are common in this part of the 
world. It is not clear why this should be so: 
whether cultural or other factors play a part 
in this needs to be investigated. It is of interest 
to note that the phenomenology of the halluci- 
nations under study does not differ much from 
that described in Western psychiatry. 
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Psychiatric Diagnosis in New South Wales Compared t to. 
England and v | 


By GORDON PARKER 


Pg a ae 


Summary. Comparative edie of first ‘mission rates to machine KORN 
have revealed significant differences in: the rates’ of diagnoses;‘offunctional | 
psychoses between the United Kingdon and the United States-of- ‘Ametica. . 
The present study examined the diagnoses of indigenous patients born between 
1921 and 1955 and first admitted to hospitals i in New South Wales, Australia, 


and England and Wales. Admission 
The rate in New South Wales for s 


es for mania were in sirjkin agreement. è ` ` 


izophrenia was sligh oe Ker nd for 


psychotic depression considerably less than in England and Wales. 


A similar trend in diagnostic dissonance. ‘would, 
England and Wales and New South Wales as between’ 
the United States for schizophrenia and psychi i j 


siderably less in degree. 


INTRODUCTION 
A psychiatric diagnosis is a communication basic 
to much epidemiological, administrative and 
research work, and clinical treatment is often 
dependent on it. Of the various classified dis- 
orders the functional psychoses lie most clearly 
within the province of the psychiatrist, and it 
might be expected that the psychiatrist: should 
be able to make valid and reliable diagnoses of 
such conditions. Opponents of psychiatry have 
raised doubts. After utilizing pseudo-patients, 


Rosenhan (1973) has suggested that hospital - 


staff are unable to distinguish the psychotic 
from the non-psychotic individual. 

Diagnostic anomalies have also been revealed 
by cross-national studies. In a comparative study 
of first admissions to psychiatric hospitals in the 
United States and England and Wales where the 
first admission rates were reasonably similar, 
Kramer (1969) noted that the rate in England 
and Wales for schizophrenia was one third 
lower and for manic-depressive psychosis nine 
times higher than the rates in the United 
States. 

Sandifer et al. (1968) compared diagnoses 
made on 30 interviews and clinical reports by 
psychiatrists in North Carolina, London and 
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tic diffétences. Copeland’ 


intra- national disec 


YOE 


etal, #(1971), presented | three’ video-tapes to- 


psychiatrists, in Edinburgh, Glasgow, Manes: . 
Birniingham, - Belfast, Dublin and, pe 
London; diagnostic differences, were small and i 


chester, . 


only Glasgow-trained psychiatrists showdéd `: a 
tendency to-diagnose affective illness -to- EXCESS. 


Kendell eż al. (1971), after providing American - 
and English-trainéd psychiatrists. -with: „yideo- ia 


tapes of patients, concluded that the “Abidica 
concept of schizophrenia was broader than’ the 


British’ concept,, embracing some examples of g 
. depressive illness, mania, neurotic illness -and 
personality disorder. Cooper et al. (1969) -per-- 


formed a comparative study of consecutive 
admissions to one. New York and one. Eondon: 
mental hospital, They again found the diagnosis 
of schizophrenia to be more frequently and 
affective illness less frequently ° made in' the 
United’ States’ héspital than in the British. As 
the study design allowed for an assessment of 
influences other than the diagnostic process 


` alone, they concluded that there were genuine 


differences between.the British and the Ameri- 
can .patients and that these were exaggerated 
by the hospital psychiatrists. 
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These studies suggest that significant diag- 
nostic differences exist between the U.K. and 
the U.S.A. and that this may be attributable 
to variations in the population as well as to 
the diagnostic fashions of the psychiatrist. It 
would appear reasonable to examine and 
cdmpare psychiatric. diagnoses ~in’ a third 
continent. In undertaking a partial replication 
of a British study into méntal disorder and 
season -of birth figures were obtained which 
_ allowed a- cross-national comparison between 
‘English and Australian psychiatric diagnoses. 


.MeTHop ~ ° 
Haye, Price and Slater (1974) presented data 
on all patients born in’ England and Wales who 
were first admitted .fò a asychiatric hospital or 
unit in England and. Wales: ans 1970 and 1971, 


and were born between 1921 and 1955. Similar ° 


_ data for New South Wales are collected by the 
' Australian Bureau of Census and Statistics, 
_ which records detajls of all admissions to state 
psychiatr.awga@Bitals, and psychiatric units of 
general hospitals and most admissions to private 
psychiatric hospitals in New South Wales. Data 

‘on all those patients born in New South Wales 
between 1921 and 1955, and first admitted to a 
psychiatric hospital over three consecutive 
admission years were examined. Table I shows 
the numbers. of patients‘and admission rate of 

cach Boerlostic group for the observed period 
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in each area. Table II shows the first admission 
rate for each diagnostic group for each 
admission year in each country. 


RESULTS 

Table I shows that the admission rate for 
schizophrenia in New South Wales slightly 
exceeds that of England and Wales, while 
admission rates for mania are strikingly similar. 
The diagnosis of psychotic depression was made 
less frequently and the diagnosis of neurotic 
depression more frequently in New South 
Wales. Admission rates for the total neurotic 
group are approximately equal, being 26-3 per 
cent of all admissions in England and Wales 
and 26-9 per cent in New South Wales. 

Table II shows that the admission rates for 
each diagnostic group are relatively constant 
for each of the three admission years in New 
South Wales and the two admission years in 
England and Wales. This suggests that the 
means determined for the whole period in each 
area are sufficiently reliable for some con- 
clusions to be made from Table I. 


Discussion 
There is considerable risk in drawing con- 
clusions from a comparison of cross-national 
diagnoses based on admission figures. Inter- 
ference may be exerted by variations in inci- 
dence of the disorders, community tolerance of 


o =e Taare I 
ioe * Diagnosis of first admission patients born in the country of admission between 1921 and 1955 


England and N.S.W. 
Wales July 1970—June 
1970 and 1971 1973 


Number % 


Number %_ 








‘ e A `.205 5,139 11-2 1,841 14°0 
ka L. er e+, 206.1; 296.3 -533 1.2 -163 1'2 
Parehe eee a 296.0, 2, 8, 9 ' 2,990 6°5 +365 2°8 
“All other psychoses. . 2G0.0-294.9, 297. 0-299. 9 2,852 6-2 1,008 77 
-Neurotic depression .. 300.4 1443 14°0 2,728 20:8 
‘All. other neuroses... 300.0-3; 300.59 5,618 12°3 796 6-1 
Personality, disorder .. 301 4,476 9'8 1,049 8:0 
Mental retardation : 310-315 1,628 3°6 1,015 yy 
All other ig eas mental 
disorders 7 All other codes of Section V 16,161 35°2 4,167 7 31°97 
45,840 | 18,132 


~ Total 
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Tas ie IT 
Number of first admission patients in N.S.W. and England and Wales for ach admission year 


New South Wales 


England and Wales 


1970-1971 1971-1972 1972-1973 1970 197! 
No % No. % No zA No. yA No, p 
Schizophrenia 625 14'3 612 471 604 19'7 2,564 11°6 2,555 10:7 
Mania 5I I2 65 r5 47 I-I 248 I'l 285 1.2 
Psychotic depression 112-26 108 2'5 145 3'3 1,494 6-8 1,496 6'3 
All other psychoses 330 75 323 T4 355 8-0 1,961 6-2 1,491 6:3 
Neurotic depression 888 20°3 935 21°5 905 20°5 3,086 14°0. 3,357 471 
All other neuroses .. 251 5°97 283 6'5 262 5'9 2,743 12'5 2,875 I2'I 
Personality disorder 358 8:2 302 6-9 38g 8-8 2,097 9'5 2,379 I10°0 
Mental retardation 395 90 350 8rI 270 6+1 879 4'0 749 3°! 
All other non-psychotic á 
mental disorders .. 1,961 gr-r 1,364 31°4 1,442 32'6 7,583 34-2 8,623 36-2 
Total 45371 4,342 4,419 22,010 23,810 
such disorders, subsequent utilization of mental REFERENCES 


health facilities, administrative policy and 
qualitative differences in diagnostic acumen. 
These difficulties are acknowledged, but do not 
preclude further theoretical consideration. 

It would appear there there is striking agree- 
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South Wales and England and Wales but that 
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in England and Wales as having psychotic 
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A Factor-Analytical Study of Depression Across Cultures 
(African and European)* 


By AYO BINITIE 


Summary. In a factor-analytical study of depression across two cultures, African 
and European, certain similarities and important differences were found. De- 
pression in African cultures presented principally as depressed mood, somatic 
symptoms and motor retardation. In European cultures depression presented 
with depressed mood, guilt, suicidal ideas, motor retardation or anxiety. Both 

¢ groups lost interest in work and the environment. 
Guilt and suicidal ideas and acts are uncommon in African sample, and 


appear to be culturally determined. 


INTRODUCTION 

Kraepelin (1923) on his return from his 
world tour, wrote about depression in other 
cultures. He mentioned that depression in 
Java was dominated by excitement and con- 
fusion, and also that ideas of sin with suicidal 
tendencies were rare. Gordon (1936), in a 
series of 120 conservative admissions to Matharri 
Hospital in Kenya, found only two cases of 
affective psychosis, and concluded: “There is 
a remarkable absence from our series of all 
this group except a trifle of the elated type. 
Why? The answer is not possible: we are too 
ignorant of the normal native mind.’ Reports 
about depression in Africans have come from 
Greenlees (1895), Shelley and Watson (1936), 
Laubscher (1937), Carothers (1947, 1951), 
Teoth (1950), Lamont and Bignault (1953), 
Moffson (1955), Smart (1956), Lambo (1956, 
1960), Field (1960), Assicot (1961), Collomb 
and Zwingelstein (1962), Leighton et al. (1963), 
Wintrob (1967), El Islam (1969), Buchan 
(1969) and German (1969). 

Students and writers on depression in African 
cultures have expressed differences of opinion 
about the significance and meaning of observa- 
tions on the African scene. The differences 
centre round: 


* An extract from a thesis accepted for the degree of 
M.D. of the University of London. 
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1. Whether depressions are rare; 
2. Whether depressives in African cultures 
show typical ideas of sin and guilt; and 
3. Whether depressives in African cultures 
show suicidal tendencies; 
the base line for these comparisons being West 
European cultures. The question, then, is 
whether depression in African cultures is the 
same as depression in West European culture. 
The question whether depressions are rare or 
otherwise will be dealt with in a separate paper. 
This paper is concerned with the second and 
third questions. 


Rationale for the study 

Hamilton (1960), in a factor-analytical study 
of depression, found three factors which accoun- 
ted for the variance in the symptomatology of 
depression. It is argued that if depression 
diagnosed amongst the indigenous inhabitants 
of Nigeria is similar to depression in Western 
societies, factors which emerge from a study of 
two groups, one Nigerian the other British, 
should be somewhat similar. 


Principles of factors 

Factor analysis employs statistics to reduce 
masses of information which have some inter- 
relationship, some negative, others positive, 
into small quantities which can be demonstrated 
to account for the variation. 
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METHOD 

A cross-cultural comparison of this type 
became feasible because of the development of 
a standardized instrument for measuring present 
mental state examination (P.S.E.) (Wing, 1966; 
Wing et al., 1967; Wing, 1970). The problem of 
the reliability and development of the schedule 
has been dealt with by Wing et al. (1967) and 
Kendell et al. (1968) What the P.S.E. does is 
to break down segments of the interview of the 
mental state into small units or symptoms. 
These symptoms can then be scored on a 
present/absent basis. One important asset of 
the instrument is that it makes international 
comparisons more meaningful. Using a uni- 
form set of rules it is possible to classify sympto- 
matology obtained from different centres and 
to arrive at a diagnosis. 


Benin sample 

All patients seen at the Nervous Diseases 
Clinic, Uselu, between 1 January 1969 and 
30 June 1970 who had a diagnosis of affective 
disorder were interviewed, using the 7th edition 
of the P.S.E. 


London sample 

The sample of London patients used in this 
study comes from the London moiety of 
U.S./U.K. diagnostic study involving Netherne 
and Brooklyn Hospitals. This involved 250 
consecutive admissions, of which 116 had a 
diagnosis of affective disorder. 


Extraction of Hamilton items 


Raw P.S.E. scores were uniformly treated 
for both groups in such a way as to obtain 
Hamilton’s 21 items. In addition to the 21 


Benin factor 1 


items, the ‘special quality’ of depression was 
added, in case this was the cultural variable in 
the Benin sample. This ‘special quality’ was not 
added to the London sample. The computer 
programme used was B.M.D. 03M of Health 
Sciences Computing facilities. A similar analysis 
was performed for the London sample, using 
Hamiltons 21 items. 

It may be argued that the 22nd item used in 
the Benin sample introduced some variance 
between the London and Benin samples. This 
is so in theory, but the factor analysis showed 
that this single addition did not affect the 
results materially. In fact, the special quality of 
depression failed to reach the threshold vasue of 
o's arbitrarily selected as indicator for inclusion 
of items contributing in a substantial way to the 
principal factors in depression. 


RESULTS 
Findings on Factor 1 


The factor scores in Hamilton’s paper have 
been extracted and those having a threshold of 
0-5 or more only are used for comparison. 
Listed below are the saturations on Factor 1 
for Hamilton’s cases, Benin cases and London 
cases. 

These results show that the Benin sample is 
similar in many respects to the Hamilton 
sample. Depressed mood occupies pride of 
position in both samples. Guilt is absent in the 
Benin sample. Retardation, insight and suicide 
feature in the Benin sample, though lower in 
rank when compared with the Hamilton 
sample. The findings are in accord with the 
clinical description of Benin cases. 

Somatic symptoms rate second in rank order 
in the Benin sample, work and interests thitd, 


Hamilton’s factor 1 London factor 1 
item Item dtem 
1 Depressed mood -763 1 Depressed mood “925 1 Depressed mood “882 
2 Guilt "728 13 Somatic general "640 7 Work and interests +802 
8 Retardation -683 7 Work and interests -623 10 Anxiety psychic “741 
16 Insight -60 3 Suicide -604 2 Guilt -641 
g Suicide “531 12 Somatic, gastro- 11 Anxiety, somatic "629 
intestinal "597 i 
° 8 Retardation +562 3 Suicide -624 
16 Insight "523 13 Somatic general -G06 
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suicide fourth, somatic symptoms of the gastro- 
intestinal variety fifth, retardation sixth and loss 
of insight seventh. 

If the Benin sample is compared with the 
London sample, again depressed mood occupies 
pride of place in the two samples, with factor 
saturations -925 and -882 respectively. Guilt is 
present in the London sample but absent in the 
Benin sample. There is confirmation from two 
sources, the Hamilton sample and the London 
sample, that guilt does not contribute much 
variance in tHe delineation of Benin depression. 
The corollary that guilt contributes to the 
variance in depression in Britain is also true. 

Somiatic features were prominent in the 
symptomatology of Benin cases and were also 
present in the London sample. Anxiety features, 
psychic and somatic, emerged as variables in the 
London sample but not in the Benin sample. 

The picture that emerges from this tripartite 
comparison is that the Hamilton sample pre- 
sented as retarded depression, the Benin sample as 
Somaticized retarded depression and the London 
sample as depression with anxiety. The Benin 
sample in many respects was similar to the 
Hamilton sample rather than to the London 
sample with which it was directly compared. 


Findings on factor 2 

A similar plan was adopted for the analysis 
of this factor as for the preceding factor. 
Saturations of less than 0-5 were not regarded 
as contributing much to the variance in de- 
pression. The results of the comparison are 
listed below. 

The items are recognizably features of 
depression, but are in no way crucial in diag- 
nosis of depression. A useful way of looking 
at these items is that they are ‘supplementary 
features’ of depression. 


Findings on factors 3 and 4 
Below are the findings on factors 3 and 4 in 
Hamilton’s, Benin and London samples. 
Hamilton’s factor 3 has some resemblance to 
factor 4 of the Benin sample. The Benin factor 3 
has some resemblance to Hamilton’s factor 4. 


Interpretation of findings 

Depressed mood is a common feature of all 
three samples, taking first rank in all three 
samples with factor saturations Hamilton -76, 
Benin -93, London -88. Guilt is present in both 
United Kingdom groups but absent in Benin 
sample. Retardation is present in the Hamilton 


Hamilton’s factor 2 Benin factor 2 London factor 2 
Item Item Item 
12 Somatic, gastro- 18 Diurnal variation -B10 15 Hypochondriasis 555 
intestinal ‘674 
4 Insomnia, initial "614 21 Obsessional symptoms -807 8 Retardation "5IQ 
g Agitation "539 
i Hamilton’s factor 3 Benin factor 3 London factor 
Item Item 
10 Psychic anxiety 557 5 Middle insomnia -683 
g Agitation "503 6 Delayed insomnia -605 None 
11 Anxiety, somatic 480 17 Loss of weight -518 
Hamilton’s factor 4 Benin factor 4 London factor 
Item Item 
5 Insomnia, middle -639 10 Psychic anxiety -488 None e 
13 Somatic, general "628 
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and Benin samples as a first factor, but as a part 
of the separate factor 2 in the London sample. 

It is clear, therefore, that depressed mood is 
central to the diagnosis of depression. These 
results also suggests that guilt is culturally 
determined and is therefore a supplementary 
feature of depression. Other supplementary 
features of depression include: insomnia, loss of 
interests and concentration, retardation, agita- 
tion, anxiety with somatic features, loss of 
libido, hypochondriasis, loss of insight, diurnal 
variation in mood, depersonalization, paranoid 
symptoms, obsessional symptoms, special quality 
of depression. The position of suicide deserves 
special mention. Suicide appears in Factor 1 in 
all three samples. The study of Asuni (1969), 
however, shows a very low suicide rate of 1 per 
. 100,000 in Western Nigeria, an area which 
` formerly included Benin where this study was 
conducted. The results of factor analysis of the 
Benin sample at first sight thus contradicts 
Asuni’s results; but when account is taken of the 
manner in which the response on suicidal ideas 
: was obtained the reasons for the ‘apparent 
difference becomes clearer. 

The relevant question—Did you ever think 
of ending it all ?—had the following possibilities: 

1. Fleeting thoughts only. 

2. Has deliberately considered methods but 

has not made the attempt. 
3. Has made an attempt in the past month. 


The factor-analysis programme was given a 
threshold value of 1 with the result that suicide 
came out as one of the factors. If ‘suicidal ideas’ 
is taken to include all who momentarily thought 
they were better dead then the symptoms are 
common; if, however, it is taken to include 
only those who have made attempts, as in the 
study of Lewis (1934) then the symptom is rare 
and the findings fall in line with those of Asuni 
(1961), Lambo (1960) ‘and Assicot (1961). 


l CONCLUSION 

Depression in African cultures is charac- 
terized by the presence of depressed mood, 
somatic symptoms and motor retardation. 
Important cujtural differences centre round 
guilt and suicidal ideas. The findings suggest 
that guilt and suicide are to a large extent 


culturally determined. Additional to these are 
other features such as insomnia, loss of interest 
and concentration, retardation, agitation, 
anxiety, loss of libido, hypochondriasis, loss of 
insight, guilt, depersonalization, paranoid symp- 
toms, obsessional symptoms, and special quality 
of depression. 
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Summary. In this study 368 patients were interviewed after had attended 
the Bristol Royal Infirmary Accident and Emergency Department following'a ~ 
non-fatal act of deliberate self-harm. There were twice as many women (247) as , 


men (121), and two thirds of the patients were in the 15-35 age group. Ninety- 
five percent had taken a drug overdose, most commonly one or more of the 
. tranquillizers, antidepressants, hypnotics or analgesics. Seventy-eight per cent 


had taken drugs prescribed by a doctor. Half- the patients mentioned ‘inter-. 
- personal conflict as a major precipitating factor in the episode. A psychiatric 
diagnosis was completed for all admitted patients, of whom 52 per cent were 
considered to-be suffering from neurotic depression, 29 per cent from . personality 


disorder, 12 per cent from functional psychosis and 10 per cent fist 
addiction. Almost half had deliberately harmed themselves ona 





occasion. The series showed a greater than average incidence of unemployment, 
overcrowded living conditions, divorce and antisocial behaviour. The implica- a 
tions of these findings for the clinical management and peace of non-fatal 


deliberate self-harm are discussed. 


INTRODUCTION 


Deliberate self-harm has become a major 
health problem, which has increased in size 
during the last decade at a rate of about 10 per 
cent per annum (Aitken et al., 1969; Alderson, 
1974). In a previous paper we showed that the 
incidence of self-harm in Bristol is comparable 
in magnitude to that in other British cities, and 
we emphasized the very high concentration of 
the: problem in the urban centre. 

Patients who have deliberately harmed them- 
selves have been thoroughly documented (Weiss- 
man, 1974) and it has been shown consistently 
that they differ in certain characteristics from 
those who actually kill themselves. However, 
we know relatively little about the best methods 


of treatment, let alone ways in which such > 


behaviour may be prevented. The problem 
continues to increase in size, and we need to 
monitor the gituation regularly in order to 
detect possible changes in its main ‘charac- 
teristics. 


' 
` r Y a 
s64 S aa eak z 
“ ‘ ry ‘ ` 
` ` p 
= ” 


after an episode of self-harm.” das Shae 


Our study set out. to determine the outcome of `’ 
deliberate self-harm by following up a- Jarge 
series of such patients who have made contact 
with hospital services. In this way predictions 
of outcome would be delineated by relat : 
initial characteristics to subsequent. prg 
thereby providing guidelines for clinical m; 
ment. The present paper describes our. findings <3 2 
regarding the clinical and socioeconomic chiarag 
teristics of a series of patients interviewed sgor: a 
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“paiet self-harm was denisa asa non-fatal 
act, whether physical injury, drug | overdaggzg. 
poisoning, carried out in, the knowledge tiit Wewas 
dosage, that the amonat taken was excessive. Thay s 
series, included all patients aged 16) “years ar sere N 
coming under this: definition whọ Jatt atts! 
Accident and Emergency Departrhetit, a8 ae 
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Lost, discarded 
or simply 
forgotten 


Your chronic schizophrenic 
patient on oral therapy can lose, 
discard, or simply forget to take 
his medication. This problem can 
be eliminated by prescribing 
Depixol’ Depot Injection which is 
administered once every 2-4 weeks. 

Depixol provides effective 
maintenance control of psychotic 
symptoms with usually fewer side 
effects than phenothiazines. 

In addition, Depixol possesses 
activating and antidepressant 
properties which are so important 
when treating withdrawn, apathetic 
and poorly motivated patients. 


Depixol 
Depot Injection 
` the long-acting 
maintenance therapy 
which cannot 


Sante us 2% solution ol Nupenthixol decanoate in thin vegetable i 1 pre-filled d sable syringes and ampoules each cont@ning Nie Ln ndech 


Epen, (zinil). Further information on request '. Lundbeck Limited 48 ‘Park Street Late: Beds LU1 JHS Tel: L uton LIECI Si trade mark 
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Fluanxol gives , 
your anxious and 
depressed patients 
a head start 


Fluanxol" treats both reactive 
depression and anxiety and its 
clinical effect is usually seen within 
the first few days of treatment, n 
or at the latest within a week. 
Fluanxol acts fast without causing 
the autonomic side-effects of 
tricyclic antidepressants and has 
a wider psychotropic spectrum of 
activity than the benzodiazepines. 
Fluanxol does not cause habituation. 
Patients with symptoms of fatigue, 
weepiness, anergy or irritability can 
be put on the road to recovery more 
quickly, giving them reassurance and 
encouraging continuation of therapy. 


Fluanxol well worth a weeks trial 














uanxol tablet contains o.5mg flupenthixol as the dihydrochloride. Full information including data sheet on request. | pul A } A L 
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been described (Morgan et al., 1975). Drug addicts 
were excluded unless there was evidence of a deli- 
berate act of self-harm involving an amount of drug 
over and above the usual intake. Owing to the large 
| of patients it was necessary to exclude the 
months of Atigust and December; patients who 
attended during this time were not significantly 
different in age and sex characteristics from those 
included inthe study, and there is no reason to believe 
that their exclusion introduced any bias in case 
selection. Patients were interviewed by a member of 
the research team as soon as possible after self-harm, 
using a semi-structured questionnaire: the majority 
of these interviews took place in medical wards, and 
information from the patient was supplemented by 
data from hospital notes. The content of the interview 
widely over personal, social and clinical data, 
selected after a pilot study over the previous year. 
Inter-observer reliability was assessed on a small 
series of twelve patients and only those items in 
which it was possible to achieve greater than go per 
cent agreement between raters of the same interview 
were retained in the definitive version of the question- 
Bone. Basic cross-checks were applied before com- 
puter analysis to confirm the internal consistency of 
the data. Supplementary information was also 
obtained by asking the service psychiatrists who saw 
Ahe patients to specify a psychiatric diagnosis in each 
fase, using as a guide the Glossary of Mental Disorder 
+ published by the General Register Office (1968). 
Additic psychiatric assessment was achieved by 
each patient to complete the Middlesex 


at 


_SSRfospital Questionnaire. 
meer as 
bí RESULTS 


A total of 470 patients fulfilling the above 
ia attended the Department during the 
dy period. Of these, the research team 
-interviewed 368 soon after the episode of self- 

b usually within 24 hours, and it is with 
di patients that the present report is con- 
cerned. The remaining 102 patients were not 
SGnterviewed and will be described separately; 
| eithep they'were not admitted (55) or they left 
-the d too soon to be interviewed (47). This 

er group resembled the main interview 
és very closely. 
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nie viewed patients 

the majority of cases (78 per cent) inter- 
$ took place in the medical ward to which 
yatient had been admitted after self-harm; 
remainder were seen at home or in other 


hospital Departments. There were twice as 
many women (247) as men (121), and two thirds 
of the patients were in the 15-35 age group 
(Fig. 1). The series contained a greater than 
average number of single and divorced persons 
and fewer married and widowed (Table I). . 





Age 


Fic. 1. 


Method of self-harm (Fig. 2): Ninety-five per 
cent of all the episodes involved a drug over- 
dose. Forty-nine per cent of patients used 
psychotropic drugs (i.e. tranquillizers, anti- 
depressants and non-barbiturate hypnotics). 
Barbiturates were taken by 14 per cent and 
salicylates by 17 per cent. The category ‘other 
drugs’ includes a wide variety of prescribed 
compounds such as antibiotics, steroids, anti- 
spasmodic and hormone preparations. The wide 
variety of agents used meant that in some cases 
it was very difficult to decide the precise nature 
of the ingested agent. 

Use of different kinds of drugs was age- 
related (Fig. 3). Use of hypnotics, including 
barbiturates, increased with age (taken by 58 
per cent of the patients aged > and over). 
Analgesics, including salicylateS, were more 
common among younger patients (used by 76 
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TABLE I 
Civil status and social class , 
—_—$—$— oS 








Male Female 
Series General Series General 
= population N= population 
f 121 (%) % 247 (% % ° 
Civil status: 
Single .. F za sa + a 48 (40) (25) 83 (34) (20) 
Married (including legally separated) cs 62 (51) (70) 132 (53) (64) 
Widowed sii jä “a si ne 3 (2) (4) 18 (7) (14) 
Divorced Ae = me mn 6% 8 (7) (1) 14 (6) , (2) 
Social class: 
I-III... - sa Ra as a 68 (56) (71) 154 (63) 
IV-V .. kii xi 4i i = 53 (44) (29) 93 (37) A 
: per cent of patients aged 15-19). Tranquillizers 
% episodes constituted the main drug group among 
0 10 20 30 40 patients aged 20-34 years. All of these trends 


with age are statistically significant by the y? 
test at p < o-or. In contrast, the frequency 
with which antidepressants were used did not 
appear to differ with age. l 


Origin of drug used: Seventy-eight per cent of 
the patients took drugs which had been obtained 
by medical prescription (67 per cent prescribed 
for the patient, 11 per cent for someone else). 
Many patients had received the prescription 
recently, 45 per cent in the previous month and 
7 per cent within 24 hours. Twenty-five per cent 
used drugs which had been bought without 
prescription (9 per cent within 24 hours). 


Circumstances of the act of self-harm and motiva- 
tion: Only a minority (14 per cent) had actually 
warned others beforehand of their intention to 
harm themselves. However, once self-harm had 
occurred 44 per cent told someone about it. No 

Si precautions were taken to avoid discovery by 
Non — 63 per cent, and only a very small number had 
actually made plans to prepare for death. 
Immersion Eighteen per cent left a suicide note. Half the 
| patients had contemplated self-harm some time 

4 during the previous month, but 65 per cent said 
Addictive agents they had no definite plan at the time of the act. 
Twenty-seven per cent believed that death was 

Miscellaneous to be expected as a consequence of their action. 
{> At the time, more males (46 per cent) than 

Fic. 2. females (34 per cent) wanted to die (Table II), 
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% 
persons 


1 
Non-barbiturate 
hypnotics 50 


SES Barbiturates 
100 


Tranqguillisers 50 


100 


Antidepressants 50 


100 

~ Non-salicylate 
analgesics 50 
WMH Salicylates 
100 


Other drugs (misc.) 50 


100 
Laceration 50 


15- 20- 35— 55 + Aarm: Of all self-harm patients attending the 
Department, 81 per cent were admitted as in- 
Age group patients. In our analysis of impairment of 
Fic. 3. consciousness minor degrees of confusion were 
r TABLE II 
Attitudes to self-harm at time of act 
(as reported at time of interview) 
Male Female Significance level of 
Attitude N= N= male/female difference 
121 (% 247 (%) (p) 
Wanted to die .. 56 (46) 85 (34) <0°05 
Expected to die 35 (29) 63 (26) N.S. 
Preparations made for death, e. g. making a will 7 (6) g (4) N.S. 
Active precautions taken niis MONIY» 9 (7) 4 (2) <0-0Oo! 
Regrets not killing self ` - 21 (17) 26 (11) N.S. 
Left suicide note ik Ss 26 (22) 40 (16) W.S. 
Planned act more than s six hours before 14 (12) 27 (11) N.S. 












but by the time our interview took place, 
usually the following day, only 17 per cent of 
males and 11 per cent of females regretted that 
they had not killed themselves. 

Alcohol had been taken within six hours 
preceding self-harm by 55 per cent of the mer 
and 25 per cent of the women (y? = 28-2, 
p < 0'001). 


Precipitating factors: Sixty-four per cent of the 
patients described some major precipitating 
factor and for 51 per cent this involved inter- 
personal conflict. In 40 per cent the main 
factor was disharmony with spouse, cohabitee, 
or boy or girl friend, i.e. the key individual in 
the patient’s life. The nature of the conflict 
ranged from husband leaving home to boy friend 
appearing a couple of hours late for a date. 
Disharmony with relatives other than the spouse 
was a major factor in 10 per cent of the series. 
Other factors included worries about work or 
unemployment (5 per cent), financial problems 
(5 per cent), physical pain or illness (4 per cent), 
and less frequent were crime, housing, drinking 
problems, bereavement and gambling. 

Twenty-nine per cent of patients felt there 
was no recent upset, 9 per cent saying they just 
felt depressed and couldn’t cope. Social isola- 
tion influenced a further 5 per cent, this group 
largely composed of older people living alone. 


Physical state and treatment required after self- 














~ fell into thi Category (e = 6-2, p < 0°05). 
Five per cent of patients were unconscious for 
more than 12 hours, and 4 per cent were 
admitted to the Intensive Care Unit. In the 
majority only simple nursing care was necessary, 
but in 21-per cent more active treatment such as 
intravenous infusion or use of respirator was 
given. Some patients (10 per cent) showed unco- 
operative and occasionally aggressive behaviour 
in the Accident Department. Fifty per cent 
accepted a psychiatric out-patient appointment, 
E and. 20 per cent were admitted to psychiatric 
s. More males (27 per cent) than females 

(6 per cent) left without psychiatric follow-up 
(xy? = 5+1, p < 0°05). While this may seem 
‘in view of the consistent tendency 
ct of self-harm to appear more serious 
-both with regard to their intention to 












Tase HI 


Psychiatric diagnosis Gi 
Patients admitted to hospital oe Oe 









“significant. More. | 
an women (15 per cent) _ 









nsciousness, 
od for -by 


| “pul ti ae ei of io T 
he difference is probably acco 











“more males (14 per cent) than females (4 per 
cent) refusing psychiatric care- (x == 10°5, “ai 


p < 0°01). 

Psychiatric diagnosis: It was necessary to 
confine this part of the study to those patieħts 
who were admitted to hospital (938), as it was 
impossible to categorize the remainder because 
of inadequate information. Formal psychiatric 
diagnoses were obtained from the hospital 
psychiatric staff for 70 per cent of the patients 
who had been admitted to the wards. The 
research psychiatrist (H.G.M.) made a diag- 
nosis based on retrospective case ‘note analysis 
in the remaining Pannie, In this way all 
patients who had. been. admitted were cate- 
gorized (Table HI). _ > 

Mental illness was pidi to ie Eae in 
to per cent of patients. The most common 
diagnostic groups were reactive (neurotic) 
depression (52 per cent), personality disorder 














(some patients had more than one diagnosis) | 


Diagnosis 





-Mental illness absent . 
; a i 


abitual or episodic) : 


Total series 


Female 


N=337 (%) te) Neons (4) 


azine could be a definitive trearmen 
withdrawn and other apathetic schizo- 
enic patients. 
lts wide range of presentations prov- 
s complete coverage for all stages 
he disease. Injections for theacute 
se,concentrate or tablets during the 


staDINsation and once -dally 'Stelazine 
Spansule’ Hpsules for maintenance ther¢ 
‘Stelazine’ rapidly reduces delusions 
and hallucinations and producesa mark 
improvement in personality. 


Stelazine. For the withdrawn schizophreni 


5 


t. Smith Kline & French Laboratorig#t 





e could De SMUHINE 


‘Parnate’/‘Parstelin’can lift 

depression faster than almost 
any other drug. In many 
casesimprovement can be 
observed intwoto three days. 

‘Parnate is indicated for 
serious reactive depression, 
intractable depression 
and patients who have 
failed to respond to other 
drug therapy. 

For atypical depression, 
particularly associated with 
phobic anxiety, ‘Parstelin’ is 
likely to be unsurpassed. 


‘PARNATE/‘PARSTELIN’ 
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(29 per cent) and alcohol abuse (18 per cent). 
The last category included patients with clear 
evidence of addiction as well as those who 
admitted that they had been drinking heavily 
in a habitual or episodic way. The incidence of 
alcohol addiction was 10 per cent as judged hy 
the psychiatrists’ clinical assessment, and this 
corresponded closely to the finding of 13 per 
cent in our questionnaire administered inde- 
pendently by the research team. Functional 
‘psychoses were found in only 12 per cent, 
usually depressive in nature (g per cent) and less 
commonly schizophrenic (2 per cent). 


Middlesex Hospital Questionnaire (MHQ): 
Although the majority of patients (66 per 
cent) completed the questionnaire, some pro- 
blems were experienced in the remainder. 
These were largely due to failure to comprehend 
certain questions or to fatigue on the part of 
the patient (13 per cent), or to administrative 
difficulties related, to the short stay in hospital 
(18 per cent). Only 2 per cent refused to; co- 
_operate. The scores for patients in our series 
‘resemble those of: psychiatric out-patients and 
greatly exceed-those of normals, especially for 
depression and anxiety. The results of the MHQ, 
were found to be consistent when cross-checked 


with the items from’ our interview question- 


aire. High scores on the MHQ scales for 
xiety, . ‘depression or obsessionality were 






i sociated: at a high level ( x? tests, p < 0-001) 
with previous self-harm and with visiting a 
general practitioner for ‘nerves’. Similarly,’ high 





5 
somatic anxiety scores were found in those 


patients who had visited their G.P. for physical 
illness. 


Health record: Table IV illustrates the way 
in which the patients had previously been in 
contact with medical services. Sixty-one pet 
cent had consulted their G.P. at some time in 
the past year because of ‘nerves’; 44 per cent 
had at some time ‘received psychiatric out- 
patient treatment and 36 per cent had been 
psychiatrio-in-patients. Forty-eight per cent of 
the patients had at some time previously harmed 
themselves, almost half of these within a year 
of the present act. 


Use of drugs: In the preceding year prescribed 
drugs had been taken by go per cent of the 
patients, most commonly hypnotics, tran- 
quillizers and/or antidepressants. Twelve per 
cent had taken cannabis, 6 per cent LSD, and 
I per cent opiates. Information concerning 


‘alcohol intake over the previous three months, 


based on our interviews with patients and the 
hospital notes (Table V), revealed that most 
patients drank socially without admitting pro- 
blems as a result. However, alcohol intake had 
increased significantly over this period in 10 per 
cent and was accepted as causing problems by 
a further 13 per cent. When female patients in 
central areas of the city, where self-harm rates 
are highest, were compared with those from the 
remainder, significantly more were found to 
have alcohol problems (28 per cent compared 





TABLE [V 
; : ` Previous contact with madical services 
‘e ' (% of interviewed patients in brackets) 
Total in Within last In last 
~ Coniac: Ever last year three months week 
‘Consultation with G.P. for ‘nerves’ ... 276 (75) 226 (61) 197 (54) 78 (21) 
(general pop. 
ae 14%) 
Out-patient psychiatric treatment _.. 162 (44) 92 (25) 61 (17) 17 (5) 
Day or in-patient psychiatric treatment 131 (36) 68 (19) 36 (10) 12 (9) 
ar (general pop. 
i 0:8490) 
Previous self-harm 176 (48) 85 (23) 4r (11). 4 (1) 
Connon with a doctor for physical illness Not known 249 (67) 


Not known Not known 
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TABLE V 
Pattern of alcohol intake in previous three months 


Male Female Significance level of 
Alcohol intake N= N= male/female difference 
121(%) 247 (%) (p) 

* Always abstinent T ws a Ir (9) 25 (10) N.S. - 
Uncomplicated social drinking f Si 58 (48) 185 (75) <0-‘oOr 
Increased social drinking a T sé 20 (17) 17 (7) <o-o! 
Problem drinking a T a ms 2g (24) 17 (7) <0°OOI 
Uncertain ; 3 (3) 3 (1) = 
Alcohol intake within six hours preceding self- 

harm: 
Usual amount .. on a is 34 (28) 37 (15) <0-00I 
More than usual amount se si a 32 (25) 25 (10) <O'OO! 





with 10 per cent elsewhere, y? = 9:0,p <0+01). as continuous separation for six months or more. 
This finding did not apply to male patients who Before the age of ten years 22 per cent of patients 
however, were far fewer in number. . had been thus separated from their father and 
15 per cent from their mother. Physical violence 
Family and personal history: The findings are from an adult, sufficient to cause bruising, had 
summarized in Table VI. Twenty-nine per cent been experienced by 20 per cent of the patients 
of patients with children had needed to seek some time during childhood. 
help from a child guidance clinic or the social Antisocial behaviour had been more common 
services, or had a child in trouble with the in males, whether measured by the incidence of 
police. Separation from a parent was defined probation or court proceedings before the age of 





Taste VI 
Personal history 
l : Male Female 
Items in personal history N=1ar (%) ‘Nt 247 (%) 
ie nea Oe ee gi en eee ee ee — ae 
Separation from parents: : 
Mother: Never knew mother .. Ka a = bec: tea I a . 3 (1) 
Before 10 years of age ea ane a Ae TEE (11 937 (15) 
Between 10-15 years of age j% u a . I$ (13) 6 (2 
Father: Never knew father .. si s A s, * gi 5 (4) 13 z 
Before 10 years of age = sa 4 st .. 26 a3 37 (15 
Between 10-15 years of age T a (9 14 ‘By 
Subjected to physical violence before 15 years of age oo he, Se (19) 51 (a1) 
Taken to court or put on probation before 17 years of age Le 20 (24) 29 (g)° 
Violent behaviour leading to conviction H= pee sentence: 
Grievous bodily harm .. ae «4 ic 6 > (5) 2 (1) 
Assault .. ae si a P M n i ei 5 ie I (<1) 
Other violence .. np es i és S R ii 4 3 I (<1) 
Criminal record: 
In prison in past year .. sa T s ys 2% .. IO (8) 2 (1) 
(general population 0'1% ) 
Previously in prison .. i ey T a hk .. IR (10) 6 (2) 
Conviction in past year = SA i a dia ve: 17 (14) 13. 


(5 
(general population 5% 
Previous corfviction . a a =. s4 ce .. 36 (30) 15 aN 
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17 years, history of imprisonment or some kind 
of + previous conviction, excluding parking 
offences. Conviction and/or imprisonment had 
occurred in the series more often than would 
have been expected in the general population 
(Table VI). 


Accommodation and social situation : Most patients 
lived in Bristol (83 per cent), though a minority 
came from surrounding districts (16 per cent) 
or elsewhere (1 per cent). Forty-one per cent 
had been at their present address for less than 
one year. Seven per cent lived in overcrowded 
conditions, at a density of 1-5 persons or more 
per room (city average I per cent). Ten per cent 
lived alone (city average 8 per cent for those 
below pensionable age), 9 per cent were in bed- 
sitters or lodgings and 5 per cent in hostels or ofno 
fixed abode. Forty-five per cent regarded them- 
selves as not having a close friend, defined as 
someone with whom they could discuss personal 
problems, and 35 per cent felt lonely at all 
times. Relatives, apart from those with whom 
they lived, were seen at least once in three 
months by 75 per cent. Although 75 per cent 
expressed some kind of religious belief, only 
26 per cent had attended a place of worship in 
the preceding six months. 

We have already found that during the period 
of this study deliberate self-harm was ‘much 
commoner in ste crowded central areas of 
Bristol than in the suburbs (Morgan etal., 1975). 
The series was examined further in the light of 
these findings (Table VII). Patients from central 
high-rate areas, compared with those from the 
remainder of the city, were younger and more 


. Taste VII 
Characteristics of interviewed patients from central ‘high rate’ areas compared with those from remainder of city 
Patients Patients 
from central from rest Significance level of 
Characteristics arcas of city male/female difference 
N= N= (p) 
67 (%) got (%) 
Below age 35 55 (82) 188 (62) <O°O! 
In bedsitters 14 (21) 12 (4) <0°00I 
At present address less than six months 32 (48) 64 (21) <0-O0I 
Living away from relatives - 32 (48) 81 (27) <g°o1 
Overcrowded conditions 9 (13) 16 (5) <0°05 


likely to be overcrowded and to live in bed- 
sitters. They were also more likely to be living 
away from relatives and to have been at their 
present address for less than six months. 


Ethnic group: The majority of the series (98 
per cent) were European, and other ethnic 
groups occurred in the same proportions as in 
the total city population, according to the 
1971 Census data. Most of the patients (92 per 
cent) had always lived in the United Kingdom. 


Social class (Table I): Although the patients 
were distributed throughout social classes I-V, 
there was a greater than average number, 
particularly of men, in social classes IV and V, 
when compared with the city population 
assessed by the 1966 Census (10 per centsample). 


Unemployment and financial difficulties: Many 
patients had employment problems; 36 per cent 
of the men and 26 per cent of the women were 
currently unemployed. (Housewives were not 
included in this category unless they were 
actively seeking other work.) The national 
average of persons registered unemployed in 
1972 was 4 per cent of employees (Central 
Statistical Office, 1974); the corresponding 
figure in our series, with reference only to those 
who had been unemployed for six months or 
longer during the preceding year, is 19 per cent. 
Sickness and lack of available work were the 
most common reasons given for unemploy- 
ment. Many patients had also changed their 
job frequently: of the 60 per cent who had been 
employed at some time during the preceding 
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year, about one third had worked for more than 
one employer. Sixty-five per cent of those who 
had been in employment had enjoyed their job, 
and 53 per cent of housewives had been content- 
ed with their role. Some kind of financial diffi- 
culties had been experienced by 62 per cent 
during the preceding year, debts having been 
incurred by 28 per cent. 


Patients not interviewed (102) 

During the study period, 102 self-harm 
patients attended the Accident and Emergency 
Department but were not subsequently inter- 
viewed by a member of the research team. 
There were several reasons for this, e.g. 64 
patients left the hospital too quickly, 13 refused 
interview, 3 were too distressed or ill, 12 were 
not traced, 10 were not interviewed for other 
reasons (e.g. left hospital in police custody). 
The ‘not interviewed’ group was compared 
with the interviewed series (368) so far as the 
limited information regarding the former per- 
mitted. It was found that ‘not interviewed’ 
patients were more likely to have lacerated 
themselves (17 per cent compared with 4 per 
cent, x? = 19°56, p < 0:001), but had used 
prescribed drugs less commonly (51 per cent 
compared with 78 per cent, x? = 28:8, 
p < 0'001), tending more often to use non- 
prescribed analgesics. They were also more 
likely to be 20-25 years of age (33 per cent 
compared with 20 per cent, x? = 7'02, 
p < 0'01) and to be female. 

The ‘not interviewed’ group had either been 
admitted to a hospital ward after being seen in 
the Accident Department (47) or discharged 
directly home (55). Intra-group analysis re- 
vealed that the former group resembled very 
closely the interviewed series, whereas those 
not admitted appeared to account for the 
differences already described. The interviewed 
series was therefore probably representative of 
88 per cent of all self-harm cases attending the 
Accident Department. Follow-up data have 
subsequently been collected for all these groups. 


Discussion 
During the last few decades studies of patients 
admitted to ‘hospital have shown consistent 
changes in the pattern of methods used in 


non-fatal deliberate self-harm. Kessel (1965) 
demonstrated the diminishing importance since 
the 1930s of non-drug poisons such as Lysol and 
other corrosives: in contrast, up to the early 
1960s the use of barbiturates (55 per cent), 
aspirin (12 per cent) and other drugs (mainly 
the psychotropics—23 per cent) had graduafly 
increased in incidence and coal gas was used in 
only a small minority (g per cent). He consi- 
dered that the mounting use of psychotropic 
drugs was a most important new development 
and needed to be watched carefully. Our 
findings, ten years later, show that 95 per cent 
of self-harm cases involved some form of drug 
overdosage, and barbiturates have hgcome 
less important, though hypnotics continue to 
constitute the most common type of drug and 
salicylates have increased further. It is clear 
that the trend towards the increased use of 
psychotropic drugs in self-harm has continued 
as predicted by Kessel. These trends are also 
consistent with the findings of Smith and 
Davison. (1971) in Newcastle in the mid 1960s. 
The major drug groups used in self-harm were 
clearly age-related in their frequency, and 
presumably these findings reflect the types of 
drugs prescribed or available to different age 
groups. This has important implications for 
clinical management after self-harm, parti- 
cularly when the precise nature of the drug 
used is not immediately apparent. 

Enquiry into the circumstances of the acts of 
self-harm and the motivation described by our 
patients revealed that only a minority had 
made serious plans to prepare for death, tried 
to avoid discovery, or subsequently regretted 
not having killed themselves. On the whole, 
however, the acts of self-harm did not appear 
to be trivial events, especially for men. A sub- 
stantial number actively wanted to die at the 
time, lost consciousness, or required more than 
conservative resuscitatory measures. These are 
salutary findings, especially for those who 
tend to dismiss the danger of self-harming 
behaviour, and they emphasize the need for 
careful clinical management in each case. 

Psychiatric findings in our series resemble 
those reported in other cities. The most common 
categories are reactive depression and per- 
sonality disorder. The assessment using the 
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Middlesex Hospital Questionnaire also empha- 
sizéd the high level of anxiety and depression in 
these patients. Birtchnell and Alarcon (1971) 
have also made this point by demonstrating 
that ‘attempted suicide’ patients seen in an 
Aberdeen Casualty Department scored simi- 
larly to a sample of depressed patients on a 
modified Zung rating scale for depression. 
Similar findings have also been reported by 
Silver et al. (1971). Although only a minority 
of patients in our series had psychotic symptoms 
they were sufficiently common to emphasize 
the need for careful psychiatric assessment in all 
cases. As in other studies of deliberate self-harm, 
it is @ear that alcohol addiction is common 
(10 per cent) and considerably exceeds the 
incidence of this problem in the general 
population estimated recently by Wilkins (1972) 
as I per cent heavy drinking and 2 per cent 
alcohol addiction. More than one third of the 
present series had taken alcohol in the six hours 
preceding the act of self-harm. Our findings 
suggest that both the chronic disruption in- 
herent in alcohol addiction and the immediate 
effects of alcohol intake are important in self- 
harm and are sufficiently common to make 
routine search for them imperative, especially 
in men. 

There has been much discussion by other 
authors regarding the difficulty of categorizing 
self-harm patients using a conventional psy- 
chiatric classification. In our study, the diag- 
nosis of depression in some form was made in 
a high proportion of patients (61 per cent). 
The diagnostic category ‘depressive neurosis’ 
as defined in the Glossary of Mental Disorders 
(General Register Office, 1968) was considered 
appropriate for 53 per cent. Kessel (1965) has 
warned against the too liberal adoption of 
psychiatric diagnosis in self-poisoning patients, 
especialy when they do not show significant 
psychiatric symptoms after physical recovery. 
He comments that ‘distress drives people to 
self-poisoning acts, and distress is not the 
exclusive province of the mentally ill’, and in his 
series he judged 26 per cent of males and 20 per 
cent of females to be free from mental illness, 


. compared with our estimate. of 5 per cent and 


I2 per cent respectively. Other authors have 
tried to avoid conventional psychiatric labels 
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by adopting such terms as ‘acute situational 
maladjustment or reaction’ (Smith and Davison, 
1971; Harrington and Cross, 1969), or ‘unstable 
adolescent crisis’ (Whitlock and Schapira, 
1967). It is our impression that there is a 
distinct tendency to see the self-harming patient 
in pejorative terms, of which the stereotype 1s 
that of a histrionic young woman who is making 
a nuisance of herself and who merely needs to 
pull herself together, preferably without psychia- 
tric intervention. This view does not conform to 
the high degree of psychological distress which 
we have found. In such circumstances there 
seems little to be gained by studiously avoiding 
a psychiatric diagnosis; hence in our series a 
diagnosis of depressive neurosis {reactive de- 
pression) was used whenever the act of self- 
harm had occurred in the context of demon- 
strable anteceding depressive symptoms. 

The majority of patients had already sought 
help for psychiatric problems, over a third 
having received in-patient care. Almost half had 
harmed themselves on one or more previous 
occasions. In the preceding year they had 
consulted their general practitioners for ‘nerves’ 
four times as often as the general population 
(Shepherd et al., 1966). The majority had been 
given drugs on prescription, usually tran- 
quillizers, antidepressants andjor sedatives, 
which they had subsequently used for the pur- 
pose of self-harm: some had used another 
person’s prescription in this way. In view of 
these facts it seems that the time has come to 
review the clinical use of psychotropic drugs, 
especially for young adults with interpersonal 
or environmental difficulties. We do not know 
the rate of overdose per number of psychotropic 
drug prescriptions, and this needs to be esta- 
blished as an essential part of their evaluation. 
While undoubtedly they can be invaluable in 
certain clinical situations, perhaps we should 
become more discriminating in their use if 
the problem of deliberate self-harm is to be 
controlled. 

The considerable number of social problems 
experienced by self-harming patients has been 
described by other authors (McCulloch and 
Philip, 1967). Our investigations verify this 
general picture, showing a combination of 
social and interpersonal difficulties. These 
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findings, together with the fact that deliberate 
self-harm has a much greater incidence in the 
central urban area, have clear implications for 
the location and emphasis of health care 
services. 
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A Further Investigation of Differences in the Suicide Rates 
of England and Wales and of Scotland 


By OLIVIA ROSS and NORMAN KREITMAN 


Summary. National samples of case records of suicidal-type deaths from 
England and Wales and from Scotland were reassessed by officials in the other 
country. It emerged that similar criteria for suicide existed in both countries, 
and that there was no age-related tendency to misclassify cases. The lower 
official suicide rate amongst the old in Scotland was therefore considered not 

e to result from ascertainment differences. It was also concluded that Scottish 
records were not so briefly documented as to prevent the conclusive ascertainment 
of cause by England and Wales coroners. Cases which were designated ‘undeter- 
mined’ in Scotland tended to be classified ‘acciderttal’ by coroners. Reasons for 
the lower incidence of suicide in Scotland are discussed. 


Scotland has always appeared to enjoy a 
lower suicide rate than England and Wales. 
This phenomenon has recently been the subject 
of renewed discussion (Barraclough, 1972; 
Kreitman, 1972), and one possible explanation 
considered was that differences in the practice 
of recording deaths in the two countries might 
cause fewer deaths to be defined as ‘suicide’ in 
Scotland than in England and Wales. The 
present study puts this hypothesis to the test. 

Although official advice available to coroners 
(Jervis, 1957, p. 229) and their Scottish equi- 
valent, the Crown Counsel (Ovenstone, 1972) 
concerning the definitions of suicide is similar, 
there are obvious differences in procedure in 
the ¿wo areas which are likely to have an effect 
on the ascertainment of suicides. In England 
the coroner makes a public decision as to 
whether a death is suicidal after examination of 
witnesses under oath at a public inquest. In 
Scotland, on the other hand, the decision on 
suicide is made ‘secretly’, for statistical pur- 
poses only, by the Crown Counsel on the basis 
of the summary of a private investigation which 
is submitted by the local Procurator Fiscal. 
A recent Home Office Report (Home Office, 
1971, p. 96) has described how the coroner 
system lays more emphasis on providing the 
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precise medical explanation for sudden deaths 
than does the Scottish system, which is con- 
cerned primarily with the investigation of 
possible criminality. One reflection of this 
difference is the lower rate of post-mortems in 
Scotland, which could result in fewer deaths 
being classified as ‘suicide’. It has also been 
noted (Barraclough, 1972) that the rate of 
undetermined deaths is appreciably higher in 
Scotland than in England, which suggests 
either that more stringent criteria for suicide 
could be in use in Scotland, or that lack of 
available evidence could be preventing a firm 
decision being reached. 

However, the age-specific rates of suicide for 
the two areas reveal that the difference between 
the two lies only in the 65 + age group (Fig. 1). 
If, therefore, the difference in rates is an artefact 
of differences in the ascertainment of suicide, 
these appear, strangely, to have an effect only in 
the old age group. An alternative possibility is 
that the Scottish officials underdiagnose suicide 
over all ages in comparison with England, so 
that the Scottish rate for the young-to-middle 
age group may actually be higher than the 
English rate. 

In order to establish to what extent the ` 
differences in the suicide rates of England and 
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Fic. 1.—Average suicide rates per million, 1969-71, by age group and sex in England and Wales and Scotland. 


Scotland could be attributed to differences in 
the ascertainment of suicide, an experiment was 
set up to measure directly the amount of 
agreement between officials in each country on 
‘suicide’ verdicts. Since it was also possible that 
a relative lack of evidence might cause fewer 
deaths to be recorded as suicide in Scotland, the 
extent of the evidence available to officials in 
each country was also compared. 


METHOD 


A two-way exchange was carried out whereby 
a sample of case records of sudden deaths from 
coroners’ courts in England was submitted to 
the Scottish equivalent, the Crown Counsel, for 
assessment, and a sample of cases from Scotland 
was likewise submitted to a sample of coroners. 
Cases were exchanged ‘blind’ after they had 
received their official classification, any mention 
of which was removed from the record. In a 
second stage of the study the evidence contained 
in the two samples of case records was examined 
and compared. 


Sampling of the assessors 

England and Wales. In sampling the coroners 
” who would Vt asked to assess cases, the aim was 
to achieve as near as praeticable a national 


random sample. Since, however, coroners are 
known to vary in the extent to which they 
passed ‘open’ verdicts (Barraclough, 1970), 
the sample was stratified to ensure representa- 
tion of the full spectrum of verdict recording.* 
As the sample of cases to be used in the exchange 
was to be drawn from the same coroners’ records, 
very small coroners’ districts whose collective 
total of ‘open’ and ‘suicide’ verdicts comprised 
less than 10 per cent of the national total were 
eliminated in order to avoid long retrospective 
searches for cases in small districts. Of the eight 
coroners finally selected, all allowed access to 
cases, although only four eventually participated 
actively in the exchange by reading Scottish 
records. ° 

Scotland. All final assessments of suicide are 
carried out in Scotland by the Crown Counsel, 
in the Crown Office, Edinburgh, whose co- 
operation was promised at the outset. Sampling 
of assessors was therefore not required. 


Sampling of cases 

The sampling frame was defined as follows: 
only males were included, as their rates dis- 
played a slightly, more marked differentiation 


* Further details of the sampling procedure are given in 
Ross (1974). 


+ 
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than the female rates; two distinct age groups 
were selected, an older age group of 65—84 years, 
in which the discrepancy between the national 
rates is evident, and a younger age group of 
25-44 years, for which there is no discrepancy, 
to act as a control; it was decided to sample 
eqfially ‘suicide’ (ICD No. gs0-9) and ‘un- 
determined’ (i.e. “Injury, undetermined whether 
accidentally or purposely inflicted’ (ICD No. 
g80-9)) cases. ‘Accidental’ cases were not 
included, as they have been found in Scotland 
not to contain ‘suicidal type’ cases (Ovenstone, 
1973). 

A total of 200 cases from each country was 
envisaged, allowing for 50 cases in each age/ 
verdict category. The samples were therefore 
composed half of cases officially defined as 
‘suicide’ and half of cases, most commonly 
drownings and poisonings, where circumstances 
usually pointed to possible suicide but where an 
‘undetermined’ classification had been given. 
During collection, all Scottish cases which it 
was considered might possibly be ‘undeter- 
mined’ were included,* and all English ‘open’ 
verdict cases were treated as ‘undetermined’.t 
Before inclusion in the final sample as ‘undeter- 
mined’, however, all such cases were individually 
checked against the Registrar General’s classifi- 
cation for that death. 


Method of collection 

England and Wales. All coroners’ cases were 
collected retrospectively from within a fixed 
time period, which was always less than three 
years. The length of this period was calculated 
separately for each age and verdict group 
according to their known frequency to allow 
for the required total of 50 cases to be obtained 
in each category. In the event, the resulting 
total number of cases in the sample which was 
reclassified by the Crown Counsel was 180. 

Scotland. Collection was prospective in Scot- 
land, cases being obtained as they came into the 


* Although the Crown Counsel define certain cases as 
‘suicidal’, they make no distinction in the remaining cases 
between ‘accidental’ and ‘undetermined’ cause, for which 
the decision is left to the Registrar General. 


+ Only about two thirds of ‘open’ verdict cases are 
classified by the Registrar General’s Office as ‘undeter- 
mined’, 
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central Crown Office. Because of the incomplete 
cooperation subsequently obtained from coro- 
ners, collection was ceased rather below the 
envisaged total. The coroners finally agreed to 
assess 84 Scottish cases. 
Schedule of items of evidence 

A schedule of items of evidence was designed 
to elicit systematically the range of evidence 
available in the official records of the sample 
cases. The primary concern was to measure 
the extent of enquiry rather than to assess the 
value of evidence in a particular case. Apart 
from information relating to the immediate 
circumstances of the death, the presence or 
absence of details of psychiatric history and 
social and personal problems commonly asso- 
ciated with suicidal behaviour were noted. 


RESULTS 


Representatweness of the samples 

The four coroners who participated in the 
exchange by reading Scottish cases had, on past 
record, a lower than average ratio of ‘open’ 
verdicts to ‘suicide’ verdicts. ‘This bias in favour 
of ‘suicide’ verdicts may have been because the 
proportion of medically qualified coroners in 
the sample half was higher than usual, and 
medically qualified coroners have been found 
to be more likely to give ‘suicide’ verdicts than 
lawyers (Brooke and Atkinson, 1974). Thus the 
coroners may be considered to be, in effect, 
biased in favour of the ‘artefact’ hypothesis. 

The two samples of cases did not differ 
significantly on precise age and means of death 
when compared with their respective national 
statistics for suicide and undetermined deaths. 


Reclassification of English cases by crown counsel 
Overall, a relatively small percentage (12 per 
cent) of English cases were misclassified, either 
way, by the Crown Counsel (Table I). Eighteen 
per cent of English ‘undetermined’ cases were 
classified as ‘suicide’, whereas only 8 per cent 
of the English ‘suicides were classified as “un- 
determined” ’. The net effects were even smaller. 
Of the 180 cases, 56 per cent were considered 
to be suicides by the coroners. On reclassifica- 
tion by the Crown Office th@ proportion ` 
becomes 59 per cent. These results certainly do 
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TABLE I 
Reclassification by Scottish Crown Office of English cases of ‘suicide’ and ‘undetermined’ death 


Scottish reclassification 

Young cases 

(ages 25-44.) ‘Suicide’ S; 
‘Not suicide’ .. 
Total .. 

Old cases 

(ages 65-84) ‘Suicide’ ss 
‘Not suicide’ .. 
Total .. 


English cases 
‘Suicide’ ‘Undetermined’ Total 
Ms 
52 8 60 
2 28 30 
54 36 go 
41 6 47 
6 37 43 
47 43 go 


ce E 
As described in the text, the Crown Office, unlike the coroners, distinguishes suicides from non-suicidal deaths 
without further subdivision of the latter. 


not suggest that the Crown Counsel are less 
likely to make a ‘suicide’ classification than 
coroners. 

When the age groups were compared, it was 
found that the Crown Counsel were not signi- 
ficantly more likely to misclassify either ‘suicide’ 
or ‘undetermined’ cases in the old group than 
in the young group. There is therefore no 
evidence that the Crown Counsel differ from 
the Coroners in their criteria for suicide, nor 
that they differ only in relation to old people. 

To assess the implication of these results for 
the national rates of suicide, the proportions 
misclassified were used as a basis for the calcu- 
lation of a national ‘adjusted’ suicide rate for 
England and Wales had verdicts been reached 
by the Scottish criteria, according to the 
following formula: 

RI+R,—pR, +P R, 

where R, and R, = English suicide and un- 

determined rate for the 
relevant age group 
(average 1970-71). 
p = estimated proportion of 
‘suicides’ classed as 
‘undetermined’. 
$ = estimated proportion of 
‘undetermined’ cases 
classed as ‘suicides’. 
R7 = Adjusted suicide rate. 
To allow forthe extra number of suicides which 
are known to be classified by the Scottish 


Registrar General (Ovenstone, 1973), 10 per 
cent was added to the ‘adjusted’ rate. The 
standard error of the proportions was also found. 
The histogram (Fig. 2) shows that for the old age 
group the ‘adjusted’ rate and the official rate of 
suicide for England and Wales were virtually 
identical, whereas for the control group the 
‘adjusted’ rate was just significantly higher than 
the English (and slightly higher than the 
Scottish) official rate. 

This result strongly suggests that the observed 
difference between the rates in the old age group 
is not an artefact of differences in the criteria 
used by officials. After adjustment, based on the 
English cases which had been reassessed by 
the Crown Office, this difference in the rates for 
the old remained clear. It is possible, on the other 
hand, that Scottish officials may in fact be ‘over- 
diagnosing’ young suicides compared to coroners. 
Reclassification of Scottish cases by coroners 

A total of 21 per cent of Scottish cases were 
misclassified by coroners (Table IT). Six out of 
26 ‘undetermined’ cases (23 per cent) were 
reclassified as ‘suicide’, and 12 out of 58 ‘suicide’ 
cases (21 per cent) were reclassified as ‘non- 
suicidal’. The coroners were therefore about 
equally likely to misclassify ‘suicides’ as they 
were to misclassify ‘undetermineds’. The net 
effect was that of the 84 cases in the series the 
original designation of suicide in 6g per cent 
according to Scottish criteria was reduced to 
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Fic. 2.—English and Scottish ‘adjusted’ suicide rates with 
English and Scottish official suicide rates for comparison. 
Average 1970-71 male suicide rates per million for 


selected age groups. 
English suicide rate. 
English ‘adjusted’ suicide rate. 
Scottish suicide rate. 
Scottish ‘adjusted’ suicide rate. 
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61 per cent when judged by the coroners. There 
was no significant difference between the old 
and the young group in the extent of the coro- 
ner’s misclassification of either ‘suicide’ or 
‘undetermined’ cases. 

When the Scottish suicide rate was amended 
using the formula previously employed (but 
omitting the 10 per cent adjustment), the 
Scottish ‘adjusted’ rate for the old group (Fig. 2) 
was midway between the Scottish and English 
official rates, and not significantly different 
from either of these rates. For the young control 
group the ‘adjustéd’ Scottish rate was just 
significantly lower than the official Scottish rate, 
suggesting, as previously noted, that coroners 
may be underdiagnosing young suicides com- 
pared with the Scottish officials. The results of 
this part of the exchange are not in themselves 
conclusive, because of the small numbers 
involved, but they do appear to be compatible 
with the conclusions based on the Crown Office 
reading of a larger sample of cases. 

Matching the percentage disagreements in the 
coroners’ reclassification with those of the 
Crown Office, the coroners’ result showed an 
overall balance of 8 per cent in favour of 
‘undetermined’ verdicts, directly contrary to 
the result required by the artefact hypothesis. 


Undetermined deaths in England and Scotland 


From the coroners’ reclassification of Scottish 
cases (Table II) it emerged that no less than 


Taste Il 
Reclassification by coroners of Scottish cases of ‘suicide’ and ‘undetermined’ death 


Coroners’ reclassification 
Young cases 
(ages 25~44) ‘Suicide’ 
‘Oper’ (‘undetermined’) 
. ‘Accidental’ a 
‘Natural causes’ 
Total .. ; 


Old cases 
{ages 65-84) ‘Suicide’? 

‘Open’ (‘undetermined’) 
‘Accidental’ .. 

ji ‘Natural causes’ 


Total .. 


Scottish cases 
‘Suicide’ ‘Undetermined’ Total 
20 2 22 
6 8 14 
37 9 6 %15 9 724 
_ I I 
29 V7 46 
26 4 30 
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35 per cent of cases which had been classified 
as ‘undetermined’ in Scotland received an 
‘accidental’ verdict from coroners.* All four 
coroners made use of the ‘accident’ category, 
so this result was not the effect of one coroner 
only. Although it is not possible to say whether 
any of the English cases might have been 
classified as ‘accidents’, since the Crown 
Counsel make no such classification, there is 
some evidence here to suggest that the rate of 
undetermined deaths may be lower in England 
because of the coroners’ preference for ‘acci- 
dental’ rather than ‘open’ verdicts. The higher 
undetermined rate in Scotland need not be 
masking the ‘true’ Scottish suicide rate as had 
been supposed. 


Comparison of types of evidence in English gnd 
Scottish cases 

Comparison of the evidence in the sample 
cases revealed that although post-mortem infor- 
mation was, as expected, more prevalent in 
English cases, forensic tests were carried out 
with equal frequency in England and Scotland. 
Although English cases contained more details 
on the state of mind of the deceased immediately 
before death, reference to other psychiatric 
information was equally prevalent in both 
countries. Scottish cases, on the other hand, 
contained more information on alcohol con- 
sumption, and they also contained evidence 
obtained from a greater overall number of 
witnesses and more evidence from general 
practitioners. On balance, the Scottish case 
summaries and English inquest records con- 
tained roughly equivalent amounts of informa- 
tion. Details are available on request. 

Further evidence to suggest that factual data 
were not lacking in Scottish cases was provided 
by the exchange results: out of 26 “undeter- 
mined’ Scottish cases submitted to coroners, no 
less than 16 were given a conclusive verdict, 
either ‘suicide’ or ‘accidental’, indicating that 
the coroners clearly had not found the Scottish 
‘undetermined’ cases lacking in evidence in 
these instances. 

Although there are fewer post-mortems 
carried out in Scottish than in English cases, 


* The samplt coroners were biased in favour of con- 
clusive verdicts. 
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where they are almost invariably conducted, 
the post-mortem dissection in itself is not always 
a crucial aid in distinguishing between acci- 
dental death and suicide. Scottish national . 
statistics show that fewer post-mortems are 
carried out in ‘suicide’ verdicts than in the 
‘undetermined’ cases (50 per cent as against 
68 per cent); this indicates at least that the 
post-mortem is not associated with a suicide 
verdict. In this connection, the ‘undetermined’ 
Scottish cases were examined in relation to 
whether they had post-mortems,and how they 
were classified by the coroners. It was found 
that a higher proportion of the cases with 
post-mortems were given conclusive verdicts by 
coroners, but the difference was not signfficant. 
From the available data a post-mortem. does 
not appear to be an important factor in the 
coroners’ decision-making process. 


Discussiton 


The view that coroners pass verdicts of 
suicide more readily than ‘the Crown Counsel 
has not been borne out by the results of the 
exchange project, which strongly suggest that 
the two sets of officials share roughly the same 
criteria. Where the results give any indication 
of possible differences in criteria for suicide, 
the evidence suggests that coroners may in fact 
tend to ‘underdiagnose’ rather than ‘over- 
diagnose’ suicides compared with Scottish 
officials. A further important point is that this 
result was achieved in spite of the fact that the 
coroners who participated in the reassessment 
were biased in favour of giving ‘suicide’ verdicts 
(as described above), and it can therefore be 
assumed that had the coroners been more repre- 
sentative their reclassification result might well 
have been even more convincing. Š 

The result of this study can be contrasted with 
that obtained by Brooke and Atkinson (1974), 
who exchanged samples of cases drawn from 
England and Denmark among several centres. 
They concluded that differences in ascertain- 
ment were probably too great to allow reliable 
international comparisons to be made. How- 
ever, the samples of cases used in their study 
were small, non-random, and selected to allow 
for possible differences of opinion, so that it is 
not possible to gauge how representative they 
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\were of the countries from which they were 
drawn. The present study has, on the other 
hand, sought to provide a representative result. 

It has also been shown to be unlikely that 
more cases would be classified as ‘undetermined’ 
§ in Scotland than in England simply because of 
aback of evidence, since coroners when consider- 
ing these cases showed a definite preference for 
conclusive verdicts. 

This latter finding has also provided an 
alternative explanation for the higher ‘undeter- 
mined’ rate dn Scotland. The point that in 
certain types of cases coroners may be inclined 
to give ‘accidental’ verdicts where the Scottish 
classification would be ‘undetermined’, can be 
supported by a closer examination of the two 
procedures. In Scotland the Registrar General 
does not receive official notification from the 
Crown Counsel, as he does in England from 
coroners, as to whether cases are ‘accidental’ or 
‘undetermined’. The information on which he 
bases his classification of such cases comes mainly 
from the local registrar: it would clearly be far 
less comprehensive than that available to the 
coroner at inquest and hence more likely to lead 
to an ‘undetermined’ classification. Further, 
coroners, unlike the Registrar General in Scot- 
land, are able to pass a verdict of ‘accidental 
death’ in cases where there is some inconclusive 
evidence pointing to suicide. A good example is 
the self-inflicted drug overdose. In such a case 
the coroner may consider a variety of subtle 
points of evidence and may decide on an 
‘accidental’ verdict. The Registrar General in 
Scotland, on the other hand, with his limited 
information would probably only feel able to 
give an ‘undetermined’ classification. The con- 
clusion reached by Ovenstone (1973) that few 
‘accident’ cases in Scotland could, even on the 
widest psychiatric criteria, be considered mis- 
classified suicides is in line with this possibility. 

A further point is that where there is in- 
sufficient information as to mode of death, 
in Scotland the Registrar General uses an 
‘undetermined’ category, pending further en- 
quiries, whereas in England heusesan ‘accidental’ 
classification, and where further details are 
not subsequently received the interim cate- 
gories remain unaltered. Finally, it is likely 
that, all else being equal, the coroner would 


581 


feel some pressure to record an ‘accidental’ 
rather than an ‘open’ verdict, in the interest of 
surviving kin; no such considerations would 
exist in the Registrar General’s statistics office. 

If, on the basis of this study, the official English 
and Scottish suicide rates can be considered 
reliable for research purposes, the reasons for 
the relative immunity to suicide of old people in 
Scotland remain to be considered. In this 
connection, it has already been noted (Kreit- 
man, 1972) that the difference cannot be 
accounted for by variations in the two popula- 
tions of demographic characteristics known to 
be associated with suicide. 

The pattern of increasing risk of suicide with 
increasing age has been attributed to loss of 
status of old people in advanced industrial 
societies, (Yap, 1963), which in turn has been 
linked to the increase in the proportion of old 
people in these societies. However, such factors 
do not appear to differentiate between England 
and Scotland. If economic hardship in old 
people is considered as a factor, it would not be 
expected that old people were better off in 
Scotland than in England. It is possible how- 
ever that a crucial determining factor in the 
social causation of suicide may be relative 
deprivation or feelings of subjective hardship. 
Sainsbury (1963) found that a period of 
economic prosperity resulted in a relative 
increase, when compared with a period of 
economic depression, in the proportion of 
suicides amongst the old, who, unlike the 
employed population, remained poor. It could 
be that the economically depressed industrial 
areas common to central Scotland fail to 
produce a high rate of suicide amongst those 
who have retired, whereas corresponding areas 
in England which have seen industrial and 
commercial expansion since the war may 
produce conditions favouring a higher rate 
amongst the retired population who may suffer 
more than their Scottish counterparts from 
feelings of loss of social function and subjective 
poverty. 

Finally, alcoholism has also been considered 
as a factor which may affect the suicide rates in 
the two countries differentially (Kreitman 
1972). In the first place, alcoholics are known to` 
be prone to suicide (Kessel and Grossman, 
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1961), while statistical evidence concerning the 
rates of alcohol-associated mental hospital 
admissions and deaths (Macrae, 1965; Edwards 
et al., 1972) seems sufficient to infer that there 
are more alcoholics in Scotland than in England. 
The proportion of people in Scotland employed 
in the alcohol trades, which carry an occupa- 
tional risk of alcoholism, is also higher than in 
England. Furthermore, there is some evidence 
from existing case studies to suggest that there 
may be more alcoholics or heavy drinkers 
among Scottish suicides (Ovenstone, 1972, 
cf. Sainsbury, 1955; Seager and Flood, 1965; 
Jacobson and Jacobson, 1972). If alcoholism is 
a prominent factor in suicide in Scotland, this 
may explain the age curve, since suicides 
associated with alcoholism have been shown to 
have a peak age of 45-55 and to pe non- 
existent in the 65+ age group (Murphy and 
Robins, 1967). However, if alcoholism is a 
significant factor in the pattern of suicide in 
Scotland it raises the further question of why 
rates for the younger age groups are not there- 
fore higher in Scotland than in England. It is 
possible that in Scotland alcoholism may be 
replacing other factors which are at, work in 
England as a cause of suicide. a 
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Sterilization: A Review of 98 Sterilized Women 


By M. DAVID ENOCH and KEITH JONES 


Summary. The details of 98 women sterilized over a three-year period are 
presented. They show that female sterilization is a safe procedure which has a 
satisfactory result in many cases and confers many secondary benefits. However, 
some regret is common and is associated with a high incidence of psychiatric and 
matital morbidity, and this is shown to be related to pre-operative factors. 
A method of pre-operative assessment is outlined which should minimize the risk 
of a poor outcome following female sterilization. 


INTRODUCTION 


There is now an increasing demand for 
sterilization. The advantages of the operation 
must be weighed against possible disadvantages, 
such as operative risks and post-operative 
morbidity—medical, gynaecological and psy- 
chological. Its value can only be assessed by 
comparison with the results of continuing child- 
bearing or of using alternative contraceptive 
measures. Uncontrolled childbearing has its 
risk, and other contraceptive measures have 
definite serious hazards. Sterilization, however, 
is a relatively safe operation, made more so by 
recent improved techniques. The irreversible 
nature of the operation raises doubts as to its 
advisability in young women because of the 
risk, albeit remote, of early widowhood and 
remarriage. More important is the risk that 
some women may later regret the operation 
and suffer morbidity directly attributable to it. 


PATIENTS AND METHOD 


The present review included all patients 
sterilized by tubal ligation in Copthorne 
Hospital, Shrewsbury, during the years 1963 
to 1965. The complete hospital records were 
traced in only 150 out of 201 cases. 

All patients were sent up to three letters 
asking them to attend the Out-Patient Clinic. 
Twenty-six letters were returned by the Post 
Office, as the addressees could not be found. 
Three patients refused to attend. Of the 124 
who received the letters, 23 did not respond at 
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all. Ninety-eight women eventually attended 
and were interviewed jointly by a gynaecologist 
and psychiatrist. An abdominal and pelvic 
examination was then performed and other 
regions examined as indicated. Finally an 
explanation was given to the patient regarding 
the nature of the follow-up, any further queries 
were answered and any necessary advice and 
reassurance was given. Most of the patients 
enthusiastically welcomed this opportunity to 
discuss the effects of the operation. 

Their ages ranged from 23 to 43 (mean 33), 
and 95 were married from 2 to 25 years (mean 
13). Three patients were unmarried; one was 
single, one was a widow and one divorced. 
Three women claimed no religious faith. Of 
the 95 Christians 81 belonged to the Church 
of England, 4 were Roman Catholics and r0 
were Nonconformists. Only 39 were regular 
church attenders (over six times a year), 29 
attended occasionally and 27 never attended. 


Previous obstetric and gynaecological history 

The mean number of pregnancies was 5°3, 
the range being from one to 11. The average 
number of children alive at the time of the 
sterilization was 4°7, the range being from nil 
to 1r. Thirty-seven patients had lost children 
by abortion, termination, stillbirth, neonatal 
or early childhood deaths, or by adoption. 
Seven women had a child with severe abnor- 
mality or illness and 14 with minor ailments» 
Only one woman had no children: she had had 
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four stillbirths as a result of severe pre-eclamptic 
toxaemia. Twelve patients had had severe 
antenatal illnesses, including 8 with pre- 
eclamptic toxaemia, but none of these developed 
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type. Eighteen patients had received treatment 
either at psychiatric out-patients or by they” 
general practitioner, for moderately severe 


eclampsia. Severe puerperal complications 
had occurred in 9 cases: 3 patients had 
had secondary haemorrhage; 4 deep venous 
thrombosis; one septicaemia and one vaginal 
prolapse. Menstrual symptoms had preceded 
sterilization in 31 cases including irregular 
menstruation in 14, persistent heavy periods 
in 6, persistent dysmenorrhoea in 15 and pre- 
menstrual tension in 3 women. 


Previous contraception and family planning 


Sixty-five women had not planned their 
families, ‘Thirty-four never used reliable 
contraceptive measures: 31 had used them perio- 
dically and three of these had become acci- 
dentally pregnant. Nine other women who 
claimed to have planned their families had 
never used any reliable contraceptive measures, 
depending on the safe period or on coitus 
interruptus. Twenty-two women planned part 
of their family and used reliable contraception; 
however, ten of these became pregnant. The 
other 12 had unplanned pregnancies while 
using unreliable contraceptives. Only two 
women wholly planned their families and 
succeeded by using reliable methods. 

The commonest method was the sheath, 
used by 42 couples, 23 of whom were satisfied 
with it, but seven became pregnant. An occlu- 
sive vaginal cap was used by 28, of whom 8 
were satisfied and 6 became pregnant. Spermi- 
cidal pessaries or creams were used by 7 women, 
only one disliking them, and 3 becoming 
pregnant. Seven women used oral contraception, 
of these 3 were satisfied and no pregnancies 
occurred. None had used the intrauterine 
contraceptive device. 


Personality and previous psychiatric illness 
Forty-nine of the women had good per- 
sonalities. Of the others 49 exhibited definite 
neurotic traits; 24 exhibiting predominantly 
- obsessional traits and 23 were of mixed type. 
Two had predominantly hysterical personalities. 
Psychiatric disorder had occurred in 35 women 
before sterilization and had been of the affective 


depressive illnesses or anxiety states, and 5 
had required in-patient treatment, one having 
attempted suicide. The remaining 12 had 
received treatment from their general practlegs 
tioners for mild neurotic reactions. 


Past medical history 


Fifty-nine women had no history of serious 
illness or operation. Four patients had had 
serious operations, 10 had suffered a major 
illness and the rest had undergone minor 
surgery. 

o 
Request and reason for operation 


Thirty-four of our 98 women themselves 
requested the operation, 20 for parity alone, 
and 14 for mixed reasons, including fear of 
pregnancy, marital difficulties and minor obste- 
tric difficulties. Sixty-four women were advised 
to be sterilized; 21 by ¢onsultants—g for 
parity and the remainder for mixed reasons; 
and 36 by general practitioners—14 for parity 
and the remainder for a variety of reasons. 
The remaining seven patients were advised by 
other people, mainly midwives. 

Of these 64 women advised by others to 
have the operation, 43 welcomed the suggestion. 
The reluctance of the others arose from the 
fact that they had insufficient children or that 
these were of the same sex. Of the 95 husbands, 
48 agreed readily, 36 passively, and 11 reluc- 
tantly of whom one feared his wife would 
become promiscuous. 

Of the 49 cases in which sterilization was 
carried out for parity alone the average number 
of pregnancies was 5:7 (range two to 11).°In 
two cases it was indicated because of serious 
illness or congenital defects in the children. 
Twelve women were sterilized for medical 
reasons, 18 for obstetric reasons, and 15 on 
psychiatric grounds. The operation was per- 
formed in four women because of marital 
problems. 

The mean parity in the 4g women sterilized 
for reasons other than parity was 4:9 (range 
nil to 10). Very few adequate medical, obstetrical 
and marital reasons were given to warrant the 
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Wo without the parity factor being 
esent, and indeed the latter in these cases 

remained the most important indication. 


Operation 


The operation was by the Pomeroy method of 
bal ligation, as described in. Bonney’s Gynaeco- 
logtcal Surgery, 7th edition. In 55 cases it was 
performed during the puerperium, on about the 
fourth day. In 11 cases the operation was per- 
formed at the time of Caesarean operation, and 
6 cases were combined with termination of 
pregnancy. The remaining 28 operations were 
elective, 6 being combined with other gynaeco- 
logical procedures, such as ventrosuspension, 
ovarfan cystectomy and pelvic floor repair. 


RESULTS -3 

No pregnancies occurred since the operation. 
No deaths occurred among the original 201 
women, and operative morbidity was slight, 
being confined to an occasional wound infection. 
There was no evidence that sterilization in- 
creased the operative morbidity when combined 
with other procedures. 


Subjective assessment 


While 76 per cent were satisfied with the 
operation, 21 per cent regretted it occasionally 
and 3 per cent regretted it constantly. Several 
felt that they were no longer ‘complete women’. 
Many felt guilty and blamed the operation for 
subsequent medical and marital problems. 

An important finding, which confirmed the 
work of Barnes and Zuspan (1958), was that 
those women who had asked for the operation 
fared best. Thirty-nine per cent of those in 
the ‘no regret” group and 24 per cent of the 
‘otcasional regret? group had requested the 
operation, while none of the ‘constant regret’ 
group had done so. Furthermore, when the 
suggestion was reluctantly accepted from an 
outside source, there was a threefold increase in 
the number of regrets and an even larger 
increase in the incidence of subsequent psychia- 
tric illness. 

The reasons for the operation are themselves 
,of particular importance in influencing subse- 

rquent events. When parity alone was the reason 
for the operation the outcome was better than 
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when it was done for any other reason; this 
being the indication in 57 per cent of the 
satisfied group and in only 43 per cent of the 
regret group; and in 65 per cent of the group 
with no subsequent illness and in only 40 per 
cent of the group with a mental illness. When 
the sterilization was performed for psychiatric 
reasons, such as anxiety and fear of further 
pregnancies or depression in pregnancy for 
which termination was advised, the results 
tended to be much worse; such reasons being 
given in 11 per cent of the happy group and 
30 per cent of the regret group, while psychiatric 
indications were given in 3 per cent of those 
with no subsequent mental illness and in 24 per 
cent of those who later developed a psychiatric 
illness. 

The timing of the operation is closely asso- 
ciated with the indication for it, and therefore it 
is not surprising that a better outcome follows 
puerperal sterilization where the indication 1s 
usually parity alone than occurs following 
sterilization performed at the same time as 
Caesarean section (where repeated sections 1s 
often the indication), or with a termination 
(where psychiatric reasons are the indication). 


General health 

No gross medical illness occurred post- 
operatively, although 23 women developed 
various somatic symptoms such as dyspepsia, 
backache and headaches. It is significant that 
70 per cent of these who complained of these 
somatic symptoms had a mental illness. 


Gynaecological health 
Twelve women had improved periods after 


the operation, while 34 women had some 
deterioration in their menstruation, and com- 
plained ‘most commonly of menorrhagia, but 
also of epimenorrhoea, dysmenorrhoea and 
premenstrual tension. Nine other women both 
lost and gained symptoms and experienced no 
overall change. The remaining 43 showed no 
changes. 

The history of unsuccessful pregnancies, 
ending in therapeutic abortions, stillbirths, 
neo-natal deaths or adoption were significantly 
more common among the regret group. Ix 
particular, four of the six women who were 
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sterilized at the time of termination developed a 
frank psychiatric illness and four expressed regret. 

Those women who had three or more 
Caesarean sections tended to have regret in 
contradistinction to those women who had less 
than three. Of the 18 women who had one or 
two Caesarean sections only two expressed 
regret, while three of the four women who had 
three Caesarean sections had regrets. 

Fifty-two per cent of the women who disliked 
the use of contraceptive measures regretted the 
operation. This suggests that a woman’s accept- 
ance of sterilization may run parallel to her 
acceptance of contraception in general. 


Sexual changes 


Forty-four women had improved sexual 
relations with increased libido and enjoyment. 
However, 22 women complained that since the 
operation there had been loss of libido and 
enjoyment. These often described intercourse 
as now ‘a waste of time’ or ‘pointless’. 


Marital change 

In 42 cases there was improved marital 
relationship, with increased affection and more 
relaxed sexual intercourse. Six women blamed 
the operation for a deterioration in the marriage. 
One husband, who had originally agreed to the 
operation, threatened to leave his wife unless 
she conceived. 


Religion 

None of the women experienced any religious 
difficulties or any guilt arising from their beliefs 
after the operation. 


Psychiatric history 

Following the operation, 59 women suffered 
a frank psychiatric illness of the affective type. 
Its onset in 35 cases was within three months 
of the operation. The remainder tended to 
‘start 18 months to two years post-operatively. 

In 40 cases the illness was mild and charac- 
terized by anxiety, irritability and mild de- 
pression. The other 18 cases were more serious 
and were psychotic depressions, characterized 
Wy severe depression, lethargy, retardation, 
early morning wakening and feelings of hope- 
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lessness and despair as well as of guilt. Taf 
patients’ attempted ‘suicide. One of them 
previously attempted suicide during early 
pregnancy; the other made the attempt while 
being constantly accused of promiscuity by her 
husband. 

Those with a previous history of psychiatric. 
illness were found to be particularly susceptible 
to psychiatric illness post-operatively. Fifty-six 
per cent of the women who suffered a severe 
mental illness, 48 per cent who suffered a mild 
mental illness and only 15 per, cent of the 
remainder gave such a history. 

A good personality was found in 75 per cent 
of the women who had no post-operative 
psychiatric illness, while a good personalit}? was 
only found in 33 per cent who had such an 
illness. The women with obsessional per- 
sonalities tended to develop the milder disorders. 
On the other hand the obsessional women 
tended to be satisfied with the operation, 
whereas those with other neurotic traits tended 
to have regrets. j 


DISCUSSION 


Our findings confirm those of Pariagna (1964) 
and Jeffcoate (1967) that tubal ligation by the 
Pomeroy method is a simple, safe and effective 
procedure for sterilization. Many of the women 
in our series, as in Norris’s (1964), were pleased 
with the operation and derived secondary 
benefits such as greater marital harmony. 
Nevertheless, many women expressed some 
regret, and a few wished that the operation 
could be reversed. Among the group expressing 
regret is found a striking incidence of marital 
and sexual deterioration and psychological 
morbidity. We agree with Black and Sclare 
(1968) that a poor personality and a past 
history of frank psychiatric illness are poor 
prognostic signs. Post-operative menstrual symp- 
toms occurred in a third of our cases, confirming 
the results of White (1966). Advancing age 
alone is not an adequate explanation, as these 
menstrual symptoms occurred in all age groups. 
Indeed, age was not found to be an important 
factor in any of the results. There was, however, 
considerable increase in the incidence of regret 
when the woman Had less than two children, 
as shown by Thompson and Baird (1968). 
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Effect of ADP on PGE, Formation in Blood Platelets 
from Patients with Depression, Mania and Schizophrenia 


By Y. H. ABDULLA and K. HAMADAH 


Summary. Adenosine diphosphate (ADP) stimulates the synthesis of prosta- 
glandin E, (PGE,) in lysed platelets from normal subjects, patients with affective 
illness but not in platelets from cases of schizophrenia. The stimulation is con- 
centration-dependent and follows a curve which is mildly sigmoid in the normal, 
markedly sigmoid in depression and hyperbolic in mania. 


INTRODUCTION 

Abnormally low urinary excretion of 3‘5’ cyclic 
adenosine monophosphate (cyclic AMP) has been 
reported in patients with depressive illness, while 
abnormally high levels of the nucleotide occurs in 
patients sufferirfg from mania (Abdulla and 
Hamadah, 1970; Paul et al., 1971). Hansen 
(1972) reported significant low levels of cyclic 
AMP and ADP in whole blood of patients with 
psychotic depression, and Cramer et al. (1972), 
reported that in mania the turnover in cyclic 
AMP in the cerebrospinal fluid was higher than 
in depression. The suggestion that these changes 
in cyclic AMP might reflect changes in the level 
of muscular activity or urine volume in these 
clinical states was refuted (Murad and Pak, 
1972; Cramer et al., 1972; Owen and Moffat, 
1973). 

Abdulla and Hamadah (1970) proposed that 
the ‘lesion in depressive illness might be in a 
decréased, synthesis of cyclic AMP in the brain 
and other tissues; and that this decrease would 
explain .both the somatic signs and symptoms 
of the illness and the laboratory findings. The 
- question arises as to the mechanism by which 


these changes in cyclic AMP synthesis are 
produced. 

In many tissues, including the central nervous 
system and blood platelets, PGE; is a powerful 
activator of adenyl cyclase, the enzyme that 
catalyses the formation of cyclic AMP from 
ATP (Robison etal., 1971; Zieve and Greenough, 
1969). ADP in turn stimulates the formation 
of PGE; in rat brain homogenate (Abdulla and 
McFatlane, 1972). We describe here a similar 
effect of ADP on PGE; synthesis in blood 
platelets from normal volunteers and significant 
variations in platelets from patients with de- 
pression, mania and schizophrenia. 


METHODS 

Patients 

The investigation was carried out between January 
1970 and December 1971 on ten patients with 
primary depressive illness, eight cases of mania and 
twenty cases of schizophrenia; all were in-patients at 
Tooting Bec Hospital. The age and sex distribution 
is shown in Table I. The patients received no medica- 
tion for at least three weeks prior to testing. Pregnant 
women and patients with organic brain lesions, heart 
or kidney diseases were excluded. ‘The diagnoses of 


TABLE I 
Diagnosis No. of subjects Males Females Age range Median age 
Depression 10 4 6 24-83 36 
i at 8 3 5 26-68 50 
Schizophrenia 20 13 7 22—52 28 
Normal .. 8 4 4 19-37 28 
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primary depression, mania and schizophrenia were 
made independently by two psychiatrists according 
to the criteria of Slater and Roth (1969), and were 
checked by a follow-up of the patients up to the time 
of writing. These three groups were compared with 
eight healthy volunteers. 


Platelet preparation 

Plastic synringes and plastic tubes were used for 
blood collection and preparation of washed platelets. 
ro mi. of blood were drawn from an antecubital vein 
and prevented from clotting by heparin 50 yg./ml. 
Samples were taken in the morning before breakfast. 
Platelet-rich plasma was prepared by centrifugation 
of the blood at 150 g. for 15 minutes. g mM EGTA 
(final concentration) was added to the plasma, and 
platelets were spun down at 1,000 g. for 15 minutes. 
The isolated platelets were washed twice by re- 
suspension in calcium-free Tyrode solutions and 
centrifugation for 10 minutes at 1,000 g. The first 
wash contained 1 mM EGTA. Finally the platelet 
button was suspended in 1:3 ml. tris buffer pH 8-0. 
The suspension was frozen at —20°C until used 
within 24 hours. After thawing, 0-1 ml. of the suspen- 
sion was taken for protein estimation (Lowry e al., 
1951) and o-1 mil. used for each assay of prosta- 
glandin synthesis. The purpose of freezing and 
thawing is to render the platelet membrane permeable 
to ADP. 


Assay of prostaglandin Er synthesis (Van Dorp et al., 
1967) 
o-1 ml. of frozen and thawed platelet suspension 


_ was added to 1+9 ml. of o'2 M tris buffer (pH 8) 


containing 100 ug. (0°05 uCi) of cicosatrienoic acid, 
0°65 u mole reduced gluthathione, and 0-55 » mole 
hydroquinone. The mixture was incubated at 37° for 
30 minutes. The reaction was stopped by acidification 
to pH 2-0 with o-2 M citric acid. The acidified 
mixture was extracted with 2 ml. of iso-octane, which 
was discarded. It was then extracted three times with 
1 mil. portions of diethyl ether. The whole ether 
extract, concentrated by a nitrogen stream, was 
applied to a silica thin layer chromatoplate together 
with an internal marker prostaglandin Ezr. The silica 
(Kieselgel HF...4566, Merck) contained internal 
fluorescent indicators. The plate was developed in 
benzene, dioxan, acetic acid (20 : 20 : r by vol.) and 
the area of the chromatogram corresponding to the 
marker, detected under ultra-violet light, was scraped 
for measurement of radioactivity by scintillation 
counting. Correction for non-enzymatic synthesis 
and contaminatior was done by chromatography of 
an extract of a reaction mixture lacking in platelets. 
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In addition to the standard assay, nine other deter- 
minations were done on each platelet sample, with ` 
increasing concentrations of ADP in the incubation 
mixture. 


Reagents 

1-14 labelled all cis 8, 11, 14 eicosatrienoic acid 
was prepared from Euglena gracilis Z grown in the 
dark on a synthetic medium containing 1-14C 
linoleic acid (Hulanicka, Erwin and Bloch, 1964). 
(1~14Q) linoleic acid (100 mCi/m mole) was obtained 
from the Radiochemical Centre, Amersham. Prosta- 
glandin E; used as a marker was a generous gift from 
Dr. D. A. Van Dorp. ADP was purchased from 
Sigma Chemical Company. Other reagents were of 
analytical grade. 


RESULTS 


Fig. 1 shows the effect of ADP on PGE, 
formation by platelets from eight normal 
subjects. ADP stimulated the synthesis of the 
prostaglandin and the stimulation was concen- 
tration dependent. Half the maximal stimula- 
tion was effected by 209-220 uM ADP. 

In the depressed group, the effect of ADP on 
PGE, biosynthesis followed a distinctly sigmoid 
curve (Fig. 2). PGE: formation was relatively 
insensitive to low concentrations of ADP. 
The maximal effect, however, was similar to 
that of the control group. 

Data from patients with mania (Fig. 3) show 
that ADP enhanced PGE, formation in a 
uniform way. Maximal stimulation was dis- 
tinctly higher than in the control group. ADP 
levels effecting half maximal stimulation were 
lower than those observed for the control group 
(151-186 pM). 

Prostaglandin formation was peculiarly in- 
sensitive to ADP in the schizophrenic group 
(Fig. 4). 


Discussion 


Our oe results show a disorder of the 
action of ADP on PGE, synthesis in the blood 
platelets of patients suffering from mania, from 
depression and from schizophrenia. If these 
derangements turn out to be systemic and not 
restricted to platelets they could explain our 
previous findings of abnormal cyclic AMP 
excretion in depression and mania in the 
following way. 
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Fic. 1.—Stimulation of PGE; synthesis by ADP. Increments are expressed as percentage of PGE, formed in the 
absence of the nucleotide (5.2-6.5 nanomoles/1o mg. proteinfhour). Data from eight normal subjects. 
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Fic. 2.—-Effect of ADP on PGE, formation in 10 cases of primary depression. Change is expressed as percentage of 
PGE, formed in the absence of ADP (4.9-6.3 nanomoles/10 mg. protein/hour). 
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Fic. 3.—Effect of ADP on PGE; formation in 8 patients with mania, Change is expressed as percentage of PGE, 
formed in the absence of ADP (5.5-6.6 nanomoles/10 mg. protein/hour). 
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Fie. 4.--Effect of ADP on PGE, formation in schizophrenia. Change is expressed as percentage of PGE; 
formed in the absence of ADP (4. 7-5.6 nanomoles/10 mg. proteinjhour). Data’from zo patients. 
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In depressive illness, the ADP-PGE: curve 
is markedly sigmoidal. On the steep part of the 
curve a small drop, within the normal range, 
of ADP concentration, would cause a significant 
fall in PGE: formation. This might lead to a 
pathologically low level of cyclic AMP. If the 
drop were carried to the region of the curve 
where PGE, formation is insensitive to ADP it 
would be slow to reverse. 

In manic patients more PGE, (hence more 
cyclic AMP) is synthesized, for every level of 
ADP, than ‘is normal. The nucleotide-prosta- 
glandin curve is steeper than the non-patho- 
logical curve and reaches a high plateau at 
lower ADP concentration. A minor increase 
in ADP level would cause a steep, éscalation in 
an abnormally high level of PGEyand may lead 
to pathological concentration of cyclic AMP 
precipitating an attack of mania. If the increase 
reaches the plateau region of the curve, where 
PGE, synthesis is insensitive to variations in 
ADP, it would be, slow to revert. 

In schizophrenia PGE, formation (and pre- 
sumably cyclic AMP) may be insensitive to 
wide variations in ADP. This is consistent with 
the findings of Perry ef al. (1973) that there is 
no change in urinary cyclic AMP in periodic 
catatonia between phases of profound stupor, 
wild excitement and relative normality. The 
significance of this abnormality Is not clear, 
but it may well be related to the flatness of 
affect that characterizes the schizophrenic 
syndrome. 
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The Relationship of Plasma to Erythrocyte Lithium Levels in 
Patients ‘Taking Lithium Carbonate 


By C. R. LEE, S. E. HILL, M. DIMITRAKOUDI, F. A. JENNER 
and R. J. POLLITT 


Summary. Plasma and erythrocyte lithium levels have been determined 
repeatedly in twelve patients taking lithium carbonate for affective disorders. 

In any individual the plot of the plasma lithium level against erythrocyte/plasma 

ratio is linear, but the ratio can either increase or decrease with increasing e 
plasma lithium concentration. Erythrocyte/plasma ratio is an unsound basis 

for comparing individual responses to lithium. 


INTRODUCTION 


Attempts have recently been made to link 
clinical features of patients treated with lithium 
salts for affective disorders and the erythrocyte/ 
plasma lithium ratios they achieve. Correlations 
with response to treatment (Mendels and 
Frazer, 1973), with current affective state 
(Elizur et al., 1972; Soucek et al., 1974), and with 
sex and the presence or absence of manic- 
depressive psychosis (Lyttkens ¢ al., 1973) have 
been reported. Some of these findings have been 
disputed (Rybakowski et al., 1974). While in 
the study of Mendels and Frazer (1973) no 
significant correlation between mean plasma 
lithium levels and mean erythrocyte/plasma 
lithium ratio emerged, Rybakowski and co- 
workers (1974) noted a tendency for patients 
with high mean plasma lithium levels to have 
high mean ratios. We have examined in detail 
the relationship between plasma level and 
erythrocyte/plasma lithium ratio in a small 
number of patients and have found that the 
dependence of the ratio on the plasma lithium 
level is very variable from one subject to another. 


PATIENTS AND METHODS 
All the patients studied had affective psy- 
choses, and egch, when depressed, had an 
endogenous score on the Newcastle Scale 
(Gurney et al, 1970). They had all failed to 


benefit significantly from a considerable range 

of treatments previously administered at routine 
clinics. In addition to lithium carbonate other 
drugs and electro-convulsive therapy were given 
to several patients in the course of this study. 
With the possible exception of imipramine, these 
treatments did not appear to influence the 
lithium results. None of the patients showed a 
clear-cut response to lithium carbonate alone. 
Blood for lithium determination was taken at 
g.00 a.m. at least 11 h. after the last dose of 
lithium carbonate, since the erythrocyte/plasma 
ratio and the plasma level are changing only 
slowly after this interval (Greil et al., 1974). 
The erythrocyte and plasma lithium levels 
were determined by the method of Frazer et al. 
(1972) using a Hilger and Watts Atomspec 
atomic absorption spectrophotometer. ° 


RESULTS 

As expected, there was a strong positive 
correlation between the plasma lithium level 
and the erythrocyte lithium content, but in 
most cases this was clearly not a linear relation- 
ship. However, for each subject the plot of 
erythrocyte/plasma lithium ratio against plasma 
lithium level was linear within the limitations 
of the data. The intercepts (b) and slopes (m) 
of the regression lines gave the factors of the- 
equation [Lit], = m[{Lit]?+4[Li‘],, (ratio = 
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TABLE I 
Relationship between plasma and erythrocyte lithium value using the equation [Lit], = m[Li+]}+b[Li*]p 


Unipolar 
Ag depressed (U) Number 
Patient yr. Sex or of 
bipolar (B) samples 
I 56 F B 36 
2 56 F B 12 
3 71 F B 12 
4 53 F U 6 
5 72 F B 12 
6 53 F B 15 
7 48 M B 14 
8 4l F B 18 
9 38 F B. 15 
ip 41 F B 23 
1I 45 F B 6 
12 36 M U 16 


* After 45° transformation of axes. 


Range of 
plasma Li b m, (Correlation pł 
concentrations, mM~ coefficient < 
mM (r) , 
0'2I—I'ĝI 0:374 0:565 0:676 oo! 
0°35-1°56 0:433 07417 0 780 005 
O-I9-1°45 0-236 0°432 0-840 OO! 
0*91-0'93 0:302 0'749  o-829 05 
O°45-1°15 0°067 0-619 30-683 "O28 
0°33-1°33 0°838 —o0-312 = 0-6g9* ‘Or 
0°22-2°03 0:594 —0'095 0:g02* "OQI 
0'05-1'33 1:313 —0:439  oʻ8rg ‘OO! 
0:32-1:35 0:836 —o-194 0-762* ‘OO! 
0°89-2°55 1-274 —0°253 o-581* “OI 
0:18-0:96 0886 —o:689 0:935 “005 
o:18-1-18 0-661 —o-128 0-888* “OO! 


f r and p values indicate goodness of fit of data to the line rather than direct correlation of ratio with 


plasma values. 


m[Lit],+5), where [Lit], and [Lit], are the 
erythrocyte and plasma lithium concentrations 
respectively (Table I). Inspection of these 
results shows that m and b are not completely 
independent (Fig. 1). 





“OB S 

e pA 
Fie. 1.—Relationship between the m and 6 factors for the 
patients presented in the table. The regression line has 
the equation m == ~-1.026-+0.7a1 (r = 0.849, p < .001). 
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Discussion 

The relationship between the plasma and 
erythrocyte levels of lithium in the subjects 
studied can be described by a relatively simple 
mathematical expression. The physiological 
basis for this relationship is not clear, and we 
suspect that the expression derived is an approxi- 
‘mation, valid only because of the restricted 


range of lithium values studied. The strong 
dependence of erythrocyte/plasma lithium ratio 
on plasma lithium level in a substantial propor- 
tion of patients makes the simple ratio, as such, 
relatively meaningless. This ratio can vary by 
as much as 0-5 over the plasma lithium range 
of 0-5-1°2 mM. In attempting to distinguish 
between various groups on the basis of plasma 
and erythrocyte lithium levels, the determina- 
tion of factors m and 6 for each subject might be 
more appropriate. While in theory the values 
of both these factors can be determined by 
accurate measurement of the erythrocyte/plasma 
lithium ratio at a single appropriate plasma 
lithium concentration, in practice the relation- 
ship between m and 6 is too approximate for this, 
and a series of measurements at widely differing 
plasma lithium levels is required. 

In most of the patients studied m and 6 values 
were fairly constant over the period of study 
(2-6 months). This agrees with the usual long- 
term stability of the erythrocyte/plasma ratio 
(presumably at constant plasma lithium levels) 
noted by others (Rybakowski et al, 1974; 
Greil et al., 1974), though rapid changes have 
been recorded (Elizur et al., 1972). A possible 
trend towards higher m (and lower b) values 
over a period of time was seen *n a few of our 
cases, particularly in two patients successfully 
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treated with a combination of lithium and 
imipramine. Apart from this no clear correlation 
of m or 6 values with clinical data has yet 
emerged. 
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treatment of schizophrenia. An inherently 
long acting, potent neuroleptic which IEE 
few side effects, and is effective for 
approximately seven days, when given by 
injection. 

‘Redeptin’ is given in the active form, 
is long acting and does not rely on 
hydrolysis after an injection to release 
active drug. Its action in each patient is 
remarkably reproducible. 

Once dosage has been titrated its 
therapeutic effect should be predictable 
week after week. 
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pyramidal symptoms with Redentin’ bat 
after SİX hours and disappear wi ithin fort y “sort So antiparkinson- 

> normally be required after- 
This means that the timing of treatment can be planned so that 
symptoms do not occur when the ene is unattended 


_<tfective from the acute stage through | 
maintenance ~~ 


‘Redeptin may be given early in the acute phase. It can bring about a significant 
, reduction in hallucinations, delusions and autism, and thinking becomes more 
realistic. As the patient improves, the mildly alerting property of ‘Redeptin' increases 
co-operation and wanking capacity Interest and initiative are also increased.. 


lose cont tol c of therapy 
Yause Redentiaatanen every week close control of the patient's therapy is 
aved. Dosage can'h $é ‘adjusted weekly and therefore be quickly stabilised. 
‘hould reswigigeeapier discharge from hospital. 
„Or day hospateestients or outpatients the predictability of extrapyramidal 
toms is a soet benefit because treatment can be planned to avoid the 


ince of these syifibioms occurring when itis inconvenient. 


clinical experience with ‘Redeptin’ 


40 clinical trials in more than 1,500 patients have demonstrated the effectiveness 
of ‘Redeptin! In particular it has been commended for its easier management and 
lack of side effects. 

More recent work has confirmed the impression recorded in -&first publi- 
cation on‘Redeptin’ by Haase et al. (3). oe 














O6 It distinguishes itself py a high neuroleptic potency, very good anti- 
~ psychotic efficacy anda characteristic uniform effect, not only with regard to anti- 
psychotic effect but alsotothe extrapyramidal and long- -termeffects 9 Q 
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reliable depot injection 





‘REDEPTIN prescribing information 


- Action 

‘Redeptin’ (fluspirilene) is a major tranquil- 
lizer of the dionhenylbutylpiperidine group 
with a mildly alerting action. It is slowly 
absorbed after intramuscular injection. 
Detectable blood levels are reached within 
4 hours of injection, and the antipsychotic 
action usually lasts for about a week, with 
arange of 5 to 15 days. 

Indications 

‘Redeptin’ is recommended for the treat- 
ment of schizophrenia, and has proved 
especially useful for maintenance therapy. 
It is of particular value in patients who are 
unreliable in taking oral medication. 
Dosage 

Adults only: The recommended starting 
dose is 2 mg a week by intramuscular 
injection; this may be increased by 2 mg a 
week according to response. The main- 
tenance dosage for most patients is from 
2 to 8 mg a week, but some may require up 
to 12 mg a week. Dosage should not 
exceed 20 mg a week. 

Administration: Before administration the 
container should be shaken well. . 
Adverse reactions 

When side effects occur they are usually 
limited to the first two days after injection. 
Extrapyramidal reactions, especially 
dyskinesia and akathisia but also tremor 
and salivation, may occur within 6 to 12 
hours after injection and usually disappear 
within 48 hours; they can normally be con- 
trolled by reduction of dosage or by the use 
of anticholinergic antiparkinsonism drugs. 
Other reactions reported include fatigue, 
upper gastro-intestinal symptoms such as 
nausea and vomiting, drowsiness, insom- 
nia, restlessness, excitement, anxiety, head- 
ache and sweating. There have also been 
occasional reports of blurred vision, mild 
hypotension, dizziness, rash and EEG and 
ECG changes. In a small number of patients 
side effects may become progressively 
more marked over a period of weeks or 
months; these signs of accumulation can 
be eliminated by omitting one in 4 or 5 
weekly injections. 

Cautions 

Patients who drive or operate machinery 
should be warned of the possibility of 
drowsiness. 

Knawn enilentics should be treated with 


caution as attacks may be precipitated. 
Use in pregnancy 

Although there Is, no evidence from animal 
studies to sliggest that ‘Redeptin’ has 
embryotoxic effects, drug treatment should 
always be avoided during pregnancy 
unless essential, especially during the first 
trimester. et 

Contra-indications 

Do not use in patients who have suffered 
uncontrollable adverse effects during 
previous treatment with dipnenylbuty- 
piperidine derivatives. 

Overdosage:. 

In the unlikely event of accidental oVer- 
dosage, signs and symptoms are likely to 
be predominantly extrapyramidal, possibly 
with some excitation. Treatment would 
consist of supportive and symptomatic 
measures. Extrapyramidal symptoms 
should be treated with a barbiturate, or in 
more severe cases parenteral diphen- 
hydramine or amore potent anticholinergic 
antiparkinsonism. drug. The long-acting 
properties of the presentation should be 
borne in mind. 

Pharmaceutical precautions 
‘Redeptin’ ampoules and vials should be 
stored at room teinperature and protected 
fromlight 

Legal category 

For prescription only. 

Presentation 

Each ampoule or vial of ‘Redeptin’ con- 
tains an opalescent white aqueous Sus- 
pension containing 2 mg fluspirilene in 
each 1 ml. 

‘Redeptin’ ampoules, each containing 
either 2 mg fluspirilene in 1 ml or 6 mg in 
3 mi, are available in boxes of 10. 
‘Redentin vials, each containing 12 mg 
fluspirilene in 6 ml, are available in packs 
OFS: 

Product licence number 

0002/0056. 
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A Statistical Review of Controlled Trials of Imipramine 
and Placebo in the Treatment of Depressive Illnesses 


By S. C. ROGERS and P. M. CLAY 


Summary, A method of reviewing a series of clinical trials by extracting the 
basic data‘in the form of 2 X2 tables and analysing these by Fisher’s two-tailed 
Exacé Test is described, and illustrated by published imipramine-placebo trials. 

The results suggest that the benefit of this drug in patients with endogenous 
depression who have not become institutionalized is indisputable, and that 


further drug-placebo trials in this condition are not justified. 


Two of the three trials of imipramine in neurotic depression gave results 


showing significant improvement. 


Possible explanations of the apparent failure of this drug in groups of patients 
with undifferentiated depression are discussed. 


INTRODUCTION 

Imipramine was first used clinically by Kuhn 
in 1957, and many controlled trials of its 
suggested value in the treatment of depression 
have been reported since. Yet in 1973 Gore 
still considered it necessary to include placebo- 
treated patients in a further trial. In this study 
we attempt a statistical review of published 
trial reports, in thé hope that this will produce 
a clear picture of the fesults of these trials. 
The long impressionistic ; reviews of Cole (1964) 
and Hordern (1966) were on the whole favour- 
able, but the briefer reviews of Hare (1966) and 
Porter (1970) suggest a verdict of not proven. 


METHOD 

In order to review the published imipramine- 
placebo trials by. a ‘uniform method we have 
extracted the:basic data given in the reports in 
the form of a standard 2x2 table comparing 
the category ‘greatly or moderately improved’ 
with that of ‘slightly improved, no change, or 
worse’. Notation is as in Armitage (1971). 

In extracting data for these tables, patients 
with schizophrenia or schizo-affective psychoses 
have been excluded whenever possible and the 
results of trials in endogenous (or psychotic) 
depression have been given separately from 


those in neurotic depression whenever adequate 
data are available: 

Each of these 2 x2 tables has been analysed 
by the two-tailed Exact Test (Fisher, 1934) 
because this test is applicable to all such 2x2 
tables and because it enables probabilities to 
be calculated to any desirable degree of accuracy. 

The graphical method used to illustrate the 
results is chosen in such a way that if imipramine 
and placebo are equally effective in relieving 
depression then by chance the results will be 
scattered equally above and below the hori- 
zontal line p = I. 


RESULTS 

The extracted data and the results of the 
Exact Tests are given in Table I, and in Fig. 1 
the calculated probabilities are plotted on a 
logarithmic scale against the number of patients 
in the smaller of the drug or placebo groups, 
because with any given degree of effectiveness 
of a drug the likelihood of a trial achieving 
statistically significant results is largely de- 
pendent upon the number of patients included 
in the smaller of these groups (Clarke and 
Downie, 1966). 

The expected trend for more highly signi- 
ficant results to be found in the larger trials 
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TABLE I g aat 


Extracted results of imipramine-placebo trials : 


Author and Type of oer Improved ., | ee : Nunes oe 
. year of publication patient E E mT imipramine’ ` -placebo exact test) 


$i 
` ER i 
, 








GP = General practice 


can be discerned, but there are exceptions, some 
small trials giving highly significant results and 
some large trials giving results not reaching the 
conventional level of significance. 

The first four trials examined in Table I 
were concerned with patients who had been 
continuously in hospital for long periods with 
endogenous depression, and these patients are 
likely to have become institutionalized; the 
results were uniformly disappointing. The 
_ patients of Leyberg and Denmark (1959) 
whilst chronically depressed, had not been in 


Lehmann ei al. 1958 E IP C i4 1I = aE fate, QI arto 
Doust gt al. 1959 E IP Q 4 ae 8 oY py 24 -O'll 
Miller et al 1960 E IP C 0 2 I 3, 19,7 18° 0°09 
Ashby et al i196} E IP C 10 7 YIS Y, 15 0'46 
Leyberg et al 1959 E P G 18 2 20°" 20 0*59 X 1075 
Kenning et al 1960 E IP A 9 2 16. II O'I 
Rees é al 1961 E IP A 10 6 20 20. a 0'93 
Wilson et al 1963 E IP A 5 4 6 6 1°00 
MRG 1965 E IP A 42 22 58 5I 0:0092 
Fink et al.. 1965 E IP A 9 2 II Lo 0-0089 
‘Friedman et al 1966 E IP A II 6 25 19 0530 
Gore 1973 E IP A 13 5 22 25 O° 
Daneman 196: E OP A 26 II 34 21 0:08: 
Ball ef al 1959 E OP A 20 «6 27 28 0:00013 
Agnew et al. 1961 M IP C 2 O 3. 3 0°40 
Sloane et al. 1999 M IP A Q 2 be 6 1'00 
Holdway i960 M IP A 12 10 20." 18 / 1°00 
Friedman et al. 1961 M IP A 11 4 17 - I9 0-017 
Hohn et al. 1961 M IP A 9 7 14 r3 0'70 
Roulet et al. 1962 M IP A 4, 5 19 - 2G Ev gg: 
Robin et al. 1964 M IP A It 5 20 12 0 +72, 
Greenblatt 1964 M IP A 54 27 73 39 0° 66° 
Schorer sł al. 1966 M IP A 9 5 1k 10 0°18 | 
Kesselman 1962 M IP/OP A ` 7 I _ to: 10 0-020 
Abraham 1963 M OP A 36 7 48`. 17 o'ory7 
Bassa et al. 1965 M OP A 14 8 24 18 0°58 
Porter 1970 M GP A 18 19 28 32 0°79" 
Kenning etal.. 1960 Ne IP A 12 3 22 13, or 089 
Ball et al. 1959 Ne OP A 13 4 22 20 O°014. 
Daneman 1961 Ne OP A 47 5 66 80 2.576 X 10779 
Key: oi P> i 
A = Acute IP = In-patient ES . Endogenous depiction 
G = Chronic OP = Out-patient - Ne = Neurotic- depression *:, 


M = Series includés both E and Ne patients AS ae oe 


oy $ 


hospital for prolonged periods. The renaming 
trials in in-patients and out-patients with acute’: 
endogenous depression show a high: proportion. 3 
of very significant results, epera in sips ot i 
adequate size. 
The central group of trials in ‘Table’ T are” 
those where the authors have not “distinguished: 
between endogenous and neurotic depressions; 
only three out of these fourteen, tials - gave > 
results reaching the conventional s devel of” 


significance. s" 
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Turn his treatment failures into-success. 
Stelazine for chronic anxiety neurosis. 
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Selected Papers from Psychosomatic Medicine, 1939-1958 
Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting- of, l A. 
Gottschalk (Davis, Callf.); P. H. Knapp (Boston, Mass.); M. F. Relser (New Haven, Conn.); J.D. Sapira 
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Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Paychologioal Sharacleretiont tp EA 
Rate of Gastric Secretlon (Serum Pepsinogen) — Psychosomatic Disease and the ‘V 
Recent Developments Bearing on the Papez Theory of Emotion —- Psychologic Mecha 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor é 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes.. 4: The: A 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies om Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a case of Essential Hypertension 
~~ Possible Eticlogic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro-: 
Intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response_Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, ee ; 
Characterlstics, and General Susceptlbitity to Illness. o ty 


Since Its beginning in 1989, Psychosomatic Medicine has published more than 1,200 paparo- Many a 
of these have represented the major Investigative studies in an area which has expanded considerably. 2 
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as having neurotic depression gave significant 

results in two out of three trials. 
DISCUSSION 

-While this method of reviewing clinical trials 

is widely applicable, it cannot be used where . 

the reports give insufficient data far the ĉon- 


construction of 2X2 tables. The papers of 
(1961), 


Rothman, Grayson and Ferguson 
Wittenborn, Plante, Burgess and Maurer (1962), 
Overall, Hollister, Pokorny, Casey and Katz, 
(1962), Hollistes, Overall, Johnson, Penning- 
ton, Katz ‘and Shelton (1964), and Heller, 


A STATISTICAL REVIEW OF CONTROLLED TRIALS OF IMIPRAMINE AND PLACEBO 
' was unable to detect that the attitude of the 


Zahourek and Whittington (1971) fall into this, 


category, but a careful reading of these reports 

suggests that they fit into the pattern described 

above. 

was concerned with patients with chronic 

_ physical disease and has been eke luded from 
this study. 

The most striking and ere finding of 
this survey is that significant differences were 
found in studies of endogenous or of neurotic 
groups of depressive patients; but where the 
authors had not reported these groups separately 
but had described mixed groups of patients the 
results were usually ‘not significant. A» possible 
explanation of this finding would be that in 
small trials unlikely;to give significant results 
sub-division ‘into smaller sub-groups would be 
unjustified; and in larger trials, if separate 
analysis of the results in sub-groups of endo- 
genous and neurotic failed to give significant 
results, these analyses remained unpublished 
and only an analysis of the whole trial was 
included in the report. There is, however, no 
evidence in the reports of the larger trials that 
such analysis of sub- -groups was attempted. 
The alternative explanation is that authors who 
do not regard the differentiation of depressions 
into endogenous and neurotic groups as im- 
portant have low expectations of drug therapy 
and communicated this feeling to the trial 
patients. Porter (1970), whose report falls into 
this category, is the only author who communi- 
cates this feeling to the reader by courageously 
declaring an initial bias against the treatment of 
depressions with imipramine. However, Wheat- 
ley (1967), in a trial, of imipramine versus 
‘phenobarbitone in general practice patients, 


‘The trial of Fryer and Timberlake (1963). 


` 


doctor towards the likely effect of the trial 
treatment affected the results actually obtained. 
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Intravenous Tranquillization with ECT 


By JOAN GOMEZ and PETER DALLY 


Summary. Forty depressed in-patients for whom electro-convulsive therapy 
had been prescribed were rated before treatment on depression and anxiety 
scales. Side effects, post-operative agitation and retrograde memory impairment 
were assessed in each patient after each of several treatments. Results were 
compared when no tranquillizer was given and when either diazepark or 
haloperidol was administered intravenously immediately before the anaesthetic. 
It was found than when ECT was given without tranquillization, the incidence 
and severity of post-operative agitation and of side effects were significantly 
greater in those patients with a high level of anxiety before treatment. Both 
diazepam and haloperidol were found to be effective in subduing agitation 
and side effects in anxious, depressed patients, but with diazepam recovery 


Se time was longer. 
Ps 
INTRODUCTION 

ECT is the treatment of choice for severe 
depression and for those depressed patients who 
fail to respond satisfactorily, within a reasonable 
time, to antidepressant drugs and other thera- 
pies. Many therapeutically-resistant patients are 
anxious as well as depressed, and it is this 
feature which seems to limit the efficacy of ECT 
in such cases and leads to unpleasant side effects. 
Unless special precautions are taken, such as 
giving it in combination with semi-narcosis, 
ECT may increase anxiety and cause secondary 
hysterical reactions. Tranquillizers given in the 
usual dosage, regularly, to agitated patients are 
ineffective. Complaints of memory disturbance 
are not uncommon, even years after receiving 
treatment. Attempts to reduce anxiety levels 
by giving, orally, large doses of tranquillizing 
or sedative drugs an hour or so before treatment 
are not always reliable, and they are in any 
case difficult to administer to out-patients. For 
some years it has been the practice in this 
department to give intravenous diazepam to 
anxious patients immediately before anaesthesia 
and ECT. Some patients remain sleepy for 
several hours afterwards, a disadvantage with 
out-patients agd in nursing time. Haloperidol 
given intravenously is also effective in allaying 


anxiety and is used for this purpose in anaesthetic 
practice (Haslett, 1968); and its sedative effect 
is not so prolonged as that of diazepam. Orally, 
it has also been found useful in reducing anxiety 
(Fyr6, 1974). This paper describes the use of 
both these drugs in patients receiving ECT and 
attempts to compare their efficacy. It also 
attempts to delineate which patients are likely 
to benefit from their use. 


TRIAL PATIENTS 

The study involved forty depressed in- 
patients, consecutively admitted during the 
first part of 1974, for whom ECT was prescribed 
by their consultants on the indications outlined 
in the introduction. The only exclusions were 
six depressed in-patients, who were either too 
disturbed or too sedated to complete a simple 
rating scale before starting ECT. 

Of the forty patients, eleven were men and 
twenty-nine women, and their ages ranged 
from 24-79, with a mean age of 51 years. 
Fourteen were classed as suffering from reactive 
depression: in these, anxiety was prominent 
and depression of mood more labile and super- 
ficial than in the 26 patients considered to 
have ‘endogenous’ depression. The criteria for 
diagnosis are those described earlier (Dally, 1967). 
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TABLE I 
Description of patients 


Diagnostic Age Mean 
category Sex range age 
Reactive depression M (n= 4) 34-50 43 
F (n= 10) 24-53 40 
Endogenous: 
agitated depression M (n = 5) 36-71 59 
F (n=11) 38-79 6&4 
Endogenous: 
retarded dépression M (n = 2) 46-64 55 
F (a= 8) 2863 49 
Total M (n = 11) 34-79 5I 
j F (n = 29) 
METHOD 


On the day before the first ECT each patient completed 
self-rating anxiety and depression scales (Zung, 1972) 
and a hand preference scale (Annett, 1970). 

Three hours before ECT, which was always adminis- 
tered between 2 and 3 p.m., twice weekly, two visual 
and two auditory learning tasks were given (see 
Appendix 1). 

ECT was given with atropine premedication, 
thiopentone and succinylcholine, and pre- and post- 
oxygenation. Thirty patients had unilateral ECT 
to the non-dominant hemisphere and ten had 
bilateral ECT. The latter were severely depressed 
and bilateral ECT was preferred because of its 
possibly greater speed of action (d’Elia, 1975). 

Administration of tranquillizers. Diazepam 20 mg. or 
haloperidol 20 mg. was given intravenously imme- 
diately before thiopentone. 10 mg. procyclidine was 
given with the haloperidol to lessen the possibility of 
dystonic side-effects. 

Thirty minutes after ECT agitation, manifested by 
restlessness and talkativeness, was assessed on a 
4-point scale (see Appendix 2). 

Three hours after ECT patients were asked to repeat 
the visual and auditory material they had learned 
before ECT, by marking on paper or verbally 
respectively. After this they were asked about head- 
ache, giddiness and nausea and each symptom was 
scored on a 4-point scale. 


Allocation to treatment 

Pilot part of the study. Of the first 10 patients, 5 
received diazepam with their second and fourth ECT 
and 5 patients with the third ECT only. The next 6 
patients were given haloperidol with the second and 
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fourth ECT, or the third only, in a similar alter- 
nation. The rater did not know which treatment the 
patients had received. 

Second part. Twenty-four patients were given 
diazepam, haloperidol or no tranquillizer, according 
to a randomization table, with their second, third 
and fourth ECTs. 

Apart from, the initial ratings for anxiety and 
depression before treatment began, assessments were 
only made with the second, third and fourth ECTs. 
Patients are often particularly anxious before their 
first treatment, while by the fifth or subsequent 
sessions many have recovered. 


RESULTS 


As expected, patients with reactive de- 
pression generally had higher pre-treatment 
anxiety scores than those with either retarded 
or agitated types of endogenous depression. 
The mean anxiety score for those with reactive 
depression was 50-3, significantly higher tfan 
the scores for agitated or retarded ‘endogenous’ 
cases, at 43°6 and 31-4 respectively. However, 
there was no statistically significant difference 
in the mean depressive scores between any of 
these categories. 

From the assessments made when no tran- 
quillizer was given, it is apparent that patients 
with high anxiety scores before ECT also have 
more frequent and more severe side-effects, 
such as headache, giddiness and nausea and 
post-treatment agitation; they also have more 
difficulty in recalling material learned before 
treatment. 

Mean scores for agitation assessed 30 minutes 
after treatment, without tranquillizer, were 
0-6 for those patients with anxiety scores of 
less than 40 before treatment and 1-4 for those 
scoring 40 or more; this difference is significant 
at the 1 per cent level. 

Use of tranquillizers. The incidence and severity 
of agitation assessed 30 minutes after ECT, and 
the side effects of headache, giddiness and 
nausea assessed three hours after ECT, were 
considerably reduced when either diazepam or 
haloperidol was given intravenously before 
treatment. The mean agitation score was 1-25 
with no tranquillizer, significantly greater, at 
the 1 per cent level, than the score when 
diazepam or haloperidol was given (0-36 and 
0:27 respectively). Side-effects mean scores also 
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INTRAVENOUS TRANQUILLIZATION WITH ECT 


Tare II 


Side-affects and memory deficit scores three hours after ECT according to anxiety rating 
No tranquillizer given 


Side-effects 


Anxiety score 
(mean score) 


* 


Less than 40 (n = 17) 1'9 


3'0 


40 or more 


differed significantly, reaching the 5 per cent 
level, the mean scores being 2-4 with no tran- 
quillizer, 0-75 with diazepam, and 0-72 with 
haloperidol. 

wo patients reacted differently from the 
rest, one with diazepam, one with haloperidol, 
possibly examples of the occasional para- 
doxical reactions described with tranquillizers 
B.M.7., 1975). One man with an agitated 
depression was disorientated, anxious and 
restless for 40 minutes after ECT and digzepam, 
while a woman with reactive depression felt 
headachey and ‘muzzy’ with haloperidol, but 
not with diazepam or no tranquillizer. 


Memory EFFECTS 

Patients receiving diazepam showed greater 
memory impairment than those in the other 
groups. Retrograde amnesia is, of course, a 
well-known characteristic of treatment with 
intravenous diazepam. With haloperidol 
memory impairment was less than when no 
tranquillizer was given, but a larger sample 
would be required to establish whether the 
difference might be statistically significant. 


Recovery period after ECT. Patients who had 
received diazepam took longer in general to 
come round than those receiving haloperidol 
or no tranquillizer. In this trial the average 
time from ECT to the patient’s being able to 
give his name and address was 6 minutes for 
those patients having haloperidol, 20 minutes 
for those given diazepam, and 4} minutes with 
no tranquillizer. 


P = <0'05 


Significance of 
difference between 
side-effects scores 


Memory deficit (m 


Unilateral ECT 12: 
Bilateral ECT 17 
Unilateral ECT 19: 
Bilateral ECT = 24: 


Differences between ; 
deficit scores accordi 
rating do not reach s 


significance 
Taste ITI 
Scores for memory deficit in various treat 
Three hours after treatment 
: Mem 
Treatment group Mean 
No tranquillizer n = 40) 
Bilateral ECT n = 10) * 19'2 
Unilateral ECT (n = 30 15:8 
Diazepam (n = 34) 
Bilateral ECT (n= 9 30°5 
Unilateral ECT (n = 25 25'909 
Haloperidol {n = 30) 


Bilateral ECT (n = 18-2 
Unilateral ECT (n = 24 


Discussion 
The presence of persistently hij 
anxiety in depressive illnesses make 
more difficult and the prognosis 
(Kerr et al., 1974). In spite of th 
antidepressant drugs many patie 
fractory to treatment with them 
only partially, and may have to be 

and repeated courses of ECT. 
Side-effects from ECT, particul 
more anxious patients, can be dis 
result in some patients feeling even 
it. In many cases it seems that extr 
prevents depression from respondi 
ment and resolving. Table II sho 
incidence and severity of side-effect 
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increases in proportion to the pre-treatment 
level of anxiety of the patient. Post-treatment 
agitation and anxiety is similarly related to 
pre-treatment anxiety levels. This picture is 
reversed when either haloperidol or diazepam 
is given intravenously at the time of treatment. 
Side-effects and post-ECT agitation fall by 
more than two-thirds after either drug. 

The majority of patients are composed after 
treatment when this is accompanied by intra- 
venous tranquulization, and many of the trial 
patients remarked spontaneously on how much 
more pleasant they felt after the tranquillized 
treatments than after the others. Intravenous 
diazepam is known to reduce rapidly symptoms 
of abxiety, having its maximum effect within 
30 minutes of administration (Kelly, 1973). 
Both diazepam and haloperidol have been used 
to mitigate the apprehension associated with 
minor surgical procedures. , 

Neither diazepam nor haloperidol seems to 
diminish the effectiveness of ECT or the con- 
vulsive response. ‘If anything, they probably 
reduce the number of ECT needed, though this 
needs to be confirmed by further trials. Anxious 
patients in this study, whose side effects were 
subdued when a tranquillizer was given with 
ECT, showed a return of these unwanted 
symptoms when no tranquillizer was given. 
A striking case was that ofa woman with reactive 
depression who felt aggressive and was noisy 
after each of two untranquillized treatments, 
but calm with either tranquillizer. Similarly, a 
man with agitated depression developed mild 
laryngospasm when no tranquillizer was admi- 
nistered. Post-ECT’ memory recall is not altered 
by haloperidol (see Table III), but intravenous 
diazepam is liable to cause a characteristic 
sHfort retrograde amnesia (Greenblatt, 1974). 
This effect is considered to be an advantage 
when intravenous diazepam is used during un- 
pleasant minor operations and investigations 
like gastroscopy. It is indeed sometimes an 
advantage with ECT. Diazepam does not 
interfere with retention and recall, and memory 
functions return to normal within four to six 
hours of intravenous administration without 


i. ECT. Long-term memory disturbarices of the 


kind which seem to be-directly related to 


." anxiety bear no relationship to ‘this retrograde 


amnesia. In such cases the abne 
probably related to recall, though 
may also be impaired. Not one of thi» 
outside the trial treated with ECT 
quillizer has complained of long-ter 
upset. Further tests on anterograde 
in progress. 


CONCLUSIONS 
Patients who are very anxious 
depressed are more likely than ot 
troubled by post-ECT side-effects. ] 
pam and haloperidol given intraveno 
diately before the anaesthetic effectis 
anxiety, agitation, and side-effects su 
ache, giddiness and nausea. Hal 
preferable to diazepam in out-patie 
does not appreciably prolong th 
period.-Neither tranquillizer appears 
the effectiveness of ECT in lifting de 
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INTRAVENOUS TRANQUILLIZATION WITH ECT 


APPENDIX 1 ` Deficit scores were made by calculating the difference 
between the patient’s post-ECT score: and the’ total 


Memory TESTS possible, 
was given to the patient three hours before . 
id recall tested three hours post-operatively. 

. similar but of different content for each 


foe: , _ 


nds exposure to each l _ ty 


APPENDIX. 2: ` 


sre shown three octagons with 1, 2 and 3 j ay 

tively marked in green and were then invited Post-ECT agitation scoring: 0-3 . n SET ae ES 

the green sides on three blank octagons. o Calm and composéd Sa ne 
Maximum score6 1 Talkative, unable to relax ee 

| 2 Restless, pressure-of talk ; Figg ti 

umbers 3 Very restless, noisy : ao 

re shown three rows of mixed letters and ` > 

id were asked to visualize and then reproduce Post-ECT side-effects scoring l E 

Headache: 0-3 tex 


Maximum score 9 o No headache 

1 Admits to slight discomfort on enquiry 

2 Spontaneous mention of headache, or definite ‘agree- 
' ment on enquiry 

3 Severe headache, patient requesting analgesic 


re 


name, address and telephone number was 


i¢ patient in up to six verbal repetitions. Nausea: 0-3 os R 
Maximum score 16 o No nausea ae ae 
1 Slight queasiness, on enquiry S 


2 Definite nausea, patient unable to eat tea 
en items: flower, food, animal, town, colour, 9 Severe nausea, feeling the need ófa vomit bowl at a 
and abstract word, was read to the patient winch may be used , 
en asked to repeat the item on hearing the s mie e n 
wer. Giddiness: 0-3 - e 

Maximum score 7 o No giddiness _ = hed 

1 Feels steadier sitting down ~ 4: 
T, the patient was helped to learn the 2 Prefers to lie down because.of unsteady. cling 
epetition as ‘necessary. After ECT he was 3 Must lie ae too i to stand, “or walk © ae 
duce it. ; 
ossible: 38. Total side-effects score: 0-9 E ed. nee 
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Subjective Side-Effects of ECT 


ar > By JOAN GOMEŻ 


pene The dence of side-effects present 24. hours after electroconvulsive 
“therapy was studied in 96 patients who between them received 500 treatments in 
a consécutive series. None of the side-effects occurred frequently: headache was 


eriénced after 2-6 per cent and subjective memory impairment after 3 per 
cent of treatments. None of the unwanted effects held any serious physical 
threat. The aspect of EC'F-most disliked by the patients in this study, and men- 


_'” INTRODUCTION 

Elggttogonwilsive therapy (ECT) is the most 
effecti¥e-tred tment i in selected psychiatric condi- 
tiotis;4Granville-Grossman, 3971) and substan- 
tial usė`is made qf it. Short-acting intravenous 
anaesthesia and musele-relaxants have long 
since removed the early barbaric aspects of this 
therapy, and the risk of dangerous sequelae i is 
very small (Sargant and: Slater, 1972); yet many 
patients and their relatives view the prospect of 
ECT with horror. In this context, it was decided 
to investigate the- incidence and severity of 
subjectively éxpetiénced side-effects in un- 
selected. ‘patients. feceiving’ routine ECT in a 
large moderti piyehiatric hospital. 


PaTiENTs AND METHODS 


Patients were interviewed, between 7 and 

9 a.m on the: morning after ECT from 19 bi- 
weekly sbssions comprising...500 consecutive 

. trpatintiits. Ninety-six patients; of. whom 60 
P , Were, ea were involved. Their ages, ranged 





‘om 
SERS rao to 50; 30 aged more than 50. Sct 
‘SSeeeeoa tients were depressives and:most.of the 
1508 eee sighizophirenics with marked’ affective or 
ve "Catat nic symptomatalogy.- 
-eIn thé majority of cases a flexible plan for six 
“ifreatments had been made, but was subject to 
¥éontinuotis review. 
Methohexitone was the anaesthetic employed 
in all cases, and suxethonium bromide the 
muscle relaxant. Bilateral electrodes were used 


I e'e : 609 


fe 
4 
a 


`o ` tioned by 16 per cent of them, was the fear of permanent memory upset. 


in 80 patients (420 treatments) and unilateral 
in 46. (80 treatments). In the morning-afté 
interview, each patient was asked about the 
presence of muscle pain, headache, nausea, sore 
throat or nasal congestion, and about memory 
disturbance, including a feeling of muddle; 
and was invited to mention any other symptom 
which had not been present before the treat- 
tment. On one occasion only, usually after the 
third or fourth treatment, each patient was 
asked what, if anything, she most disliked about 
ECT, and also whether it was better, worse, or 
the same-as expected. Top-ranking complaints 


ae were counted, and grouped. 


RESULTS 
Side-a feels present 24 hours after treatment (Table I) 
TABLE I 
Side-effects present 24 hours after ECT 
(a = 500) 
% 
Muscle pain i ss 41 8:2 
—generalized .. is 5 are) 
Headache .. Me 13 2:6 
Upper respiratory symptoms 9 1°8 
` Nausea... F 1'4 
Confusion .. bs a 1 0'2 
Subjective memory 
impairment .. és 15 


-s 
’ 





Muscle pain occurred 41 times. In 5 “cases 
there was generalized pain and stiffness, such as 
follows severe exercise; all in patients under 25, 


610 


all having received their first treatment, 3 female 
and 2 male. Of the others, 7 had pain in the 
masseters only, but enough to make eating 
uncomfortable, and the rest had aching in. the 
neck and shoulders. Of the 41 cases of muscle 
pain, 35 occurred after the first treatment, 
with none after the fourth or subsequent treat- 
ment. In 28 cases the patient was under 30; only 
one was over 50. However, 7 patients in the 
over 50 range mentioned exacerbation of pre- 
existing backache, and 3 patients complained 
of toothache; neither of these categories was 
included under muscle pain. 

Headache was mentioned on 13 occasions, and 
in 3 patients receiving unilateral ECT it was 
localized to the side on which the electrodes 
were applied. 

Nausea, Seven complaints were made, but 2 
individuals accounted for 4 of these. : 

Upper respiratory symptoms. Nine patients had 
mild symptoms, one was pyrexial, but none 
developed more than simple coryza. Patients 
suffering headache, nausea or muscle pain had 
lost their symptom by the next day. 

Memory impairment and muddle. One lady of 60 
who was hypertensive was still disorientated the 
morning after ECT, and was given no further 
treatments. 

Complaints of memory impairment parti- 
cularly affecting details of the day before 
treatment were made on 15 occasions, mainly in 
the middle of the course of treatment. The 10 
patients involved were all over 45, and 7 had 
had treatment in the past. 

Other complaints. Difficulty in focussing was 
mentioned by 4 patients, but on enquiry it 
appeared that this had been present before 
treatment and was probably related to the 
antidepressant medication. 


What patients disliked about ECT (Table IT) 

The aspects of ECT disliked by patients after 
they had experienced at least three treatments 
all centred on fear, although none found it 
worse than they had anticipated and 80 per cent 
found it better. The top-ranking fear (in 16 of 
the 96 patients) was of permanent memory or 
other intellectual impairment, even among those 
who had experiénced no subjective memory up- 
set during the study. Vague, unpleasant im- 
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TABLE IJ 

: Aspects most disliked by patients partway through a 

course of ECT 

(96 patients) 

Anticipatory anxieties 

Permanent memory impairment .. 16 
Entering ECT room ats i II 
Death or serious damage .. ae 10, 
Waiting for treatment sis a 9 
Injection 5e ia gi 5 
Confusion on coming round ks 5 
Sundry or irrelevant oe Ar 16 
Total .. 72 (75%) 
No special fear of dislike of ECT .. 24 (25%) 





pressions of the ECT room, such as screens, a 
rubber mouth gag, someone’s noisy breathing, 
were most disliked by 11 per cent of patients. 
Sixteen patients mentioned personal fears, or 
thoughts connected with their illness, while a 
quarter of the patients now felt no special 
dislike of ECT. 


Discussion 


The most striking feature of these results was 
the low incidence of side-effects, none of which 
endangered health. None of them was present 
48 hours after treatment, with the possible 
exception of memory impairment. It has been 
demonstrated by objective tests that some - 
memory disturbance is common after ECT 
(Dornbush and Williams, 1974) but Cronholm 
and Ottosson (1963) found that patients 
treated by ECT were unable to judge their 
memory accurately and that a favourable 
response was associated with fewer complaints, 
even where there was objective evidence pf 
impairment. In our study, most patients had 
little recollection of the time between waiting 
in the waiting room and having coffee after 
treatment; but in general those who remem- 
bered least of this period complained least of 
memory loss. 

Non-dominant unilateral ECT is said to 
produce less memory upset than bilateral 
(d’Elia, 1970), but in the present study sub- 
jective complaints were not significantly less 
frequent in those having unilateral treatment; 
this may have been partly due to their selection. 


æ 
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Other side effects were not significantly corre- 
lated with either type of electrode placement. 

Suxethonium is the least likely of muscle- 
relaxants to be associated with pain (Hale 
Enderby, 1959), and it is noteworthy that the 
patients who experienced pain were young and 
presumably more active than most. 


CONCLUSIONS 


Side-effects after ECT are relatively infre- 
quent, mild and short-lived. The incidence of 
muscle pain might be reduced if all patients 
were encouraged to rest on return to their 
wards, especially after a first treatment. While 
efforts to reduce real memory impairment after 
ECT continue, involving electrical, anaesthetic 
and other manoeuvres, subjective complaints 
appear to relate importantly to the patient’s 
expectations and current affective state. In 
retrospect, when they have experienced a few 
treatments as given nowadays, most patients 
find that the fears they had beforehand are 


+ 
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greatly reduced. Indeed the adverse effects are 
few. 
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